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llosone  provides  the  speed,  potency, 
and  certainty  of  parenterai  antibiotic 
therapy  plus  unsurpassed  safety 
and  the  ease  of  oral  administration. 
Usual  dosage  for  adults  is  one  or 
two  250-mg.  Pulvules®  every  six 
hours,  according  to  severity  of  infec- 
tion. For  optimum  etfect,  administer 
on  an  empty  stomach.  Supplied: 
Pulvules  of  250  mg.,  and  125  mg.  for 
pediatric  use. 


Parenteral  Performance 
in  Every  Pulvule 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U,  S.  A. 


QtUUTV  / HUAtCH  / INTESRITY 


Medical  Convention— Rapid  City— June  20,  21,  22,  23 


therapeutic  sulfa 


levels 


(sulfanicthox)'p)’iiJazinc,  Paike-Da\'is) 


for  24  hours  with  a single  tablet 

MIDICEL  differs  from  ordinary  sulfonamides  because  it  affords  all  these  clinical  advantages: 
1 tablet-a-day  schedule— greaier  convenience  and  economy  for  patients  • rapid  effect  — Tprompt 
absorption  • prolonged  action  — eSective  plasma  and  tissue  coneentrations  sustained  day  and  night 
with  1 tablet  daily  • wide  antibacterial  spectrum  — eEeciiwe  in  urinary  tract  infections,  upper 
respiratory  infections,  bacillary  dysenteries,  and  surgical  and  soft  tissue  infections,  due  to  sulfona- 
mide-sensitive organisms  • well  tolerated  — low  dosage  and  high  solubility  minimize  possibility  of 
crystalluria. 

Adult  Dosage:  Initial  (first  day)  — 2 tablets  ( 1 Cm.)  for  mild  or  moderate  infections,  or  4 tablets  (2  Cm.)  for  severe 
infections.  Maintenance— 1 tablet  (0.5  Gm.)  daily.  Children’s  Dosage:  According  to  weight.  See  literature  for  details 
of  dosage  and  administration.  Available:  Quarter-scored  tablets  of  0.5  Gm.,  bottles  of  24,  100,  and  1,000. 

PARKE.  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN  « 
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Until  the  discovery  of  DECADRON*  by  Merck  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


DEXAM  ETHASONE 


to  treat  imc  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  “peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a "natural”  sense  of  well-being. 
♦ DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co..  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


PATHIB 


"Trademark 

©Registered  Trademark  for  Tridihexethyl  Iodide  tederie 
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j pyQ]^pt|jK<pEP 


(triacetyIoleandorriycinJ.-4...L 


(triacetyIoleandorriycinJ.-4...LjJ...j 

Capsules  i/.draL^l 


'Stan. 


in  the 
patient: 


95%  effective  in  published  cases' 


No.  Of 
Patients 


Guretl 


Conditions  treated 


Improved 


Failure 


448 


ALL  INFECTIONS 


558 


288 


Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


258 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


230 

41 

51 

58 

43 

19 

18 


Genitourinary  infections 
Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 

Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 
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in  the 
laboratory: 

pver  90%  effective 
. igainst  resistant  staph 

J JOMPARATIVE  TESTS  BY  THREE  METHODS 
: DISC,  TUBE  DILUTION,  CYLINDER  PLATE) 
tPN  130  STAPHYLOCOCCI  9 

1 21.2% 


90.0% 

I 97.7% 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -"practically  tasteless"=^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules  — 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension- 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.;  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  a).:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.;  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.!  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 


Tao  dosage  forms  — 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children— flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers- 5 drops  (approx. 
25  mg.  of  Tao)  and  10  drops  (approx.  25  mg.  of 
Tao).  10  cc.  bottle. 

TaO-AC  (tao  anafgesic,  antihistamlnlc  compoufKj) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied;  In  bottles  of  36  capsules. 

TAOMID*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral.  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action  — in  clinical  emergencies. 

Supplied:  in  10  cc.  vials. 
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your  patients 
nutritionally 


A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


eapsuie  esontalnss 


5 mg. 


ins 


Thiamine 

Mononitrate  (Bi) 
Riboflavin  (Bi) 
Nicotinamide 
Calcium  Pantothenate 
Pyridoxine 

Hydrochloride  (Ba) 
Ascorbic  Acid 
(vitamin  C) 


15  mg. 
10  mg, 
50  mg. 
10  mg. 


250  mg. 
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“It  is  concluded  that 

the  addition  of 
buffering  agents  to 

acelylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useM  purpose? 

’Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
■ Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— -Bayer®  Aspirin. 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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tmm  The  highest  levels 
of  Filmtab  Com- 
pocillin-VK. 

■ ■ The  median  levels 
of  Filmtab  Com- 
pocillin-VK. 

Note  the  high  upper  levels 
and  averages  at  '/z  hour, 
and  at  1 hour. 

Doses  of  400,000  units 
were  administered  before 
mealtime  to  40  subjects 
involved  in  this  study. 


the  higher 

blood  levels  of 
potassium 

penicillin  V 


potassium  penicillin  V 


IN  FILMTABS, 

Compocillin-VK  comes  in 
125  mg.  (200,000  units), 
bottles  of  50  and  100,  and 
in  250  mg.  (400,000  units), 
bottles  of  25  and  100. 

FOR  ORAL  SOLUTION, 

Compocillin-VK  comes  in' 
dry  granules  for  easy  recon 
stitution  with  water.  Cherry 
flavored,  the  granules  are  in 
40-cc.  and  80-cc.  bottles.  Each 
5-cc.  teaspoonful  represents 
125  mg.  (200,000  units)  of 
potassium  penicillin  V. 
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W.  H.  Saxton,  M.D.  (1959)  Huron 

F.  R.  Williams,  M.D.  (1959)  . Rapid  City 


Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  

Abner  Willen,  M.D.  (1959) 

R.  H.  Hayes,  M.D.  (1960)  

Necrology 

J.  T.  Cowan,  M.D.,  Chr.  (1959)  

J.  C.  Murphy,  M.D.  (1960) 

L.  L.  Parke,  M.D.  (1961)  .. 

Public  Health 

R.  K.  Rank,  M.D.,  Chr.  (1959)  

N.  E.  Wessman,  M.D.  (1960)  

T.  E.  Mead,  M.D.  (1961)  

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  

J.  V.  McGreevy,  M.D.  (1959)  

G.  F.  McIntosh,  M.D.  (1961) 


Brookings 
..Clark 
..Winner 


Pierre 

Murdo 

Canton 

Aberdeen 

..Sioux  Falls 
Spearfish 


Aberdeen 

..Sioux  Falls 
Eureka 


Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  Sanator 

Saul  Friefeld,  M.D.  (1959)  .Brookings 

R.  J.  Bareis,  M.D.  Rapid  City 

Maternal  & Child  Welfare 

Brooks  Ranney,  M.D.,  Chr.  (1959)  

L.  W.  Tobin,  M.D.  (1961) 


W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961)  .... 

M.  E.  Sanders,  M.D.  (1959)  

Clifford  Gryte.  M.D.  (1960)  


Yankton 

Mitchell 

..Sioux  Falls 

. Sioux  Falls 

Redfield 

Huron 


Executive  Committee 

A.  A.  Lampert,  M.D.,  Chr 

M.  M.  Morrissey,  M.D 

R.  A.  Buchanan,  M.D 

C.  R.  Stoltz,  M.D 

A.  P.  Reding,  M.D 

Magni  Davidson,  M.D 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  

D.  A.  Gregory,  M.D.  (1959)  . ._ 

A.  W.  Spiry,  M.D.  (1960)  

D.  S.  Baughman,  M.D.  (1961)  

A.  P.  Peeke,  M.D.  (1963) 


Rapid  City 

...Pierre 

Huron 

..Watertown 

...Marion 

..Brookings 


Mental  Health 

E,  S.  Watson,  M.D.,  Chr.  (1961) 

George  Smith,  M.D.  (1960)  

R.  C.  Knowles,  M.D.  (1959)  

H.  E.  Davidson,  M.D.  (1959) 

C.  G.  Baker,  M.D.  (1960) 

R.  E.  Cooper,  M.D.  (1961)  .... 

Benevolent  Fund 

W.  E.  Donahoe.  M.D.,  Chr.  (1960)  

J.  C.  Hagin,  M.D.  (1961)  .... 

F.  C.  Totten,  M.D.  (1959)  

Rheumatic  Fever  and  Heart  Disease 

J.  Argabrite,  M.D.,  Chr.  (1961)  

B.  T.  Lenz,  M.D.  (1959) 


Sioux  Falls 

Milbank 

Mobridge 

Madison 

Volga 


Rapid  City 


..Sioux  Falls 

Miller 

Lemmon 

...Watertown 
Huron 


H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D.  Aberdeen 

Robert  Olson.  M.D Sioux  Falls 

R.  A.  Boyce,  M.D.  Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D ...Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr. 

B.  F.  King,  M.D 

O.  J.  Mabee,  M.D 

H.  L.  Saylor,  Jr.,  M.D. 

S.  F.  Sherrill,  M.D.  


Marion 

. . Aberdeen 

Mitchell 

Huron 


R.  E.  Van  Demark,  M.D. 

G.  S.  Paulson',  M.D.  

Harold  Lowe,  M.D 

H.  R.  Wold,  M.D 

T.  W.  Reul,  M.D 

Mary  Price,  M.D.  

Amos  Michael,  M.D 

H.  B.  Munson,  M.D 

R.  F.  Thompson,  M.D. 


Editorial 


..Belle  Fourche 


..Sioux  Falls 
...Rapid  City 
...Mobridge 
Madison 


..Watertown 
Armour 


Medical  Licensure 

Magni  Davidson,  M.D.,  Chr.  

D.  L.  Kegaries,  M.D.  

C.  E.  Kemper,  M.D 


Vermillion 

Rapid  City 

Yankton 

Brookings 

Rapid  City 

...Viborg 


Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D.  Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 


Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D.  

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr 

D.  H.  Breit,  M.D.  

Paul  Hohm,  M.D 

E.  A.  Johnson,  M.D 


. ...Vermillion 

. Sioux  Falls 
..Sioux  Falls 
Huron 


Milbank 

Rapid  City 

Yankton 

Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  J.  Bloemendaal,  M.D Ipswich 


A.  A.  Lampert,  M.D. 
Robert  Monk,  M.D.  ... 
Roscoe  Dean,  M.D. 


Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr 

C.  L.  Vogele,  M.D.  

Huron 

Workmen’s  Compensation 

J isr  Kflmm,  M TT  , Phr 

Rtiirgi.q 

Mitrhpll 

Clinical  Pathology  Committee 

W A Hpih,  M n , Chr 

Rapid  City 

Huron 

...  Sioux  Falls 

Rehabilitation  Committee 

Rapid  City 

Sioux  Falls 

n Hillan^  M D 

Madison 

Sioux  Falls 

Press  Radio  Committee 

...  Sioux  Falls 

F.  D T.pi^h,  MD 

Huron 

Aberdeen 

Care  of  the  Indigent 

H.  P.  Adams.  M.D..  Chr.  

Huron 

A.  P.  Peeke,  M.D.  

H.  Russell  Brown,  M.D. 
R.  A.  Boyce,  M.D. 

P.  V.  McCarthy,  M.D. 

E.  J.  Perry,  M.D.  

R.  F.  Hubner,  M.D.  — 
C.  A.  Johnson,  M.D. 


Volga 

.-Watertown 
. Rapid  City 
-Aberdeen 
.....Redfield 

Yankton 

...  Lemmon 


(Continued  on  Page  34) 


Your  difficult  rheumatic  patient... 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


|For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 

l^id  antirheumatics  . . . more 

j^ffective  than  salicylate  alone. 

!n  each  enteric-coated  tablet: 

iSodium  salicylate  U.S.P.....0.3  Gm.  (5  gr.) 
podium 

; para-aminobenzoate  0.3  Gm.  (5  gr.) 

(Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 

.ir^KMnMn  ;r.  .l.ciKlt  . nn..l  PaarwMutIc.ls  of  Merit  siiitc  1878 


M 


16 


S.DJ.O.M.  JANUARY  1959  - ADV. 


OXYPHENCYCLIMINE  HYDROCHLORIDE 


POTENT  ANTICHOLINEROIC  ACTION 

curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  be  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 


Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 
10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray;  Journal  of 
Pharmacology  and  Experimental  Therapeutics,  in 
press.  2.Winkelstein,  Asher:  Paper  in  preparation. 
""Trademark 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


S.D.J.O.M.  JANUARY  1959  - ADV. 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 

established. 

Supplied;  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 
e.Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;iT;iRy;ix 
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Investigator 


after  investigator  reporti 


Wilkins,  R.  W.;  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
"Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic:  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  if  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
<4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


(n  "Chlorothiazide;  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc,  Philadelphia  l,  Pa. 


ie  effectiveness  of 


(CHLOROTHIAZIDE) 


as  simple  as 


1 

2 


3 


INITIATE  THERAPY  WITH  'DIURIL*.  'OIURIL'  ii  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patierrt  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observe“d  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
arefu!  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

•DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIL' 


Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2y2  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  inicrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day, 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years.  U 


PAT.  OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 


Estradiol  meg./ 24  hrs. 


Endogenous  estrogen  secretion  (nieg./24  hours) 
(calculated  from  average  24-liour  urinary  excretion 
of  estradiol,  estrone,  and  estriol) 


Days  from  ovulation 
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running  noses 

and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 


• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first— th«  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 


then  — the  inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleaie 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid* 
afternoon  and  in  the  evening,  if  needed. 


Triaminic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  Vz  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  1/4  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


for 

colds 


every  ^ 
description 
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ILOSONE 


assures  a more  decisive  clinical  response 
in  almost  every  common  bacterial  infection 


(erythromycin  ester,  Lilly)  as  the  propionate 


Ilosone  provides  more  potent,  longer- 
lasting  therapeutic  levels  in  the  serum 
within  minutes  after  administration.  A 
fast,  decisive  response  is  assured  in  al- 
most every  common  bacterial  infection. 

Usual  adult  dosage  is  one  or  two 
250-mg.  Pulvules®  every  six  hours,  ac- 
cording to  severity  of  infection.  For 
optimum  effect,  administer  on  an  empty 
stomach.  (A  125-mg.  pediatric  Pulvule 
is  also  available.)  In  bottles  of  24. 


* Shown  by  kow  many  times  the  serum  can 
be  diluted  two  hours  after  administration 
of  the  antibiotic  and  still  inhibit  identical 
pathogenic  strains  of  bacteria.  This  is  the 
Tube  Dilution  Technique,  which  is  regarded 
by  leading  authorities  as  the  most  mean- 
ingful method  of  comparing  different  anti- 
biotics. It  shows  not  merely  the  level  of 
antibiotic  in  the  blood  but  the  actual  anti- 
bacterial effectiveness  of  that  level. 

1.  Griffith,  R.  S.,  et  al.:  Antibiotic  Med. 
& Clin.  Therapy,  5:609  (October),  1958. 
Note:  Peak  levels  with  the  oral  erythro- 
mycin tablets  (thirty- three  dilutions)  were 
not  observed  until  four  hours  after  ad- 
ministration. 2.  Data  from  Griffith,  R.  S.: 
Antibiotics  Annual,  p.  269,  1954-1955. 
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Quite  obviously,  such  a topic  as  the  above 
can  cover  a spectrum  as  broad  as  that  of  any 
of  the  antibiotics.  When  Doctor  Johnson  first 
asked  me  to  present  this  paper,  I assumed 
that  it  would  be  best  to  discuss  antibiotics  as 
a cause  of  diarrhea.  Candidly,  though,  my 
experience  with  such  cases  has  fortunately 
been  limited,  and  a quick  survey  of  the  litera- 
ture showed  that  we  have  all  been  subjected 
to  a barrage  of  excellent  articles  on  the  sub- 
ject in  recent  journals.  It  seemed,  then,  that 
little  could  be  said  here  which  would  be 
profitable  to  the  audience. 

A mild  bit  of  research  then  revealed  that 
in  the  1958  edition  of  the  ‘Physicians  Desk 
Reference’  there  are  listed  under  the  simple 
heading  of  “Diarrhea”  no  less  than  165  rem- 
edies, at  least  40  of  which  are,  or  contain. 
Antibiotics.  1 Further  questioning  among  my 
colleagues  in  internal  medicine  showed  that 
none  of  them  is  in  the  habit  of  routinely  pres- 
cribing antibiotic  mixtures  in  the  treatment 
of  the  acute  simple  diarrheas  which  are  so 
frequently  seen  in  the  practice  of  all  of  us. 

Hence,  it  was  decided  that  this  discussion 
could  be  of  interest  if  oriented  toward  the 
clinical  treatment  of  diarrhea,  carefully  point- 
ing out,  in  particular,  those  types  in  which 
antibiotics  are  not  generally  useful.  Perhaps, 
free  from  the  influence  of  detail  men  and 
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other  genuinely  useful,  but  partisan,  people, 
a few  salient  points  can  be  made. 

Diarrhea,  of  course,  is  one  of  our  most  fre- 
qeunt  problems. 2 A recent  survey  compiled 
by  the  National  Disease  and  Therapeutic  In- 
dex3  shows  that  in  the  first  quarter  of  1958, 
disease  of  the  gastrointestinal  system  was 
responsible  for  5.8%  of  all  visits  to  doctors 
and  ranked  only  behind  disease  of  the  respira- 
tory and  circulatory  system.  Diarrhea,  it  may 
be  assumed,  forms  a respectable  percentage 
of  these 'Complaints.  And  you  and  I know  that 
many  cases  of  diarrhea  are  not  seen  by  us — a 
phone  rings  and  Joe  Jones  is  requesting 
“something  for  the  trots.” 

In  discussing  this  problem,  then,  let  us 
consider  diarrhea  from  the  standpoint  of 
acute  and  chronic  disease.  For  purposes  of 
this  paper  only,  we  will  arbitrarily  limit  the 
acute  disease  to  a maximum  duration  of  three 
days,  and  anything  over  that  will  be  consid- 
ered chronic. 

Surely,  in  South  Dakota,  the  overwhelming 
majority  of  acute  diarrheas  represent  either 
acute  food  poisoning  (due  to  staphylococci 
toxin)  or  simple  gastroenteritis.  Incidentially, 
I find  it  comforting  to  know  that  after  many 
years  of  referring  to  the  latter  as  “stomach 
flu,”  we  are  now  reassured  that  most  cases 
are,  in  fact,  due  to  viruses  — if  not  influenza, 
then  polio,  ECHO,  and  Coxsackie  among 
others. 4-®  At  any  rate,  these  patients  should 
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be  recognized  clinically  in  most  cases.  In  the 
case  of  food  poisoning,  there  is  a history  of 
ingestion  of  a suitable  vector  from  1 to  3 hours 
prior  to  onset,  and  frequently  other  cases  at 
the  same  time,  or  conversely,  the  remark  that 
“he’s  the  only  one  who  ate  ham  (or  cream 
puffs,  or  pie).”  In  the  case  of  gastroenteritis, 
there  is  often  a story  of  familial,  or  neighbor- 
hood, incidence  of  similar  troubles.  Moreover, 
in  the  otherwise  healthly  patient,  there  is 
little  alarming  in  the  examination.  Dehydra- 
tion will  usually  be  found,  but  will  vary  ac- 
cording to  the  severity  of  the  diarrhea  and 
any  accompanying  vomiting.  Fever  and  leu- 
kocytosis are  usually  absent  or  low  grade, 
and  abdominal  examination  is  apt  to  be  essen- 
tially normal  except  for  hyperperistalsis  and 
diffuse,  mild  tenderness.  Blood  and  mucous 
in  the  stool  are  rarely  present  to  any  sig- 
nificant extent. 

In  any  event,  treatment  of  these  patients 
should  be  symptomatic  and  supportive  only. 
In  my  own  practice  I prefer  to  hospitalize 
those  patients  with  vomiting  as  well  as  diar- 
rhea. Fluids  are  replaced  parenterally  and 
small  doses  of  Atropine,  Codeine,  and  occas- 
ionally Morphine  are  given  by  injection  to 
control  the  cramping  and  pain.  If  vomiting  is 
not  present,  hospitalization  is  avoided  and 
camphorated  tincture  of  opium,  codeine  and 
kaolin  preparations  are  used.  Antibiotics  are 
carefully  avoided  for  two  reasons:  if  the  diag- 
nosis is  correct,  they  are  not  needed;  if  it  is 
wrong,  we  are  not  masking  the  diagnosis  nor 
obscuring  the  etiology.  In  our  experience, 
nearly  all  patients  will  respond  to  this  simple 
treatment.  One  word  of  caution:  patients  who 
do  not  respond  within  48  hours  are  warned  to 
return  so  that  further  studies  can  be  carried 
out. 

Which  brings  us  to  a consideration  of  the 
chronic  — over  3 days  — diarrhea.  This  is  a 
problem  of  considerable  magnitude  in  which 
one  cardinal  rule  should  prevail:  never  con- 
centrate on  the  bowel  to  the  neglect  of  the 
whole  patient  and  never  concentrate  on  the 
colon  to  the  neglect  of  the  upper  G.  I.  tract. 
This  point  is  made  because  chronic  or  recur- 
rent diarrhea  may  be  associated  with  a rather 
startling  number  of  pathologic  conditions 
which  do  not  require  antibiotics  as  part  of  the 
therapy.^-® 

To  illustrate,  in  the  large  bowel  we  may 
have  chronic  ulcerative  colitis,  diverticulitis, 


malignancy  or  hemorrhoids.  In  the  small 
bowel,  tumors,  diverticulitis,  sprue,  vitamin 
deficiencies,  ileitis,  vascular  accidents,  appen- 
dicitis or  lymphadenitis  may  all  be  associated 
with  diarrhea.  Higher  in  the  G.  I.  tract,  diar- 
rhea has  been  reported  with  esophagitis,  gas- 
tritis, gastric  ulcers  — benign  or  malignant, 
duodenal  ulcers,  pylorospasm,  duodenitis, 
duodenal  tumors,  biliary  dyskinesia,  chole- 
cystitis, hepatitis,  pancreatitis  and  hepatic 
and  pancreatic  tumors.  Surely  this  is  an  im- 
pressive list,  but  we  are  not  through  yet.  Out- 
side the  G.  I.  tract,  urinary  tract  disease, 
female  pelvic  disease  and  many  endocrine  dis- 
orders — Addison’s  disease,  diabetes,  and 
hypothyroidism  and  hyperthyroidism  among 
them  — may  be  accompanied  by  diarrhea. 
And  we  have  not  as  yet  mentioned  the  most 
prominent  of  all  causes  of  chronic  diarrhea — 
the  functional  disorder!  These  latter  in- 
clude a large  category  and  may  be  post- 
surgical,  post  antibiotic,  post  infectious,  al- 
lergic, following  prolonged  use  of  laxatives, 
or,  most  frequently,  emotional. 

It  is  clearly  beyond  the  scope  of  this  dis- 
cussion to  consider  the  diagnosis  and  treat- 
ment of  each  of  these  conditions.  The  list  is 
presented  merely  to  emphasize  the  broad 
range  of  disease  which  may  produce  chronic 
diarrhea  and  to  again  urge  caution  in  the  use 
of  antibiotics  before  a diagnosis  is  made. 

In  handling  these  cases,  a certain  definite 
procedure  should  be  followed:  A careful  his- 
tory and  physical  is  almost  mandatory  as  the 
first  step.  Then,  if  there  is  no  evidence  of 
extra  intestinal  pathology,  the  G.  I.  tract  is 
investigated.  Preferably,  a saline  cathartic  is 
given  and  the  resultant  specimens  are  exam- 
ined for  ameba  and  other  parasites.  Digital 
and  proctoscopic  examinations  are  then  car- 
ried out  and  swabs  are  taken  directly  from 
the  mucosa  and  cultured  for  pathogens  and 
examined  for  ameba.  Only  after  these  pro- 
cedures are  accomplished  is  barium  intro- 
duced into  the  bowel.  Barium  in  the  bowel 
before  cultures  are  obtained  will  make  such 
studies  almost  worthless.  Antibiotics  given 
before  will  tend  to  mask  infection  and  pos- 
sibly obscure  etiology.  Paregoric  and  Codeine 
however,  can  control  symptoms  without  in- 
terference until  the  diagnosis  is  made. 

We  have  now  arrived  at  the  point  where 
we  have  virtually  eliminated  all  the  causes  of 
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diarrhea  except  those  in  which  antibiotics  are 
indicated.  I cannot  believe  that  these  repre- 
sent a common  problem  in  South  Dakota.  Re- 
view of  statistics  released  by  the  South  Da- 
kota Department  of  Health  for  1955  and 
1956''  '-'2  show  that  for  those  two  years  there 
were  no  cases  reported  of  amebidosis,  two 
cases  of  Salmonella,  no  cases  of  Shigella,  and 
16  cases  of  typhoid.  Cholera  and  typhus 
should  not  concern  us  in  this  state.  Either, 
then,  we  have  few  of  these  cases,  or  we  are 
missing  the  diagnosis,  or  we  are  failing  to 
report  them.  There  is,  obviously,  a possibility 
that  all  three  factors  are  in  operation.  Never- 
theless, the  pathologists  in  Rapid  City  assure 
me  that,  although  many  fresh  stool  specimens 
are  examined  by  capable  technicians  in  our 
hospitals  annually,  these  organisms  are  rar- 
ely, if  ever,  found.  This  does  not  excuse  us 
from  being  alert  to  the  possibility  of  the  di- 
sease. In  general,  these  patients  are  much 
more  toxic  than  the  simple  gastroenteritis 
patient,  tend  to  be  more  febrile,  have  leu- 
kocytosis, blood  and  mucous  in  the  stool,  and 
do  not  respond  to  simple  measures.  The  re- 
sponsible organisms  can,  or  should  be,  isolated 
from  the  stool,  from  blood  or  urine  cultures, 
suspected  food,  etc.'' 3-'' 5 

In  treatment,  new  antibiotics  continually 
change  the  picture  but  at  the  present  time  it 
would  seem  that  Chloromycetin®  remains  the 
drug  of  choice  in  typhoid  fever  and  Salmo- 
nella infections,  almost  any  broad  spec- 
trum antibiotic  in  shigella  dysentery,  and 
Erythromycin®,  Aureomycin®  or  Carbar- 
sone®  for  luminal  ameiosis  although  Erne- 
trine®  and  Chloroquine®  are  still  preferred 
for  extra  intestinal  organisms. 

A final  word  about  antibiotic  induced  diar- 
rheas. There  is  no  question  that  this  is  a po- 
tentially serious  problem.  Colonic  complica- 
tions may  be  seen  in  from  10%  to  20%  of 
cases  treated  >with  antibiotics  and  vary  from 
single  proctitis  to  the  serious,  frequently 
fatal,  staphylococcic  enteritis. ''S-'' 9 Most  of 
these  will  respond  to  symptomatic  measures 
and  withdrawal  of  antibiotics.  Early  recog- 
nition of  staphylococcal  enteritis  is  extremely 
important.  These  patients  usually  have  a his- 
tory of  previous  antibiotic  therapy,  and  begin 
with  abdominal  discomfort,  distension,  tachy- 
cardia and  vomiting  or  diarrhea.  Unless  diag- 
nosis and  treatment  are  prompt,  shock,  hemo- 
concentration  and  oliguria  develop.  These 


cases  will  respond  to  antibiotics,  but  only  to 
the  more  recent  ones,  since  these  organisms 
are  usually  resistant  to  the  commonly  em- 
ployed. antibiotics. 20-21 

For  us,  the  lesson  to  be  learned  here  is, 
again,  that  antibiotics  should  be  employed 
only  when  specific  indications  exist.  Perhaps, 
also,  we  should  all  reserve  certain  of  the 
newer  antibiotics  for  specific  use  in  resistant 
staph  infections,  not  only  in  the  bowel  but 
elsewhere. 

CONCLUSIONS 

1.  Acute  diarrhea  will  usually  respond  to 
symptomatic  measures  with  out  the  use  of 
antibiotics. 

2.  Any  chronic  diarrhea  requires  careful 
study  of  the  entire  patient,  and  diagnosis 
should  be  made  before  treatment  is  begun. 

3.  The  acute  bacterial  dysenteries  do  not  seem 
to  be  a critical  problem  in  South  Dakota, 
but  the  clinician  should  always  be  alert  for 
their  presence. 

4.  Potential  toxicity  of  antibiotics  implies 
that  their  use  be  limited  to  those  cases  with 
specific  indications,  and  that  certain  ones 
be  reserved  for  use  only  in  disease  pro- 
duced by  resistant  staphylococci. 
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Diseases  of  the  biliary  system  and  the  treat- 
ment thereof  present  one  of  the  most  interest- 
ing chapters  in  the  history  of  medicine.  To 
review  this  history  in  detail,  or  to  give  ade- 
quate credit  to  those  who  contributed  to  our 
knowledge  of  the  biliary  system,  is  entirely 
beyond  the  scope  of  this  paper.  In  the  begin- 
ning interest  was  first  centered  around  stones 
in  the  biliary  system  and  the  pathologic  con- 
dictions  associated  with  them.  The  first  des- 
cription of  stones  in  the  biliary  system  dates 
back  to  the  year  1348.  It  was  some  400  years 
later,  in  1743,  that  the  first  operations  were 
deliberately  planned  for  the  removal  of  gall- 
stones. The  first  successful  cholecystectomy 
was  not  performed  until  150  years  later,  in 
1882.  The  first  cholecystectomy  in  the  United 
States  was  not  successfully  performed  until 
1887.  Operations  upon  the  biliary  tract  are 
now  among  the  most  common  and  most  suc- 
cessful of  all  surgical  procedures.  During 
the  infancy  of  the  treatment  of  diseases  of 
the  biliary  tract  interest  was  focused  pri- 
marily upon  the  obvious  feature;  namely, 
gallstones.  The  early  operations  were  de- 
signed to  rid  the  patient  of  biliary  calculi  but 
to  conserve  the  gallbladder.  It  soon  became 
obvious,  however,  that  once  a gallbladder  is 
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diseased  enough  to  produce  stones  it  will 
continue  to  do  so  even  after  the  original 
stones  have  been  removed.  It  was  the  realiza- 
tion of  this  fact  that  first  prompted  the  re- 
moval of  the  gallbladder  with  the  stones.  It 
had  become  apparent  that  once  infection  had 
invaded  the  wall  of  the  gallbladder  it  was 
then  a permanently  crippled  and  useless 
organ.  Attention  then  was  diverted  from  the 
primary  importance  of  gallstones  to  that  of 
cholecystic  disease.  In  other  words,  the  gall- 
bladder now  is  not  removed  so  much  for  its 
contained  stones  as  for  the  cholecystic  disease. 
Since  the  turn  of  the  century  attention  has 
been  directed  chiefly  to  the  early  recognition 
of  the  significance  of  infection  in  the  wall  of 
the  gallbladder,  the  gradual  substitution  of 
cholecystectomy  for  cholecystostomy  and  the 
perfection  of  the  technique  of  these  opera- 
tions. 

This  paper,  as  it  is  entitled,  is  concerned 
primarily  with  the  medical  management  of 
patients  who  have  had  cholecystectomy. 
Much  attention  has  been  given  lately,  espec- 
ially in  the  continental  literature,  to  the  pres- 
ence of  symptoms  after  removal  of  the  gall- 
bladder. They  include  a variety  of  rather 
vague  symptoms  such  as  flatulent  distention, 
distaste  for  fatty  foods,  nausea,  poor  appetite, 
belching,  and  upper  abdominal  pain.  So  that 
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we  may  better  treat  the  symptomatic  post- 
cholecystectomy patient  I will  first  present 
for  your  consideration  some  of  the  causes  of 
persistent  symptoms  following  gallbladder 
surgery. 

1.  Biliary  disease  of  long-standing  prior  to 
surgery.  Some  physicians  and  surgeons  still 
believe  that  when  gallstones  are  not  pro- 
ducing symptoms  there  is  no  particular  need 
or  urgency  in  having  the  gallbladder  re- 
moved. This  viewpoint  is  difficult  to  under- 
stand. It  is  pretty  well  established  that  when- 
ever gallstones  are  present  in  the  gallbladder 
there  is  also  cholecystic  disease,  consisting  of 
chronic  cholecystitis,  which  in  many  instances 
is  the  basis  for  ascending  infection  within  the 
intra-herpatic  bile  radicles  and  in  the  pan- 
creas. Whenever  this  condition  persists  for  a 
long  period  of  time,  before  the  source  of  in- 
fection is  removed,  namely  the  gallbladder, 
the  patient  is  very  likely  to  have  troublesome 
symptoms  after  cholecystectomy,  due  to  dam- 
age, which  has  been  done  to  the  liver  or  pan- 
creas, or  both.  Patients  with  gallstones,  and 
who  have  had  no  symptoms,  rarely  have 
symptoms  following  removal  of  the  gallblad- 
der if  the  surgery  is  adequate. 

2.  Incomplete  surgery  at  tome  of  chole- 
cystectomy. (a)  Residual  cystic  duct.  This  is 
the  result  of  not  removing  the  cystic  duct 
flush  with  the  common  duct.  Many  times  a 
cystic  duct  will  appear  to  be  entering  the 
common  duct  when  actually  it  will  parallel 
the  common  duct  distally  for  a ways  and 
then  enter  the  common  duct  at  a lower  level. 
Often  this  stump  will  dilate  and  resemble  a 
miniature  gallbladder.  Sometimes  stones  will 
be  found  in  the  remaining  cystic  duct.  Symp- 
toms vary  from  the  same  digestive  distur- 
bances prior  to  operation  to  the  colic,  jaun- 
dice, and  typical  Charcot  fever.  The  symp- 
toms may  occur  from  one  month  to  many 
years  following  the  operation,  (b)  Inadequate 
exploration  of  the  common  duct.  Stones  in 
the  common  duct,  sometimes  recurrent  and 
more  commonly  over-looked  at  the  previous 
operation,  are  frequent  cause  of  persisting 
symptoms  following  biliary  surgery.  The 
common  duct  may  not  have  been  explored  or 
it  may  have  been  explored  and  the  stones 
missed.  This  is  always  possible  because  with 
a large  dilated  duct,  no  matter  how  much  one 
palpates,  probes,  or  flushes  out  the  duct,  the 
stones  may  be  elusive  and  not  found  or  they 


may  be  high  up  in  the  hepatic  ducts  and  drop 
down  later.  The  prevention  of  symptoms  due 
to  the  over-looked  stones  consist  in  exploring 
the  common  duct  at  the  time  of  cholecystec- 
tomy, particularly  if  the  patient  has  had  a 
long  history  of  frequent  repeated  colics  and 
jaundice.  If  at  operation  one  finds  many  small 
stones  in  the  gallbladder  the  common  duct 
should  also  be  explored.  The  indications  for 
exploring  the  common  duct  include  history  of 
jaundice,  small  stones  in  the  gallbladder, 
palpable  stones  in  the  common  duct,  and  a 
dilated,  thick-walled  common  duct.  Post- 
operative choledochograms  through  the  T- 
tube  should  alway  be  done  before  the  T-tube 
is  removed.  If  any  shadows  are  seen  in  the 
common  duct  the  choledochogram  should  be 
repeated  a week  later.  If  these  shadows  are 
persistent  on  the  second  choledochogram  then 
ether  should  be  injected  into  the  T-tube.  I 
have  had  occasion  to  do  this  procedure  twice 
within  the  past  year  and  the  shadows  were 
then  absent  on  the  third  choledochogram. 

3.  Traumatic  survey  at  cholecystectomy,  (a) 
Injury  to  hepatic  artery  or  portal  vein.  Liga- 
tion or  occlusion  of  the  hepatic  artery  or  por- 
tal vein  is  attended  by  a hepatic  syndrome 
consisting  of  a rise  in  temperature  and  pulse, 
decrease  in  urinary  output,  and  steady  rise 
of  blood  urea.  Death  may  ensue  within  72 
hours,  although  some  patients  have  been  said 
to  live  as  long  as  10  days.  Often  death  has 
been  attributed  to  hepatic  insufficiency  or  the 
so-called' hepatorenal  syndrome  (b)  Injury  to 
common  duct.  Usually  the  duct  is  injured 
accidentally  because  of  inadequate  exposure, 
tenting  of  the  duct,  bleeding,  and  anomalies. 
Meticulous  dissection  with  actual  demonstra- 
tion of  the  ducts  and  vessels,  accurate  hemo- 
stasis, and  careful  application  of  ligatures 
under  direct  vision  is  mandatory  to  prevent 
injury.  A stricture  of  the  common  duct  re- 
sulting from  injury  at  the  time  of  operation  is 
a common  cause  of  post-operative  symptoms. 

4.  Neuroma  formation.  The  gallbladder  and 
the  biliary  tree  are  abundantly  supplied  with 
nerves.  It  seems  logical  to  anticipate  that 
considering  the  large  number  of  operations 
done,  abnormalities  in  function  and  regenera- 
tion of  these  nerves  may  occur.  Injury  of  the 
nerves  immediately  adjacent  to  the  cystic 
duct  may  result  in  the  formation  of  an  ampu- 
tation neuroma.  The  surrounding  inflamma- 
tory process  may  so  alter  the  threshhold  of 


— 5 — 


SOUTH  DAKOTA 


stimulation  that  symptoms  are  produced.  The 
disease  is  characterized  by  episodes  re- 
sembling biliary  colic,  usually  associated  with 
nausea  and  vomiting. 

5.  Adhesions  of  duodenum  to  Liver  and 
gallbladder  bed.  Adhesions  of  the  duodenum 
to  the  liver  and  gallbladder  bed  may  cause 
persistence  of  symptoms  after  cholecystec- 
tomy. The  symptoms  usually  consist  of  a dull, 
dragging  pain  in  the  epigastrium  and  right 
upper  quadrant  with  dyspepsia  similar  to  that 
prior  to  operation.  The  symptoms  may  even 
simulate  peptic  ulcer.  However,  colic,  jaun- 
dice, chills,  and  fever  almost  never  occur.  X- 
ray  will  show  the  distortion  of  the  duodenum 
and  stomach.  After  the  gallbladder  is  removed 
the  bed  should  be  peritonealized.  At  second- 
ary operation  lysis  of  adhesions  covering  the 
raw  surface  and  restoration  of  the  stomach 
and  the  duodenum  to  a normal  position  will 
relieve  the  symptoms  as  a rule. 

6.  Spasm  or  stricture  of  sphincter  of  Oddi. 
There  is  a small  group  of  patients  who  pre- 
sent post-cholecystectomy  colics  in  which 
none  of  the  usual  conditions,  such  as  stone  in 
the  duct,  stricture,  pancreatitis,  cholangitis  or 
residual  cystic  duct,  can  be  held  as  the  cause 
of  the  patient’s  pain.  The  etiological  factor  in 
this  group  is  a spasm  of  the  lower  end  of  the 
common  duct  in  the  vicinity  of  the  sphincter 
of  Oddi.  To  cases  presenting  this  syndrome. 
Ivy  and  others,  have  given  the  name  “Biliary 
Dyskinesia.”  These  cases  present  a difficult 
problem.  The  colic  may  be  as  severe  as  that 
associated  with  stone  but  is  not  accompanied 
by  chills,  fever  or  jaundice.  Differential  diag- 
nosis of  these  lesions  can  be  made  only  by 
surgical  exploration  of  the  common  and 
hepatic  ducts,  assisted  by  roentgenologic  post- 
operative visualization  of  the  ducts  and  their 
ability  to  empty  properly  after  injection  into 
them  through  T-tubes  of  such  substances  as 
lipoidal,  brominal  or  hippuran  which  are 
opaque  to  roentgen  rays.  It  has  been  shown, 
experimentally,  by  injecting  an  opaque  sub- 
stance through  the  T-tube  in  doing  a cholan- 
giogram,  that  attacks  of  spontaneous  biliary 
colic  were  accompanied  by  elevation  of  bil- 
iary pressure  from  a normal  of  15  millimeters 
of  water  to  100  or  120  millimeters  of  water. 
With  the  increase  of  biliary  pressure  marked 
filling  of  the  intra-hepatic  biliary  ducts  and 
spasm  of  the  sphincter  of  Oddi  were  demon- 
strated and  when  Amyl  Nitrite  or  Nitro- 


glycerine were  administered  the  spasm  of  the 
lower  end  of  the  common  duct  was  relieved, 
the  opaque  substance  was  seen  to  leave  the 
duct,  and  biliary  pressure  decreased  and  pain 
was  relieved.  Whenever  a patient  is  operated 
because  of  painful  biliary  colic  and  no  stones 
are  found,  the  possibility  of  spasm  or  stricture 
of  the  sphincter  of  Oddi  must  be  considered. 
In  this  type  of  case,  dilatation  of  the  sphincter 
of  Oddi  or  sphincterotomy  followed  by  T-tube 
drainage,  will  usually  give  good  results. 

It  has  been  my  fortune  to  re-operate  a con- 
siderable number  of  patients  who  have  had 
primary  biliary  surgery  elsewhere.  These 
were  patients  who  had  not  responded  to  med- 
ical management  of  the  post-cholecystectomy 
symptoms.  In  the  order  of  frequency  the  ab- 
normal findings  in  my  experience  have  been 
residual  cystic  duct,  stricture  of  the  common 
duct  due  to  injury,  neuroma  formation,  ad- 
hesions of  duodenum  to  the  liver  and  gall- 
bladder bed,  and  spasm  or  stricture  of  the 
sphincter  of  Oddi. 

I have  recently  reviewed  the  clinical  rec- 
ords of  200  patients  upon  whom  I performed 
cholecystectomy  prior  to  1954.  In  one  hundred 
and  ninety-seven  patients,  or  98.5  percent, 
stones  were  found  in  the  gallbladder.  One 
hundred  and  eight,  or  54  percent,  had  the 
common  duct  explored  at  the  time  of  primary 
surgery.  In  thirty-seven  patients,  or  34  per- 
cent of  the  patients  who  had  common  duct  ex- 
plored, stones  were  found  in  the  common 
duct.  One  hundred  and  ninety-two,  or  96  per- 
cent, are  receiving  no  treatment  at  present. 
Two  patients  were  re-operated,  or  one  per- 
cent. In  one  patient  adhesions  were  found 
deforming  the  duodenum  which  were  sympto- 
matic two  years  following  the  primary  sur- 
gery. In  the  second  patient  the  T-tube  was 
withdrawn  by  the  patient  on  the  fourth  post- 
operative day  and  surgery  was  performed  to 
re-insert  the  T-tube.  Eight  patients,  or  4 per- 
cent, are  receiving  some  form  of  medical 
management. 

The  medical  treatment  of  post-cholecystec- 
tomy syndromes  should  first  start  with  pre- 
vention. As  previously  stated,  patients  who 
most  often  have  symptoms  following  chole- 
cystectomy are  those  patients  who  have  had 
cholecystic  disease  for  a long  time  prior  to  the 
surgery.  Therefore,  whenever  a patient  is 
(Continued  on  Page  12) 
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In  all  areas  of  clinical  medicine  a systematic 
analysis  is  necessary  for  accurate  diagnosis. 
Ordered  thinking  i§  particularly  required 
when  dealing  with  neurological  problems  in 
order  not  to  overlook  an  obvious  diagnosis  as 
well  as  properly  to  evaluate  a difficult  and 
complicated  case.  The  nervous  system,  be- 
cause of  the  nature  of  its  anatomical  arrange- 
ments and  various  functions  which  are  often 
centered  in  different  areas,  promptly  ex- 
presses itself  in  overt  signs  and  symptoms 
both  whenever  and  wherever  involved. 

Oftimes  the  history  alone  gives  sufficient 
information  to  determine  the  type  and  site  of 
disease;  however,  for  really  accurate  local- 
ization, a careful  though  not  necessarily  de- 
tailed or  time-consuming  neurological  exam- 
ination is  essential.  Knowledge  of  the  loca- 
tion and  extent  of  the  pathological  process  is 
an  important  prerequisite  to  the  determina- 
tion of  the  pathology,  treatment,  and  prog- 
nosis. It  is  obviously  of  importance  to  distin- 
guish between  the  diplopia  and  visual  field 
defect  resulting  from  an  internal  carotid 
aneurysm  and  the  diplopia  and  long  tract 
signs  that  may  be  due  to  a brain  stem  glioma. 

To  aid  in  the  methodical  appraisal  of  the 
signs  and  symptoms  that  a patient  with  a neu- 

From  the  Division  of  Neurology,  University  of 
Minnesota  Hospitals.  Read  at  the  Annual  Meeting 
of  the  South  Dakota  Society  of  Internal  Medicine 
at  Rapid  City,  August  30,  1958. 


rological  disease  may  present,  one  may  enum- 
erate the  various  intracranial  systems  which 
can  be  easily  tested. 

1.  Spastic  weakness 

2.  Visual  field  disturbance 

3.  Cranial  nerve  involvement 

4.  Increased  intracranial  pressure 

5.  Incoordination 

6.  Sensory  disturbance 

Of  all  the  portions  of  the  nervous  system 
which  are  subject  to  clinical  testing,  abnor- 
malities of  one  or  more  of  the  cranial  nerves 
furnish  the  most  accurate  localizing  informa- 
tion because  they  have  a constant  and  well- 
defined  location  and  come  in  contact  with 
other  structures  at  several  points  along  their 
course  so  that  a tiny  lesion  can  often  be  fixed 
in  two  or  three  dimensions.  Different  types 
of  defects  in  the  visual  fields  are  the  next 
most  reliable  localizing  aid,  although  because 
of  the  extent  of  the  optic  pathways,  one  can- 
not pinpoint  the  lesion  as  easily  as  with 
cranial  nerve  involvement.  Nonetheless,  with 
a careful  visual  field  examination  performed 
on  a cooperative  individual  by  a patient  ex- 
aminer, a fairly  specific  area  of  involvement 
can  often  be  established.  Similarly,  the  pres- 
ence of  spastic  weakness  is  a useful  localizing 
finding,  for  weakness  of  a varying  extent  and 
degree  implicate  different  areas  of  the  brain. 
Lesions  in  widely  separated  areas  of  the  other 
systems  listed  above  can  produce  identical 
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signs  and  symptoms  and  involvement  of  them 
as  an  isolated  finding  is  unreliable  in  identify- 
ing the  part  of  the  brain  involved.  One  must 
therefore  depend  on  the  combination  of  find- 
ings to  localize  accurately. 

While  knowledge  of  neuroanatomical  path- 
ways has  increased  markedly  during  recent 
years  due  to  advances  in  histological  and  neu- 
rophysiological techniques,  it  is  nonetheless 
true  that  only  a relatively  few  basic  anatom- 
ical principles  need  to  be  kept  in  mind  for 
clinical  cerebral  localization.  Only  in  the 
very  exceptional  case  is  a detailed  knowledge 
of  the  anatomical  connections  required. 

SPASTIC  WEAKNESS 

While  not  the  most  reliable  of  the  func- 
tional systems  so  far  as  localizing  value  is 
concerned,  involvement  of  the  so-called  pyra- 
midal system  is  one  of  the  most  common  and 
best  known  findings  in  neurology.  It  is  due  to 
involvement  of  the  cortico-spinal  or  cortico- 
bulbar  tract  which  begins  in  the  extensive 
motor  cortex  of  the  contralateral  cerebral 
hemisphere.  Here,  there  is  a topical  repre- 
sentation of  the  nerve  cells  whose  fibers  will 
make  connections  with  the  lower  motor  neu- 
rons which  in  turn  will  control  specific  muscle 
groups.  Thus  the  cortical  area  for  the  face  is 
located  in  the  inferior  portion  of  the  motor 
strip  and  the  lower  extremity  in  the  superior 
or  parasagittal  area  of  this  region  of  cortex, 
which  lies  just  anterior  to  the  Rolandic 
fissure.  Fibers  from  this  extensive  area 
of  cortex  converge  in  the  corona  radiata 
and  funnel  into  the  medial  portion  of  the 
internal  capsule.  In  this  structure  they  are  in 
close  proximity  to  other  components  of  the 
internal  capsule  particularly  the  sensory 
pathways  going  from  the  thalamus  to  the 
post-  central  gyrus  and  the  visual  pathways 
on  their  way  to  the  occipital  cortex.  A topical 
representation  in  the  internal  capsule  also 
exists,  but  the  fibers  are  so  close  together  that 
even  a small  lesion  involves  fibers  from  a 
large  area  of  the  cortex.  These  fibers  which 
control  fine  voluntary  movement  then  pass 
down  through  the  cerebral  peduncles  and 
brain  stem  and  cross  to  the  opposite  side  in 
the  pyramidal  decussation  of  the  medulla, 
terminating  on  anterior  horn  cells  of  the 
spinal  cord  and  brain  stem.  Motor  cells  that 
innervate  muscles  of  the  extremities,  tongue, 
and  lower  face,  are  under  primarily  con- 
tralateral control  while  the  trunk  and  upper 


face,  as  well  as  muscles  of  mastication  and 
swallowing  receive  bilateral  cortical  impulses. 

As  indicated  by  the  vertical  line  in  Figure 
1,  the  nature  and  extent  of  the  motor  sympto- 
matology in  combination  with  involvement  of 
other  systems  often  will  indicate  the  location 
of  the  lesion.  This  vertical  line  representing 
the  pyramidal  tract  in  Figure  1 should  be 
thought  of  as  a three  dimensional  structure 
so  that  disturbances  in  different  areas  can  be 
identified  as  follows: 


a.  optic  nerve -one  eye  involvement  t.  weakness  or  monoptegio 
h chiasm  -nosot  or  temporal  onopsio  2.  weakness  and  personality  change 
c incongruous  hemianopsia  3 complete  paralysis 

d herrsonopsia  and  motor  weakness  4 hemonopsio  and  motor  weakness 
e congruous  hemonopsio  S weakness  and  craruo!  nerve  changes 

CEREBRAL  LOCALIZATION 

1.  Here  on  the  lateral  surface  of  the  cortex 
in  the  region  of  the  motor  strip,  even  fairly 
extensive  lesions  will  not  involve  the  entire 
motor  cortex  and  therefore  only  a limited 
paralysis  rather  than  a hemiplegia  occurs. 

2.  If  the  lesion  producing  the  weakness  is 
larger  and  extends  anteriorly  to  involve  the 
great  association  areas  of  the  frontal  lobe, 
personality  changes  and  intellectual  de- 
terioration are  seen  in  addition  to  spastic 
weakness. 

3.  With  condensation  of  the  fibers  from  the 
motor  cortex  into  a small  portion  of  the  in- 
ternal capsule,  it  is  apparent  that  only  a tiny 
lesion  may  result  in  severe  and  complete 
paralysis  of  the  entire  contralateral  half  of 
the  body. 

4.  Lesions  in  this  area  are  in  close  prox- 
imity to  the  deep  and  medial  portions  of  the 
temporal  lobe  and  optic  pathways  and  there- 
fore produce  both  contralateral  spastic  hemi- 
paresis  and  a contralateral  homonymous  field 
defect. 

5.  The  combination  of  contralateral  pyra- 
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midal  tract  signs  and  cranial  nerve  involve- 
ment points  to  a lesion  in  the  brain  stem,  the 
exact  location  of  which  is  determined  by  the 
cranial  nerves  implicated. 

VISUAL  FIELD  DEFECTS 

It  should  be  kept  in  mind  that  the  visual 
fields  are  named  according  to  what  the  pa- 
tient sees  and  correspond  to  opposite  portions 
of  the  retina.  It  follows  then  that  objects  seen 
in  the  left  visual  field  are  recorded  in  the 
right  side  of  the  retina  of  each  eye.  The  iden- 
tical situation  holds  for  upper  and  lower 
fields  of  vision;  for  example,  objects  in  the 
upper  left  quadrant  of  the  visual  field  are 
recorded  by  cells  located  in  the  lower  right 
retina  of  each  eye.  Fibers  from  the  temporal 
portion  of  both  retinas  (which  record  objects 
in  the  nasal  visual  fields)  remain  on  the  same 
side  while  those  from  the  nasal  portions  of 
each  retina  cross  in  the  optic  chiasm.  Thus 
the  fibers  from  the  left  side  of  the  retina  of 
each  eye  which  see  objects  in  the  right  visual 
field  pass  through  the  left  optic  tract  to  the 
left  lateral  geniculate  body  where  they 
synapse.  From  the  lateral  geniculate  body, 
fibers  pass  as  the  optic  radiations  back  to  the 
cortex.  Fortunately,  there  is  a strict  order  in 
the  arrangement  of  fibers  of  the  visual  sys- 
tem. Those  impulses  which  come  from 
the  lower  portions  of  the  retina  pass  through 
the  optic  nerve,  tract,  and  then  the  post- 
geniculate  fibers  which  sweep  around  the 
temporal  horn  of  the  lateral  ventricle  before 
ending  in  the  calcarine  cortex.  On  the  other 
hand,  those  fibers  which  carry  impulses  from 
the  upper  portions  of  the  retina  do  not  extend 
into  the  temporal  lobe  at  all  but  pass  more 
directly  posteriorly  through  the  parietal  lobe 
to  their  termination  at  the  occipital  pole.  The 
importance  of  this  constant  somatotopical 
localization  within  the  visual  pathways  is  ap- 
parent, for  a temporal  lobe  lesion  results  in  an 
upper  visual  field  defect  while  a parietal  lobe 
lesion  produces  a lower  field  abnormality. 

The  term  “homonymous  visual  field”  re- 
fers to  that  visual  field  which  is  seen  by  the 
same  side  of  the  retina  of  each  eye;  thus,  a 
right  homonymous  field  defect  is  that  due  to 
interruption  of  the  fibers  from  both  the  nasal 
field  of  the  right  eye  and  the  temporal  field 
of  the  left  eye  and  indicates  a lesion  posterior 
to  the  optic  chiasm.  If  the  homonymous  de- 
fect is  complete,  the  abnormality  can  be  lo- 
cated anywhere  from  the  chiasm  to  the  occi- 


pital cortex.  If,  however,  there  is  only  a 
partial  homonymous  defect,  a careful  field  ex- 
amination may  allow  for  a more  accurate 
localization  by  determining  the  degree  to 
which  the  field  deficits  are  identical  in  each 
eye.  The  value  of  this  refinement  lies  in  the 
fact  that  the  fibers  from  homologous  areas 
of  the  retina  come  progressively  closer  to- 
gether as  they  pass  backwards  after  leaving 
the  chiasm.  Particularly  in  the  optic  tract,  a 
small  lesion  may  spare  a portion  of  the  path- 
way so  that  the  visual  field  defect  is  not 
identical  and  is  spoken  of  as  being  “incon- 
gruous.” In  the  occipital  lobe,  however,  the 
fibers  from  homologous  areas  of  the  retina  of 
both  eyes  are  adjacent  and  terminate  on  cells 
that  are  very  close  together,  so  that  a lesion 
in  the  occipital  lobe  produces  field  defects 
that  are  congruous  or  identical  in  both  eyes. 

Referring  again  to  Figure  1,  the  horizontal 
line  is  drawn  to  represent  the  visual  pathway 
with  lesions  along  it  at  the  indicated  locations 
producing  characteristic  and  highly  localizing 
symptomatology  as  follows: 

a.  Involvement  of  the  optic  nerve  gives  a 
visual  field  deficit  in  either  or  both  fields  of 
vision  of  one  eye  only.  Visual  field  examina- 
tion of  the  opposite  eye  is  entirely  normal. 

b.  A variety  of  field  defects  are  seen  with 
lesions  in  and  around  the  optic  chiasm  de- 
pending on  their  location  and  extent.  Bitem- 
poral defects  are  the  most  common  type  seen 
with  pituitary  tumors. 

c.  Damage  to  the  optic  tract  results  in  a 
homonymous  field  cut  on  the  opposite  side 
and  if  incomplete  is  also  incongruous. 

d.  Involvement  in  the  region  of  the  internal 
capsule  results  in  a homonymous  hemianopsia 
which,  because  of  the  proximity  of  the  long 
motor  and  sensory  pathways,  may  be  asso- 
ciated with  a hemiparesis  and  hemihypes- 
thesia. 

e.  Occipital  lobe  damage  also  produces  a 
homonymous  field  abnormality  on  the  op- 
posite side,  but  here  the  defect  is  completely 
congruous. 

f.  As  mentioned  above  parietal  lobe  lesions 
result  in  a contralateral  homonymous  lower 
quadrantic  defect,  while  temporal  lobe  in- 
volvement produces  an  upper  field  deficit. 

CRANIAL  NERVE  INVOLVEMENT 

The  origin  and  course  of  the  various  cranial 
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nerves  and  their  relationships  to  each  other 
and  neighboring  structures  can  be  easily  re- 
viewed by  reference  to  standard  neuroana- 
tomical  or  neurologic  texts.  Cranial  nerve 
function  can  be  easily  and  rapidly  tested  in 
only  a few  minutes.  If  abnormalities  are 
found  which  indicate  involvement  of  one  or 
more  of  the  cranial  nerves,  this  observation 
should  be  given  much  weight  in  determining 
the  location  of  the  disease  process,  for  such 
signs  are  exquisite  in  their  localizing  value. 
The  more  common  locations  for  abnormalities 
are  diagramed  along  the  lower  line  of  Figure 
2. 

1.  Anosmia  and  mental  or  motor  pheno- 
mena indicate  involvement  of  the  inferior 
portion  of  the  frontal  lobes  interfering  with 
function  of  the  olfactory  nerve  and  the  motor 
and  association  areas  that  are  located  an- 
teriorly. 

2.  Ocular  palsy  without  other  abnormalities 
in  the  nervous  system  indicates  a lesion  ad- 
jacent to  or  involving  the  cavernous  sinus  or 
the  sphenoid  ridge  which  make  up  the  medial 
and  anterior  portion  of  the  middle  cranial 
fossa.  If  facial  pain  and  ocular  palsies  are 
seen  in  combination,  the  pathological  process 
is  confined  to  the  middle  cranial  fossa  in  the 
region  of  the  Vth  nerve  ganglion. 

3.  Vertigo,  hearing  loss,  facial  weakness, 
and  facial  hypesthesia  usually  associated  with 
a decreased  corneal  reflex  and  ataxia,  or  any 
combination  of  these  abnormalities  indicate  a 
lesion  in  the  cerebello-pontine  angle.  The 
facial  hypesthesia  and  decreased  corneal  re- 
flex seen  in  lesions  in  this  area  is  due  to  inter- 
ruption of  the  descending  tract  of  the  Vth 
cranial  nerve  which  extends  from  the  en- 
trance of  the  Vth  nerve  at  the  level  of  the 
midpons  down  through  the  medulla. 

4.  Dysphagia,  dysphonia,  tongue  weakness 
and  ataxia  are  seen  with  involvement  of  the 
medulla. 

INCREASED  INTRACRANIAL  PRESSURE 

Regardless  of  the  cause  of  the  elevation  of 
intracranial  pressure,  there  may  occur  head- 
ache, nausea  and  papilledema.  Disturbances 
in  the  free  flow  of  spinal  fluid  in  a number  of 
areas  may  produce  these  signs  and  symptoms 
and  it  is  therefore  of  limited  localizing  value. 
Some  of  the  more  specific  of  these  areas  are 
indicated  on  the  upper  line  of  Figure  2. 

a.  If  absolutely  no  other  evidence  of  in- 
volvement elsewhere  in  the  nervous  system 


1,  Anosmifij  Mental  Changes  a.  Increosed  Pressure  Only 

Z.  Oculor  Polsies  b.  Increased  Pfessurejlmpaired 

3.  VertigOj  Hearing  Loss jfacial  Upward  GazeiOcuforPolsies 

Weakness.  g.  Increosed  Pressure, Incoordination. 

4.  DysphogiOiDysphonia^Tongue 
Weakness. 

is  present,  an  obstructive  lesion  within  the 
third  ventricle  should  be  suspected.  There 
are,  however,  relatively  silent  areas  elsewhere 
in  the  brain,  particularly  in  the  frontal  and 
temporal  poles  which  may  also  harbor  a mass 
lesion  resulting  in  elevated  pressure. 

b.  If  the  increased  pressure  is  associated 
with  ocular  palsy  and  decreased  auditory 
acuity  a midline  lesion  compressing  the  su- 
perior surface  of  the  midbrain  should  be  sus- 
pected. 

c.  When  the  patient  presents  with  inco- 
ordination as  well  as  increased  pressure,  ob- 
struction in  the  posterior  fossa  is  usually  the 
cause. 

d.  If  there  are  other  focal  symptoms  such 
as  areas  of  hypesthesia,  spastic  weakness, 
visual  field  deficits,  focal  seizures,  etc.  the 
elevated  pressure  is  probably  due  to  a local- 
ized mass  lesion  and  an  adjacent  area  of 
edema  within  the  cerebral  hemispheres. 

INCOORDINATION 

Difficulty  with  coordination  is  also  a rela- 
tively unreliable  finding  for  it  may  be  due  to 
involvement  of  various  structures  in  widely 
separated  portions  of  the  brain  and  cord.  One 
hesitates  therefore  to  stress  this  finding  alone 
as  a localizing  aid,  though  when  seen  in  con- 
junction with  other  signs  or  symptoms,  it  is 
a useful  finding  as  noted  below: 

1.  A kind  of  incoordination,  particularly  in- 
volving the  lower  limbs  and  associated  with 
personality  changes  and  motor  weakness  is 
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occasionally  seen  in  lesions  involving  the  op- 
posite frontal  lobe.  This  type  of  incoordina- 
tion is  believed  to  be  due  to  a dissolution  of 
the  conceptual  patterns  for  the  sequences 
involved  in  movements  or  simply  to  inter- 
ruption of  the  cortical-cerebellar-cortical  cir- 
cuits. 

2.  When  the  loss  of  coordination  is  asso- 
ciated with  tinnitus  and  deafness,  and  some- 
times with  facial  weakness,  facial  hypes- 
thesia,  and  loss  of  the  corneal  reflex,  it  is  al- 
ways due  to  a lesion  in  the  cerebello-pontine 
angle. 

3.  If  incoordination  occurs  with  nystag- 
mus and  a kinetic  tremor  but  without  other 
abnormalities  the  cerebellum  itself  is  usually 
involved. 

4.  To  be  distinguished  from  the  above- 
described  types  of  incoordination,  is  that  due 
to  involvement  of  the  posterior  columns  of 
the  spinal  cord  which  is  associated  with  de- 
creased positional  and  vibrational  sense  and 
is  exaggerated  on  closing  the  eyes. 

SENSORY  DISTURBANCES 

In  general,  sensory  abnormalities  in  them- 
selves are  rarely  sufficiently  reliable  to  give 
accurate  localization. 

The  somatic  sensory  pathways  begin  in  the 
peripheral  end  organs  in  the  skin,  muscles, 
tendons,  etc.  arid  pass  by  way  of  the  peri- 
pheral nerves  and  posterior  roots  into  the 
spinal  cord  where  some  of  them  synapse.  All 
fibers  conveying  sensation  then  ascend  and 
cross  to  the  other  side  either  in  the  spinal  cord 
or  medulla  and  continue  their  ascent  through 
the  brain  stem  to  synapse  in  the  thalamus  of 
the  opposite  side.  From  here,  fibers  enter  the 
internal  capsule  and  pass  through  the  cere- 
bral white  matter  to  the  postcentral  gyrus 
where  there  is  a somatotopical  localization 
similar  to  that  described  in  the  precentral 
motor  cortex. 

In  most  instances  there  are  additional  find- 
ings of  more  > importance  but  the  following 
sensory  changes  are  at  least  of  corrobative 
value: 

1.  Loss  of  sensation  in  one  limb,  particu- 
larly loss  of  ability  to  discriminate  and  syn- 
thesize various  sensations  indicates  a lesion 
in  the  parietal  cortex. 

2.  A hemihypesthesia  signifies  a lesion  in 
the  internal  capsule  and  is  usually  associated 
with  a homonymous  hemianopsia  and  often 
a hemiparesis  due  to  involvement  of  the  ad- 


jacent optic  radiations  and  corticospinal 
tracts. 

3.  A hemihypesthesia  and  hypalgesia  with 
little  or  no  involvement  of  the  other  long 
pathways  suggests  involvement  of  the  thala- 
mic relay  station.  This  type  of  lesion  is  often 
followed  by  the  thalamic  pain  syndrome  with 
intractable  paresthesias  and  hyperesthesias 
on  the  involved  side. 

4.  A segmental  sensory  deficit  indicates  a 
lesion  within  the  spinal  cord  while  a glove- 
stocking loss  suggests  peripheral  nerve  in- 
volvement. 

FALSE  LOCALIZING  SIGNS 

Whenever  there  is  elevated  intracranial 
pressure,  the  brain  tends  to  adapt  by  a shift 
in  position.  This  adaption  is  severly  limited 
by  the  closed  intracranial  cavity,  and  by  the 
semi-rigid  falx  between  the  cerebral  hemis- 
pheres as  well  as  the  tentorium  which  over- 
lies  the  cerebellum  and  surrounds  the  brain 
stem.  When  supratentorial  pressure  becomes 
sufficiently  marked,  there  is  a downward  dis- 
placement of  the  entire  brain  stem  which  may 
result  in  stretching  the  long  Vlth  cranial 
nerve  producing  a lateral  rectus  weakness. 
In  addition  the  medial  portion  of  the  temporal 
lobe  may  herniate  through  the  tentorial  open- 
ing which  normally  has  only  sufficient  room 
to  accommodate  the  brain  stem.  This  tem- 
poral lobe  herniation  results  in  compression 
of  adjacent  tissues,  particularly  the  Illrd 
nerve  and  the  nearby  cerebral  peduncles.  It 
is  thus  apparent  that  with  elevated  supraten- 
torial pressure,  ocular  palsies  and  pyramidal 
tract  signs  may  not  correctly  indicate  the  site 
of  the  primary  pathology.  These  so-called 
false  localizing  signs  are,  however,  accurate 
in  that  they  indicate  the  location  of  a process 
of  great  importance  which  may  rapidly  lead 
to  the  patient’s  death  by  virtue  of  arterial 
and  venous  obstruction  and  consequent  brain 
stem  hemorrhages.  In  subtentorial  ^or  pos- 
terior fossa  lesions,  the  elevated  pressure 
most  commonly  results  in  displacement  of  the 
brain  stem  and  cerebellar  tonsils  down 
through  the  foramen  magnum  so  that  the 
medulla  is  compressed  by  cerebellar  tissue 
resulting  in  ischemia  of  the  vital  medullary 
centers.  Here  again,  the  lower  medullary 
cranial  nerve  signs  may  give  false  evidence 
as  to  the  location  of  the  primary  disease. 

These  are  the  basic  criteria  that  are  of  use 
in  determining  the  location  of  cerebral  le- 


— 11  — 


SOUTH  DAKOTA 


sions.  There  are,  in  addition,  a few  obscure 
signs  and  combinations  of  signs  which  point 
to  particular  areas,  but  these  are  of  significant 
value  only  in  extremely  unusual  cases.  Util- 
izing the  principles  which  have  been  dis- 
cussed one  can  make  an  accurate  localization 
in  nearly  all  individuals  with  intracranial 
disease.  Exhaustive  knowledge  of  neuro- 
anatomy is  obviously  not  required. 
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seen  who  has  cholelithiasis  and  who  is  not  an 
extremely  poor  surgical  risk  that  patient 
should  be  advised  to  have  the  gallbladder  re- 
moved as  soon  as  practicable.  After  the  gall- 
bladder has  been  removed,  and  symptoms  re- 
cur or  persist,  medical  treatment  is  successful 
in  many  instances.  The  medical  treatment 
includes  diet  and  the  administration  of  a 
cholagogue  and  antispasmotic  drug  therapy. 
All  irritants  known  to  cause  spasm,  such  as 
fatty  foods,  ice  drinks,  foods  that  increase  gas- 
tric activity  like  coffee  or  alcoholic  beverages, 
should  be  strictly  avoided.  Since  Hydro- 
chloric Acid  has  a decided  stimulating  effect 
on  sphincter  contraction  antacid  therapy  is 
one  of  the  chief  aims  of  any  dietetic  regime. 
All  spicy  foods  must  be  avoided.  The  use  of 
salt  should  be  restricted  and  in  addition  alkali 
should  be  administered  regularly  after  meals. 


The  cholagogue  which  has  been  most  success- 
ful in  my  hands  has  been  Doxychol  K of 
which  I prescribe  one  tablet  after  each  meal. 
Sometimes  this  medication  will  cause  diar- 
rhea and  if  so  I instruct  the  patient  to  reduce 
the  dosage.  For  an  antispasmotic  I most  often 
use  Phenobarbital,  grains  one-half,  before 
each  meal.  Morphine  should  not  be  used  be- 
cause it  has  been  shown  that  it  produces  some 
constriction  of  the  biliary  tree.  If  sedation  is 
necessary  I usually  use  Demerol  combined 
with  Atropine.  If  medical  treatment  fails,  and 
especially  if  secondary  complications  develop 
such  as  fever,  severe  pain,  jaundice,  and  so 
forth,  then  surgical  treatment  should  not  be 
delayed.  Re-operations  upon  the  biliary  tree 
are  considered  by  many  to  be  among  the  most 
difficult  operations  to  do  and  can  many  times 
tax  the  abilities  of  the  most  capable  and  best 
qualified  surgeons. 


WILLIAM  H.  EDYVEAN.  M.D. 

1907—1958 

The  death  of  Dr.  William  H.  Edyvean, 
Deadwood  physician  and  surgeon,  came  un- 
expectedly about  9 p.m.  November  13th.  He 
was  stricken  with  a heart  attack,  at  his  home, 
and  succumbed  as  he  was  being  entered  at 
St.  Joseph’s  Hospital.  He  had  suffered  an 
earlier  attack  in  July  and  had  been  ill  for 
some  weeks. 

Dr.  Edyvean  came  to  Deadwood  about  two 
years  ago  to  establish  his  medical  practice. 

He  was  born  Oct.  11,  1907  at  Mount  Pleas- 
ant, Michigan.  He  attended  grade  school  and 
graduated  from  high  school  in  Michigan.  He 
also  attended  the  University  of  Michigan  at 
Ann  Arbor. 

He  went  to  Austria  in  1951  and  attended  the 
University  of  Austria  at  Innsbruck  for  one 
year.  In  1952,  he  entered  the  University  of 
Switzerland  at  Lausanne,  and  was  graduated 
from  medical  school  in  December  1955.  Re- 
turning to  the  United  States,  he  served  his 
internship  at  Greeley,  Colo.,  and  came  to 
Deadwood  in  1956. 

He  served  four  years  as  chief  petty  officer 
in  the  U.  S.  Navy,  during  World  War  II. 

He  was  married  in  San  Diego,  Calif.,  on 
June  22,  1942  to  Gladys  Utterback.  They  have 
lived  in  Fort  Collins,  Europe  and  Deadwood. 

He  is  survived  by  his  wife,  son,  Billy,  and 
a daughter  Rosemary,  of  Deadwood. 
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THE  THIRD  PARTY  IN  MEDICAL 
PRACTICE 
John  C.  Foster* 


An  executive  secretary  of  a medical  asso- 
ciation sometimes  finds  himself  in  situations 
that  allow  him  to  visualize  socio-economic 
problems  of  the  medical  profession  in  a man- 
ner not  common  to  physicians  themselves  or 
he  may  be  in  a better  position  to  evaluate 
what  he  is  visualizing.  Because  he  has  few 
personal  emotions  involved  in  medical  prac- 
tice, he  may  be  able  to  more  objectively  view 
some  of  the  recent  trends  in  medical  eco- 
nomics and  to  sort  out  some  of  the  truths  that 
have  evolved. 

Such  is  true  as  it  pertains  to  the  “third 
party”  in  medical  practice.  Definitions  of  the 
often  ethereal  third  party  are  frequent  but 
seldom  good.  They  range  from  the  inclusion 
of  all  persons  or  agencies  interested  in  the 
practice  of  medicine  other  than  the  doctor 
and  his  patient,  down  to  a definition  that  in- 
cludes only  “undesirable”  interference  in 
medical  practice. 

The  writer  leans  toward  the  more  all- 
inclusive  type  of  definition  at  least  for  the 
purpose  of  discussion  of  trends. 

Basically,  the  trend  of  the  third  party  in 
medicine  appears  to  gravitate  along  several 
paths,  ie:  government,  voluntary  prepayment 
plans  including  both  commercial  insurance 
and  doctor-sponsored  programs,  lay  sponsored 
cooperatives  or  employee  sponsored  plans, 

* John  C.  Foster,  is  Executive  Secretary  of  the 

South  Dakota  State  Medical  Association. 


and  industrial  plans. 

This  paper  is  not  designed  to  be  a thorough 
discussion  of  the  myriad  ramifications  of  the 
third  party  in  medicine  — a most  thorough 
study  having  been  made  and  reported  by  the 
Council  on  Medical  Care  at  the  American 
Medical  Association  meeting  in  Minneapolis. 
South  Dakota’s  Dr.  H.  Russell  Brown  has  been 
the  guiding  light  in  that  study,  and  reference 
to  the  report  is  recommended.  This  paper 
will  be  a resurne  of  some  of  the  problems  and 
conditions  as  seen  from  an  “almost  outsider” 
with  some  inside  information,  or  if  not  inside 
information,  at  least  inside  observations. 

INDUSTRIAL  MEDICINE 

Starting  from  the  last-mentioned  type  of 
plan,  because  it  is  one  of  the  oldest,  it  is  felt 
necessary  to  comment  that  the  industrial 
third  party  forms  what  may  be  one  of  the 
least  desireable.  Under  most  industrial  type 
plans,  physicians  are  hired  by  lay  officials 
who  may  or  may  not  be  competent  to  judge 
the  medical  training  and  background  of  the 
physicians  they  hire.  They  are  frequently 
paid  salaries  that  show  no  relationship  to 
background,  training,  and  productivity  of 
practice.  Patients  are  told  by  whom  they  may 
be  treated  with  an  alternative  of  utilizing  out- 
side physicians  at  their  own  expense  which 
doubles  the  cost  of  their  medical  care. 

Workmen’s  compensation,  particularly  in 
South  Dakota,  maintains  the  same  implica- 
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tions.  Many  physicians  do  not  realize  that 
the  employer  or  his  agent  (the  insurance  com- 
pany) has  the  right  to  designate  the  physician 
to  provide  care.  Most  employers  (and  insur- 
ance companies)  do  not  avail  themselves  of 
this  prerogative,  but  it  still  remains  in  the 
law.  Workmen’s  Compensation  becomes  an 
obnoxious  third  party  in  medicine  when  the 
insurer  attempts  to  control  fees,  when  the 
services  rendered  exceed  the  sometimes  un- 
realistic limits  set  by  law,  and  when  the  In- 
dustrial Commissioner  arbitrarily  sets  a doc- 
tor’s fee  without  proper  background  for  so 
doing. 

Many  years  of  dealing  with  Workmen’s 
Compensation  problems  indicate  that  the 
third  party  control  tends  to  tighten  on  all 
concerned  for  the  abuses  of  the  few.  As  con- 
trols tighten,  abuses  (or  subterfuge)  increase 
in  order  to  compensate,  thus  leading  into  an 
unending  circle  of  control  and  attempts  to 
offset  control.  It  is  here  that  some  basic 
changes  in  the  law  should  be  made  to  pro- 
vide checks  and  balances  on  the  intervention 
of  the  third  party.  Self  discipline  in  the  med- 
ical profession,  without  recourse  to  the  law, 
can  be  maintained  to  keep  physician  abuses 
at  a minimum. 

LAY  SPONSORED  PLANS 

This  section  could  undoubtedly  have  a more 
definitive  title  but  it  may  be  best  to  leave  it 
wide  open  for  future  inclusion  of  new 
idealogies  that  will  certainly  crop  up.  For 
the  sake  of  discussion  we  will  mention  several 
of  the  possibilities  that  abound  as  third  party 
plans,  sponsored  and  operated  by  lay  persons 
or  agencies. 

One,  seen  frequently  in  the  Midwest,  is  the 
cooperative,  operated  by  farm  groups.  The 
premise  under  which  they  operate  is  that  by 
pooling  funds  they  might  normally  use  for 
voluntary  prepayment  plans,  they  can  pur- 
chase facilities  and  personnel  to  provide  for 
their  medical  needs.  This  type  of  operation 
invariably  reaches  the  point  where  lay  admin- 
istrators determine  how  much  a doctor  may 
be  paid,  what  hours  he  must  work,  and  which 
patients  he  may  treat.  The  history  of  success- 
fully operated  cooperatives  has  been  that  the 
employed  physician  sacrifices  income  to  make 
the  plan  financially  solvent,  or  benefits  are 
controlled  so  the  member  does  not  receive 
comprehensive  or  even  adequate  care.  Pos- 
sibly one  of  the  most  dangerous  aspects  of 


this  third  party  operation  are  the  limitations 
placed  on  the  physician  to  reduce  “expensive” 
types  of  care. 

Union  sponsored  health  plans  have  come  in 
for  their  share  of  discussion  (and  cussing)  in 
recent  years,  highlighted  by  arguments  pre- 
sented at  the  1958  American  Medical  Associa- 
tion business  sessions. 

Union  plans  are  usually  financed  by  an 
assessment  on  the  producer  or  the  manufac- 
turer, which  is  passed  on  to  the  ultimate 
product  consumer.  Control  is  vested  in  union 
officers  or  a hired  medical  director.  Some 
plans  have  started  with  the  stated  intention 
of  utilizing  all  physicians  and  facilities  in  the 
community.  Nearly  always  they  modify  or 
completely  leave  their  original  concept  when 
they  learn  that  the  cost  is  higher  than  their 
original  estimates.  Invariably,  they  blame 
the  doctor  for  the  higher  costs,  without  con- 
sidering that  the  beneficiaries  of  the  plan 
over  utilize  it  from  the  start  because  their 
medical  care  is  “free.” 

Many  of  the  freedoms  demanded  by  Labor 
for  itself  are  denied  participants  and  phys- 
icians in  these  union  type  plans.  The  attempts 
of  administrators  of  these  plans  to  set  stand- 
ards of  qualifications  of  physicians  based  on 
self  determined  levels  of  proficiency  alone 
indict  these  plans  as  not  being  in  the  public 
interest. 

Some  of  the  Labor  plan  administrators  have 
been  able  to  point  to  abuses  by  individual 
physicians  when  the  plan  started  with  a 
“freedom  of  choice”  feature  and  have  there- 
fore closed  their  panels  to  either  hired  phys- 
icians or  “more  cooperative”  physicians.  In 
attempting  to  control  abuses  for  which  there 
are  several  existing  mechanisms,  the  plans 
exert  controls  that  are  detrimental  to  the 
practice  of  medicine  and  the  welfare  of  the 
patient. 

VOLUNTARY  HEALTH  PLANS 

Whether  the  commercial  insurance  com- 
panies and  the  Blue  Shield  plans  like  it  or 
not,  they  must  be  considered  “third  parties” 
to  a greater  or  lesser  extent. 

Not  received  whole  heartedly  by  the  medical 
profession  at  first,  these  plans  have  become 
a way  of  life  in  the  period  following  World 
War  II. 

Original  fears  that  the  insurance  companies 
would  set  all  medical  fees  have  largely  dis- 
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appeared.  Apprehensions  for  the  same  reason 
still  exist  on  Blue  Shield  and  recent  changes 
in  some  Blue  Shield  plans  have  not  alleviated 
physician  concern. 

Actually,  the  medical  profession  has  always 
had  the  remedy  for  Blue  Shield’s  shifting 
emphasis.  If  the  profession  has  lost  control 
of  it  in  any  area,  it  has  been  the  result  of 
physician  apathy. 

Somewhat  different  is  the  problem  of  the 
commercial  company.  While  fears  of  fee  set- 
ting have  largely  vanished,  the  doctor  is  faced 
with  numerous  other  problems.  On  one  side, 
the  doctor  is  faced  with  the  problem  of  at- 
tempting to  tell  the  patient  what  type  of 
coverage  he  has  purchased.  This  is  not  done 
by  choice  but  because  the  patient  demands 
that  his  physician  be  an  insurance  expert.  Far 
too  many  of  these  policies  are  totally  inade- 
quate but  sold  on  the  premise  that  the  pur- 
chaser has  “complete”  coverage.  Witness,  for 
example,  the  policy  that  crossed  my  desk  re- 
cently. The  patient  had  been  the  subject  of 
some  rather  intricate  neurosurgery  for  which 
his  insurance  company  blandly  reimbursed 
him  in  the  amount  of  $20.00.  Unfortunately 
the  patient  frequently  becomes  angry  at  his 
doctor  rather  than  the  insurer.  He  feels  that 
the  company  should  know  the  right  fee  for  a 
service  better  than  any  one  doctor,  and  never 
seem  to  realize  that  his  coverage  was  inade- 
quate from  the  very  start. 

In  addition,  the  doctor  is  faced  with  a mul- 
tiplicity of  report  forms  almost  as  numerous 
as  the  policies  available.  While  the  Health  In- 
surance Council  and  many  Medical  Associa- 
tions have  done  much  with  uniform  report 
forms,  it  still  poses  a problem.  The  South 
Dakota  standard  report  form  sponsored  by 
the  medical  and  hospital  associations  has  been 
utilized  by  many  of  the  State’s  doctors  and 
hospitals  but  use  is  not  widespread  enough 
to  solve  that  portion  of  the  problem. 

GOVERNMENT  IN  MEDICINE 

Most  feared  by  the  medical  profession  as  a 
“third  party”  in  medicine  is  the  government. 
Traditionally,  medical  care  of  the  indigent 
has  been  a responsibility  of  government 
(usually  at  county  level)  and  although  poorly 
and  irregularly  administered,  the  profession 
has  accepted  this  type  of  government  med- 
icine as  a part  of  American  living. 

Here,  however,  as  in  any  government  plan, 
the  critics  have  valid  arguments  to  make.  In 


indigent  care  plans  where  physicians  are 
designated  by  government  officials,  the  level 
of  care  gradually  deteriorates.  Fees  paid  are 
often  based  on  the  whim  of  a minor  govern- 
mental official  who  has  no  concept  of  the 
relative  values  of  medical  and  surgical  pro- 
cedures. Needed  care  is  sometimes  not  auth- 
orized because  of  differences  of  opinion  be- 
tween the  recipient  of  care  and  governmental 
officials.  Plans  which  are  now  under  way  to 
establish  uniform  indigent  care  plans  within 
each  state  have  the  blessing  of  bringing  uni- 
formity to  the  program,  but  inherent  in  such 
uniformity  is  the  hazard  of  medical  care 
supervised  by  a higher  echelon  of  govern- 
ment, i.e.  state  or  federal. 

The  twelve  year  old  Veterans  Administra- 
tion Home  Town  Care  Plan  is  an  excellent  ex- 
ample of  the  “third  party”  governmental 
agency.  In  1946  the  Veterans  Administration 
asked  the  medical  societies  to  provide  med- 
ical care  at  home  for  veterans  with  service 
connected  disabilities.  The  program  was  to 
provide  free  choice  of  physician,  no  govern- 
ment interference  in  medical  practice,  and  no 
multiplicity  of  forms.  In  fact,  the  forms  used 
initally  were  devised  by  the  medical  associa- 
tion. 

By  directive  after  directive  over  the  years, 
the  program  has  altered  until  the  V.A.  pres- 
cribes the  forms,  restricts  free  choice  to  a 
great  extent,  and  enters  into  negotiations  di- 
rectly with  the  doctor  on  his  handling  of 
cases. 

A more  enlightened  program  at  the  outset 
was  the  two  year  old  “medicare”  program. 
This  promised  to  be  as  string-free  a medical 
program  as  could  possibly  be  devised  with 
the  government  acting  on  the  role  of  third 
party.  In  so  doing,  however,  a maximum 
fee  schedule  had  to  be  established,  and  in 
most  states,  this  became  THE  FEE  SCHED- 
ULE. The  cost  of  the  program  was  high,  and 
Congress  asked  for  reductions  in  it.  Reduc- 
tions in  cost  brought  about  controls,  reduction 
in  scope  and  finally,  a totally  inadequate  pro- 
gram, better  eliminated  than  operated  as  a 
halfway  effort.  Return  to  the  original  concept 
would  still  be  acceptable  to  most  physicians. 
Right  along  with  physician  misgivings  of  the 
curtailed  program  are  the  feelings  of  having 
been  “had”  by  many  of  the  military  establish- 

(Continued  on  Page  25) 
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STAPHYLOCOCCAL  INFECTIONS 
IN  HOSPITALS* 


Early  detection  of  staphylococcal  infections 
in  hospitals,  rigid  measures  to  prevent  their 
spread,  and  increased  research  to  find  better 
methods  of  preventing  and  treating  them 
have  been  recommended  by  the  National 
Conference  on  Staphylococcal  Disease. 

The  Conference,  co-sponsored  by  the  Pub- 
lic Health  Service  and  the  National  Research 
Council,  met  in  Atlanta,  headquarters  of  the 
Communicable  Disease  Center  of  the  Public 
Health  Service,  September  15,  16  and  17.  It 
was  attended  by  delegates  from  59  profes- 
sional organizations  and  numerous  authorities 
on  various  aspects  of  the  infection  problem. 

Purpose  of  the  meeting,  as  outlined  in  the 
opening  address  by  Dr.  Leroy  E.  Burney,  Sur- 
geon General  of  the  Public  Health  Service, 
was  to  review  what  is  now  known  about  and 
to  recommend  what  can  be  done  to  control 
staphylococcal  infections  which  are  acquired 
by  hospital  patients.  These  infections  do  not 
respond  to  the  penicillin  and  other  antibiotic 
drugs  that  kept  them  under  control  until  re- 
cently. 

The  conference  delegates  agreed  that  the 
drug-resistant  infection  is  now  a problem  in 
practically  all  hospitals,  not  only  in  the 
United  States,  but  throughout  the  world. 
Serious  epidemics,  although  infrequent,  have 
cropped  out  unexpectedly  in  many  hospitals. 

Usually  starting  in  surgical  wards  and  in 
nurseries  for  newborn  infants,  the  disease  is 
spread  through  the  hospital  and  out  into  com- 
munity by  these  patients,  many  of  whom 
show  no  symptoms,  such  as  boils  and  ab- 
scesses, until  after  they  leave  the  hospital. 
Fear  of  causing  public  alarm  which  might 
deter  persons  from  getting  needed  hospital 
care  has  caused  some  hospitals  to  attempt  to 
hide  their  problem.  However,  hospital  admin- 
istrators who  attended  the  conference  re- 
ported a growing  awareness  that  open  recog- 
nition of  the  problem  will  contribute  to  its 
control. 

Because  staphylococcus  germs  are  ubi- 
* Prepared  by  the  U.  S.  Public  Health  Service. 


quitous  — it  is  estimated  that  over  50  percent 
of  the  population  carry  one  or  many  strains 
on  their  skins  and  in  their  noses  — and  be- 
cause the  drug  resistant  strains  permeate  hos- 
pitals and  their  personnel,  the  problem  of  pre- 
venting serious  infection,  the  delegates 
agreed,  sifts  down  to  finding  how  the  danger- 
ous strains  are  spread  and  building  barriers 
against  them.  Although  the  delegates  recog- 
nized that  contaminated  air  and  furnishings 
could  be  responsible  for  spreading  the  infec- 
tion, the  prevailing  opinion  was  that  personal 
contact  is  certainly  one  of  the  most  common 
causes.  Most  of  their  recommendations  were 
therefore  concerned  with  reducing  this  cause. 

Their  major  recommendations  included: 

1.  Organization  of  infections  control  com- 
mittees in  all  hospitals.  These  committees 
should  have  sufficient  authority  to  inves- 
tigate infections  and  establish  and  enforce 
hospital  policies.  They  should  include  repre- 
sentatives from  all  services  and  divisions,  all 
of  whom  should  have  a keen  interest  in  the 
problem,  and  should  meet  at  regular  and  fre- 
quent intervals.  Committee  members  should 
be  responsible  for  seeing  that  hospital  per- 
sonnel are  properly  trained  in  anti-infection 
procedures  and  that  these  procedures  are  fol- 
lowed in  day-by-day  activities.  Local  health 
officials  should  be  asked  to  serve  as  consult- 
ants to  these  committees. 

Organization  of  infections  control  commit- 
tees by  local  medical  societies,  with  represen- 
tatives from  the  medical,  nursing  and  house- 
keeping staffs  of  all  the  hospitals  in  the  area, 
was  considered  a necessary  supplement  to  the 
intra-hospital  committee. 

2.  Use  of  an  “infection  log”  in  which  all  in- 
fections are  classified  and  pertinent  data  re- 
corded. This  would  make  it  possible  to  de- 
termine whether  infections  are  increasing  and 
would  also  help  the  control  committee  to 
evaluate  the  effectiveness  of  its  measures. 

3.  A plan  for  excluding  from  contact  with 
patients  all  personnel  who  have  boils  or  other 
active  staphylococcal  lesions  or  who  are 
known  to  be  carriers  of  dangerous  and  epi- 
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demic  strains.  Periodically  in  nurseries  for 
the  newborn  and  at  times  of  epidemics  in 
other  areas  of  the  hospital,  cultures  should  be 
taken  of  personnel  in  order  to  detect,  remove 
and  treat  dangerous  carriers.  During  epi- 
demics, persons  found  to  be  carriers  of  dan- 
gerous epidemic  strains  should  be  removed 
from  contact  with  patients  until  they  are  free 
from  infection. 

4.  A local  plan  for  establishing  criteria  on 
the  discriminate  use  of  antibiotics  in  medical 
and  surgical  treatment.  Routine  use  of  anti- 
biotics to  prevent  possible  infection  in  pa- 
tients was  considered  highly  undesirable. 

5.  Arrangements  to  store  cultures  from 
staphylococcal  infections.  This  would  help 
the  hospital  to  trace  the  source  of  an  epidemic 
if  one  should  occur.  The  length  of  time  these 
cultures  should  be  stored  should  be  decided 
by  the  infections  control  committee. 

6.  Isolation  of  infectious  patients,  par- 
ticularly those  with  pulmonary  and  skin  in- 
fections, even  if  this  means  expanding  isola- 
tion facilities.  More  emphasis  on  home  care, 
in  preference  to  hospitalization,  for  patients 
with  minor  illnesses  or  with  diseases  that 
make  them  particularly  vulnerable  to  staphy- 
lococcal infection  was  also  suggested.  Diag- 
nostic and  treatment  procedures  in  the  hos- 
pital that  open  the  skin  — which  is  the  nor- 
mal barrier  to  staphylococcal  infection  — 
should  be  kept  to  a sensible  minimum. 

i 7.  Special  precautions  in  the  nurseries  for 
i the  newborn,  such  as  elimination  of  over- 
' crowding  and  the  maintenance  of  rigid  sani- 
tary standards.  Bathing  babies  immediately 
after  birth  with  an  antiseptic,  such  as  hexa- 
chlorophene,  was  also  recommended. 

Since  babies  are  the  principal  source  of 
I spreading  the  disease  into  the  community, 
sample  surveys  of  families  at  periodic  inter- 
cals  after  their  babies  have  been  discharged 
from  the  hospital  were  advised.  Such  surveys 
can  be  made  by  telephone,  mail  questionnaire 
or  home  visit.  Early  detection  of  nursery- 
acquired  infection  would  help  to  prevent 
further  spread.  These  surveys  would  also  in- 
dicate whether  the  hospital  has  an  infection 
problem  which  it  has  not  recognized  because 
of  the  late  appearance  of  symptoms. 

8.  Development  of  intensive  and  continuous 
training  programs  for  professional  and  sub- 
professional members  of  hospital  staffs.  To 
aid  in  these  programs,  the  delegates  recom- 


mended that  the  American  Hospital  Associa- 
tion, the  American  Medical  Association  and 
the  Public  Health  Service  collaborate  in  pro- 
ducing and  distributing  training  films  and 
other  educational  materials.  They  also  pro- 
posed that  the  Public  Health  Service  produce 
and  distribute  widely  to  hospitals  a manual 
containing  all  available  information  on  en- 
vironmental disinfection  and  on  the  steriliza- 
tion of  equipment,  linen  and  other  objects 
used  with  patients. 

9.  Strengthening  of  laboratory  services.  By 
the  phage  typing  process,  it  is  possible  to 
identify  dangerous  strains  of  straphylococcus 
and  thus  enable  hospitals  to  trace  the  source 
of  infection.  However,  since  it  is  not  practical 
for  many  institutions  to  do  this,  it  was  recom- 
mended that  the  Public  Health  Service, 
through  its  own  facilities  and  by  assisting 
State  and  local  health  department  labora- 
tories, should  aid  in  performing  phage  studies, 
particularly  in  epidemic  situations. 

10.  Expansion  of  research.  Areas  in  which 
the  delegates  felt  more  knowledge  was 
needed  before  recommendations  could  be 
made  included: 

The  effect  of  environmental  contamination 
upon  the  spread  of  infection. 

Desirable  features  in  the  design  and  con- 
struction of  hospitals  and  hospital  equipment. 
The  delegates  believed  that  not  enough  is 
known  about  environmental  factors  in  the 
spread  of  infection  to  warrant  recommending 
extensive  or  expensive  changes  in  existing 
structures. 

The  value  of  making  staphylococcal  infec- 
tion a reportable  disease.  (Several  states  now 
require  reports  on  all  such  cases  and  results 
in  these  states  will  be  studied.) 

The  group  also  issued  strong  recommenda- 
tions for  basic  research  to  determine  why 
some  people  are  more  susceptible  to  infection 
than  others  and  how  a person’s  resistance  to 
it  can  be  strengthened;  also  to  find  better 
methods  of  treating  diseases  caused  by  viru- 
lent and  epidemic  strains  and  ways  of  min- 
imizing the  development  of  drug  resistant 
strains. 

Dr.  Burney  pledged  the  Public  Health 
Service  to  do  everything  within  its  power  to 
put  these  and  other  recommendations  made 
by  the  conference  into  effect.  He  pointed  out 
that  the  Public  Health  Service  has  already 
taken  action  on  several  of  these  measures. 
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Applications  for  grants  to  carry  on  staphylo- 
coccal research  are  being  given  priority  con- 
sideration by  the  Advisory  Councils  of  the 
National  Institutes  of  Health  and,  through  a 
special  appropriation  of  one  million  dollars 
earmarked  for  the  study  of  staphylococcal  in- 
fection, grants  will  be  made  this  fall  to  sup- 
port them  at  promising  projects. 

To  assist  States  and  communities  in  the 
rapid  identification  of  epidemics,  the  Com- 
municable Disease  Center  is  preparing  diag- 
mostic  reagents  on  a large  scale.  The  Center 
has  also  assumed  responsibility  for  operating 
the  National  Reference  Center  for  Staphylo- 
coccal Phage  Typing.  Through  its  Epidemic 
Intelligence  Service,  the  Center  makes  avail- 
able specially-trained  physicians  and  nurses 
to  help  trace  the  source  of  epidemic  and  bring 
them  under  control.  Training  programs  for 
laboratory  and  other  personnel  of  State  and 
local  health  departments  have  also  been  ex- 
panded by  the  Center. 

Highlights  of  other  papers  presented  at 
the  Conference  include: 

Dr.  R.  Keith  Cannan,  Chairman  of  the  Di- 
vision of  Medical  Sciences  of  the  National 
Research  Council,  co-sponsor  of  the  Con- 
ference, explained  that  the  Council’s  interest 
in  the  problem  stemmed  from  its  study  of  the 
treatment  of  traumatic  injuries,  particularly 
burns.  “Beyond  this,”  he  said,  “the  Division 
shares  your  chagrin  that  the  irrepressible 
staphylococcus  should  be  proving  so  resistant 
to  discipline  and  should  be  casting  a shadow 
on  our  vaunted  triumphs  over  infectious  di- 
sease. Maybe  our  heads  have  been  turned  by 
past  successes  but  when  the  turned  head  is  in 
danger  of  loss  of  face,  it  is  surely  time  for  a 
little  reparative  work.” 

Dr.  R.  E.  O.  Williams  of  the  Public  Health 
Laboratory  Service,  London,  England,  des- 
cribed the  experience  of  the  British  who  were 
the  first  to  isolate  antibiotic  resistant  strains 
of  staphylococcus.  He  reported  sample  sur- 
veys in  England  which  indicate  that,  apart 
from  epidemics,  about  5 percent  of  clean 
wound  operations  and  10-15  percent  of  new- 
born babies  develop  septic  lesions.  Describing 
the  “wound  books”  which  some  English  hos- 
pitals maintain  on  all  operations,  he  said  “it 
is  our  feeling  that  systems  which  simply  re- 
quire notification  of  cases  of  infection  are  less 
likely  to  give  complete  records  than  those 
that  demand  recording  of  the  outcome 


whether  infection  develops  or  not.”  He  also 
advocated  painting  the  umbilical  stumps  of 
newborn  babies,  a frequent  site  of  infection, 
with  antiseptic  dye.  Summarizing  these  and 
other  English  practices  he  said:  “There  is  no 
one  way  in  which  staphylococci  spread  in  a 
hospital  and  there  is  no  one  prophylactic 
method  by  which  spread  can  be  prevented. 
The  routes  of  infection  are  numerous  and 
probably  often  devious  and  the  precautions 
needed  are  many  and  complex  ....  Our 
preventive  measures  have  therefore  to  min- 
imize the  endemic  level,  to  prevent  the  emer- 
gence of  epidemics,  and  to  terminate  epi- 
demic when  they  occur.” 

Dr.  Robert  J.  Anderson,  Chief  of  the  Com- 
municable Disease  Center,  Atlanta,  cited  the 
provision  of  adequate  laboratory  service, 
staffed  by  well  trained  bacteriologists  and 
technicians,  within  the  hospital  and  at  all 
levels  of  organized  public  health  as  a major 
need  that  must  be  met  in  order  to  apply  the 
best  available  methods  of  controlling  the  di- 
sease. Noting  that  the  indiscriminate  use  of 
antibiotics  in  medical  treatment  has  been 
deplored  by  clinicians  for  years,  he  said  “the 
time  is  perhaps  ripe  for  the  positive  approach 
— the  formulation  and  promulgation  of  ac- 
ceptable standards  for  the  discriminate  use  of 
antibiotics.” 

Dr.  Vernon  Knight,  associate  professor  of 
medicine,  Vanderbilt  University  School  of 
Medicine,  Nashville,  described  a series  of 
studies  which  indicated  that,  after  patients 
have  been  in  the  hospital  for  a few  days,  the 
staphylococcal  strains  which  they  normally 
carry  on  their  skins  or  in  their  noses  are  re- 
placed by  the  drug-resistant  strains  which 
prevail  in  the  hospital  environment.  After 
discharge  from  the  hospital,  the  process  re- 
verses, with  the  normal  strains  replacing  the 
drug-resistant  strains. 

Dr.  Thomas  E.  Shaffer,  professor  of  pedia- 
trics and  preventive  medicine,  Ohio  State 
University  College  of  Medicine,  Columbus, 
speaking  on  outbreaks  of  infections  in  nur- 
series, noted  that  they  began  about  12  years 
ago  in  England,  subsequently  occurred  in 
Canada,  Australia  and  the  U.  S.,  and  finally 
throughout  the  world  and  were  characterized 
in  their  early  stages  chiefly  by  conjunctivitis 
and  impetigo.  “Failure  to  recognize  these 
commonplace  and  seemingly  unimportant 
lesions  as  forerunners  of  disastrous  epidemics 
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in  which  serious  complications  have  occurred 
has  allowed  epidemics  to  progress  before  con- 
trol measures  were  established,”  he  said.  One 
particular  strain,  80/81,  is  responsible  for  the 
majority  of  these  epidemics  in  all  parts  of  the 
world. 

Dr.  Chester  W.  Howe,  associate  professor  of 
surgery  at  Boston  University  School  of  Med- 
icine, discussed  staphylococcal  disease  on  sur- 
gical services.  “In  terms  of  morbidity,  pro- 
longation of  hospital  stay,  economy,  necessity 
for  further  surgical  risk  and  particularly  from 
the  point  of  view  of  massive  contamination 
of  the  hospital  environment . . . post-operative 
staphylococcal  infections  are  a particularly 
important  problem  in  surgery,”  he  said.  Al- 
though the  pathways  by  which  staphylococci 
gain  access  to  a clean  wound  are  not  known, 
he  reported  suggestive  evidence  which  in- 
dicates that  the  majority  of  such  infections 
are  seeded  in  the  operating  room.  He  urged 
extensive  study  of  the  problem  and  said  that 
“there  is  no  doubt  that  its  significance  if  of 
such  extent  that  it  warrants  the  expenditure 
of  the  large  amount  of  money  and  effort 
which  would  be  required.” 

Dr.  David  E.  Rogers,  associate  professor  of 
medicine  at  the  NewYork  Hospital-Cornell 
Medical  Center  in  New  York  City,  stated  that, 
“in  contrast  to  the  experience  of  pediatric  and 
surgical  services,  staphylococcal  infection  in 
non-operated  adults  on  medical  wards  are 
non-epedemic,  occur  in  a small  number  of 
patients,  and  have  been  relatively  constant  in 
incidence  for  a number  of  years.” 

Dr.  Frederick  H.  Wentworth,  medical  direc- 
tor of  disease  control  activities  of  the  Ohio 
Department  of  Health,  Columbus,  cited  sev- 
eral case  histories  indicating  the  seriousness 
of  family  infections  resulting  from  patients 
carrying  the  disease  home  from  the  hospital. 
In  one  family,  an  infant  was  discharged  from 
the  hospital  in  October,  1954,  and  soon  showed 
symptoms  of  a hospital-acquired  impetigo. 
From  then  until  July,  1958,  there  has  never 
been  a time  when  one  or  more  of  the  five 
members  of  the  family  did  not  have  some  in- 
fection and  the  cost  of  their  care,  exclusive 
of  hospital  bills,  has  been  more  than  $1500. 

Dr.  John  E.  Blair,  bacteriologist  at  the  Hos- 
pital for  Joint  Diseases,  New  York  City, 
pointed  out  that  it  is  not  practical  for  most 
hospitals  to  do  their  own  phage  typing  of 
strains  since  it  is  hard  to  maintain  the  phages 


and  requires  highly  trained  personnel  to  do 
the  typing.  He  advocated  the  use  of  regional 
laboratories  as  means  of  keeping  better  con- 
trol over  the  quality  of  phages  and  of  assur- 
ing the  consistency  of  tests.  He  suggested 
that  cultures  be  submitted  only  on  a series 
of  related  sources,  not  on  isolated  cases. 

Dr.  John  C.  Colbeck,  chief  of  service  in  the 
pathology  department  of  Shaughnessy  Vet- 
erans Hospital,  Vancouver,  B.  C.,  Canada,  sug- 
gested that  small  hospitals  may  afford  espec- 
ially good  opportunities  to  study  how  infec- 
tions spread.  “In  large  hospitals,  the  possible 
routes  of  spread  are  so  numerous  that  the 
probable  method  of  spread  is  all  too  often  in- 
derterminable  ...  It  might  be  wise  for  pub- 
lic authorities  to  consider  the  establishment 
of  research  units,  with  full  laboratory  facil- 
ities, in  the  smallest  hospitals.” 

Dr.  Dean  A.  Clark,  general  director  of 
Massachusetts  General  Hospital,  Boston,  de- 
clared that  hospital  acquired  staphylococcal 
disease  is  always  a community  problem, 
never  limited  to  the  four  walls  of  a particular 
hospital,  since  many,  if  not  most,  infections 
in  patients  become  apparent  only  after  dis- 
charge. He  urged  that  hospital  administrators 
plan  to  follow  up  at  least  a random  sample  of 
discharged  patients  and  make  suitable  ar- 
rangements with  their  medical  staffs,  other 
hospitals  in  the  area,  and  the  health  depart- 
ment to  collaborate  in  such  follow-up  in  order 
to  assure  the  detection  of  all  related  cases. 

Leaders  of  the  work  groups  who  developed 
recommendations  based  on  the  data  presented 
by  the  speakers  were  Dr.  Warren  E.  Wheeler, 
professor  of  pediatrics,  Ohio  State  University 
College  of  Medicine,  Columbus;  Dr.  William 
A.  Altemeier,  professor  of  surgery.  University 
of  Cincinnati  College  of  Medicine,  Cincinnati; 
and  Dr.  Ivan  L.  Bennett,  Jr.,  professor  of 
pathology,  Johns  Hopkins  Hospital,  Bal- 
timore. 

Chairmen  of  the  general  sessions  were  Dr. 
Isidor  S.  Pavdin,  professor  of  surgery.  Hos- 
pital of  the  University  of  Pennsylvania, 
Philadelphia;  Dr.  Morris  Tager,  professor  of 
bacteriology  and  immunology,  Emory  Uni- 
versity, Atlanta;  and  Dr.  Anderson. 

Dr.  Harry  F.  Dowling,  professor  of  med- 
icine, University  of  Illinois  College  of  Med- 
icine, Chicago,  summarized  the  conference. 

(Continued  on  Page  25) 
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This  month  I would  like  to  review  the  major  items  discussed  at  the  12th  Annual  Clinical 
Session  of  the  AMA,  held  in  Minneapolis,  December  2,  through  the  5th.  The  material  for  our 
Journal  must  be  in  the  hands  of  our  office  personnel  by  the  10th  of  the  month  preceding  the 
month  of  publication  of  the  Journal.  For  that  reason,  some  of  this  of  which  I will  speak  may 
seen  like  “old  hat”  but  I would  again  call  it  to  your  attention,  hoping  that  for  more  complete 
details  you  would  refer  to  the  appropriate  J.A.M.A.  for  detailed  information. 

During  the  last  several  months  there  has  been  working  a committee  to  study  AMA  Ob- 
pectives  and  Basic  Programs.  The  report  of  this  committee  demonstrates  the  far-reaching 
changes  that  have  evolved  in  the  socio-economic  and  political  areas  of  our  country.  It  is  there- 
fore logical  that  such  an  organization  as  the  A.M.A.  take  stock  of  its’  expressed  objectives  and 
purposes  and  of  its’  basic  programs  of  service  and  activity.  Adopted  from  the  committee  report 
was  an  amendment  to  Article  II  of  the  Constitution  of  the  AMA  which  will  now  state  “The 
objectives  of  the  Association  are  to  promote  the  science  and  art  of  Medicine  and  the  better- 
ment of  public  health,  and  an  understanding  of  the  socio-economic  conditions  which  will  facil- 
itate attainment  of  these  objectives.”  Final  approval  of  this  constitution  change  will  occur  in 
June  of  1959,  if  country-wide  acceptance  of  the  proposal  becomes  evident. 

The  Commission  on  Medical  Care  Plans  which  has  been  working  for  three  years  sub- 
mitted its’  final  report.  This  report  was  received  for  information  at  this  time  and  will  be 
acted  upon  finally  in  June  of  1959.  The  delay  was  deemed  advisable  because  of  the  far-reaching 
effects  the  Commission’s  opinion  concerning  “Third  party  participation  in  Medicine”  and  “free 
choice  of  physician”  would  have  upon  the  practice  of  Medicine,  if  adopted  as  AMA  policy. 
As  your  President,  and  also  as  your  AMA  Delegate,  I cannot  urge  you  too  strongly  to  study 
this  report.  Therein  are  facts  and  figures  with  which  it  is  impossible  to  argue.  Time  marches 
on  in  Medicine.  We  in  Medicine  must  be  realistic  enough  to  face  and  live  with  that  which  we 
cannot  change,  keeping  uppermost  in  our  minds  at  all  times  that  our  primary  duty  is  to  our 
patients  whom  we  serve. 

There  are  two  other  subjects  which  will  be  given  later  attention  on  these  pages  with 
which  you  should  become  familiar.  These  subjects  are  the  progress  of  care  for  the  aging  and 
the  development  of  a relative  value  study,  permitting  proper  fee  evaluation  for  all  medical 
and  surgical  procedures.  The  latter  subject  is  well  covered  by  in  the  Reference  Committee  on 
Miscellaneous  Business  and  by  the  so-called  Bibler  Report.  The  former  subject  is  discussed  in 
Supplementary  Report  B from  the  Council  on  Medical  Service  which  was  considered  by  the  Ref- 
ervice.  All  of  the  information  is  available  to  you  by  reference  to  that  copy  of  the  J.A.M.A. 
in  which  the  proceedings  of  the  meeting  will  have  been  printed  by  the  time  this  letter  comes 
to  your  attention. 

Many  other  subjects  of  basic  interest  and  concern  were  thoroughly  studied  or  reviewed  to 
the  extent  of  their  present  development.  I urge  you  to  peruse  carefully  all  of  the  reports  of 
this  12th  Clinical  Session  of  the  AMA. 

Sincerely, 

A.  A.  Lampert,  M.D. 

President 
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December  19,  1958 

(Editor’s  note:  The  following  was  submitted  by  the  Chairman  of  the  Grievance  Committee  for  pub- 
lication in  the  Journal.  While  it  is  directed  to  the  members  of  the  Grievance  Committee  it  is  published 
for  the  membership  to  study,  evaluate  and  comment.) 

Dear  Member  of  the  Grievance  Committee: 

If  we  are  to  have  a Grievance  Committee  in  anything  but  name,  something  certainly  has 
to  be  done  to  give  some  teeth  to  the  Grievance  Committee.  Recently,  we  have  had  quite  a num- 
ber of  doctors  against  whom  grievances  have  been  filed,  who  have  consistently  refused  to 
answer  letters  from  the  Committee  asking  for  a review  of  the  case. 

I do  not  believe  that  the  Grievance  Committee  should  have  punitive  authority;  that  should 
rest  entirely  with  the  Association;  but  how  can  we  consider  a grievance  if  we  have  only  one 
side,  and  have  no  power  to  enforce  cooperation  by  the  doctor? 

The  best  solution  I can  presently  see  is,  that  if  the  Chairman  of  the  Committee  certifies 
to  the  Secretary  of  the  Association,  that  a member  does  not  reasonably  cooperate  with  our 
investigation,  furnishing  full  details  to  the  Committee,  he  shall  automatically  be  suspended 
by  the  Association  until  such  time  as  the  Committee  certifies  his  cooperation. 

My  feelings  is  that  those  who  do  cooperate  freely  and  willingly  are  of  a type  that  few 
grievances  will  result  in  his  practice,  and  those  that  refuse  are  unreasonably  arrogant,  or  in- 
deed, have  something  to  conceal. 

Unless  some  power  to  force  cooperation  is  given  us,  I personally  shall  resign  from  the 
Committee,  or  become  totally  inactive. 

Very  truly  yours, 

L.  J.  Pankow,  M.D.,  Chairman 

Grievance  Committee 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  2,  3,  4 and  5,  1959 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Ajinual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at 
the  Palmer  House. 
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INSURANCE  REPORTS 

From  time  to  time,  the  Executive  office  of 
the  State  Association  gets  calls  from  insur- 
ance companies  concerning  the  filing  of  re- 
ports by  physicians.  There  are  two  complaints 
which  seem  to  get  the  most  attention  from  the 
insurance  companies  and  it  is  felt  that  per- 
haps mentioning  them  in  the  Journal  might 
help  solve  some  of  the  problem. 

One  compaint  is,  of  course,  that  physicians 
wait  so  long  to  file  claims  on  health  insurance. 
This  is  an  understandable  delay  inasmuch  as 
the  physician  usually  wishes  to  have  the  case 
closed  before  he  files  such  a claim;  but  at  the 
same  time,  the  hospitals  file  a claim  a day  or 
so  after  the  individual  is  released  from  the 
hospital  and  the  insurance  company  has  to 
wait  weeks,  and  even  months,  before  they 
know  the  full  extent  of  their  liability  due  to 
the  doctor’s  not  filing  his  claim.  Perhaps  the 
girl  in  the  office  that  handles  insurance 
claims  should  be  given  the  information  quick- 
ly so  that  the  insurance  company  can  know 
the  extent  of  its’  liability  and  make  early  pay- 
ment to  the  physician  or  patient. 

The  second  complaint  registered  at  the  As- 
sociation office  is  that  physicians  will  not  file 
statements  of  physical  condition,  from  their 
files,  when  an  individual  is  applying  for  in- 
surance. This  is  true  even  when  the  company 
has  sent  along  its  check  for  a nominal  sum  to 
cover  the  cost  of  digging  the  information  out 
of  the  files.  This  works  a hardship,  not  only 
on  the  insurance  company  but  on  the  person 
applying  for  the  insurance.  Many  an  individ- 
ual purchasing  a preferred  type  of  contract 
must  have  his  doctor  file  a statement  of  the 


man’s  physical  condition  from  his  records. 
While  this  is  a time-consuming  task,  the  in- 
formation can  be  dug  out  by  the  doctor’s  of- 
fice girl  and  mailed  on  to  the  insurance  com- 
pany and  the  nominal  sum  should  be  ade- 
quate to  cover  the  cost  of  so  doing. 

We  realize  that  many  physicians  object  to 
the  mountains  of  paper  work  that  are  re- 
quired to  file  claims  with  the  insurance  com- 
panies, but  at  the  same  time,  we  must  remem- 
ber that  insurance  companies  now,  through 
their  subscribers’  prepayments,  provide  good 
portion  of  the  gross  income  of  every  physician 
in  private  practice. 


THE  MONTH  IN  WASHINGTON 

It  is  now  well-recognized  that  the  new  86th 
Congress,  heavily  spiced  with  newly-elected 
Democratic  liberals,  will  set  out  to  make  an 
impressive  record  for  itself.  Health  legisla- 
tion will  not  be  neglected. 

On  the  basis  of  developments  last  session, 
and  the  known  interests  of  many  of  the  new 
members  of  Senate  and  House,  here  are  the 
health  areas  where  intensive  activity  is  as- 
sured, with  prospects  for  enactment  of  a 
number  of  bills  either  this  year  or  next  year, 
the  final  session  of  the  86th  and  also  a presi- 
dential election  year: 

Social  Security.  Labor  has  announced  that 
it  will  work  this  year  for  substantial  changes 
in  social  security,  the  most  important  being 
a program  for  hospital-nursing  home  care  for 
the  aged  and  other  beneficiaries.  On  this  the 
unions  are  supported  by  the  Democratic  Ad- 
visory Council,  which  reflects  the  views  of 
the  Truman-Stevenson-Butler  element  of  the 
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party  but  generally  finds  itself  to  the  left  of 
Senate  Leader  Johnson,  House  Speaker  Ray- 
burn and  some  other  Congressional  leaders. 

Under  social  security,  the  AFL-CIO  and  the 
Democratic  Council  also  would  lower  or  drop 
the  age  50  requirement  for  disability  pay- 
ments, increase  the  OASI  taxes,  bring  more 
income  under  the  taxes,  and  raise  benefits 
all  up  and  down  the  line. 

American  Medical  Association,  joined  by 
scores  of  other  associations  and  individuals 
in  health  and  other  activities,  successfullly 
opposed  the  social  security  hospitalization 
plan  last  session.  They  are  prepared  to  wage 
just  as  determined  a fight  this  year. 

Aid  io  Medical  Schools.  An  effort  was  made 
in  Congress  last  session  to  provide  grants  to 
medical  schools  for  building  and  equipping 
teaching  facilities,  to  complement  the  re- 
search grants  program  already  in  effect. 
While  the  administration  supported  the  at- 
tempt, it  did  not  throw  behind  it  all  the 
energy  it  is  expected  to  exert  this  year.  Top 
officials  of  the  Department  of  Health,  Edu- 
cation, and  Welfare,  from  Secretary  Flem- 
ming on  down,  have  been  talking  up  aid  to 
medical  schools  all  fall.  When  time  comes  to 
testify,  they  will  be  strengthened  by  the  ac- 
tivities of  a new  committee  appointed  to  look 
into  the  schools’  problems,  as  well  as  by  the 
Bayne- Jones  report  which  calls  for  the  im- 
mediate start  on  construction  of  between  14 
and  20  medical  schools. 

American  Medical  Association  supports 
construction  and  equipment  grants  for  med- 
ical teaching  facilities.  Strongest  opposition 
this  year  is  likely  to  come  from  some  influen- 
tial members  of  Congress,  who  succeeded  in 
bottling  up  the  legislation  last  session. 

The  Keogh  bill.  Last  session  this  legisla- 
tion to  permit  the  self-employed  to  pay  taxes 
on  money  withdrawn  from  retirement  funds 
passed  the  House  but  failed  to  get  out  of 
committee  in  the  Senate.  Its  sponsors,  in- 
cluding the  AMA,  are  hopeful  that  the  Senate 
objections  can  be  removed  this  year. 

Medicare.  Congressmen  already  have  re- 
ceived protests  from  back  home  about  re- 
strictions imposed  on  the  civilian  phase  of 
Medicare,  mostly  the  channeling  of  service 
families  to  military  facilities.  This  issue  is 
sure  to  come  up  when  appropriations  hear- 
ings start  on  the  Defense  Department’s  bud- 
get. It  may  come  up  sooner,  if  Medicare  runs 


out  of  money  and  requires  a deficiency  appro- 
priation. 

The  Doctor  Draft.  The  special  draft,  which 
hasn’t  actually  been  used  in  two  years,  may 
be  invoked  by  the  Defense  Department  this 
spring,  if  there  isn’t  a better  response  on  the 
part  of  interns  and  residents  to  the  appeals 
for  volunteers.  Should  the  law  have  to  be 
used  this  year,  the  Defense  Department  will 
have  a pretty  convincing  argument  that  it 
should  be  extended  beyond  its  scheduled 
expiration  date  of  next  June  30. 

Medical  Research.  While  the  Federal  gov- 
ernment currently  is  spending  at  a rate  of 
more  than  $324  million  on  medical  research 
through  the  National  Institutes  of  Health,  a 
still  higher  record  of  appropriations  is  in 
prospect  for  next  year.  The  Senate  Appro- 
priations Committee  has  announced  that 
never  again  will  the  peace  of  research  be 
slowed  through  lack  of  dollars.  This  is  also 
the  attitude  of  the  AFL-CIO  and  the  Demo- 
cratic Advisory  Council,  among  other  groups. 
The  pattern  usually  is  for  the  House  to  in- 
crease moderately  Budget  Bureau  figures  for 
medical  research,  then  for  the  Senate  to  vote 
large  additional  increases.  The  House  then 
generally  agrees  to  spend  close  to  what  the 
Senate  wants. 

Contributory  Health  Insurance  for  Federal 

Workers.  A new  effprt  to  bring  about  a con- 
tributory health  insurance  program  for 
civilian  federal  workers  is  expected,  with 
federal  employee  unions  leading  the  drive. 

Other  Prospects.  A number  of  amendments 
will  be  proposed  for  the  Hill-Burton  act. 
Some  effort  will  be  made  to  strengthen  the 
law  under  which  labor-management  health 
and  welfare  funds  must  keep  records  and  file 
reports.  Hospitals  are  looking  forward  to 
low-cost  loans  under  a community  facilities 
bill  and  nursing  homes  to  mortgage  guaran- 
tees. The  feud  over  VA’s  closing  of  5^000  beds 
likely  will  be  renewed. 


AMA  DELEGATE'S  REPORT 

The  report  of  the  Delegate  to  the  AMA 
which  usually  appears  in  the  Journal  in  the 
first  issue  following  a clinical  or  annual  ses- 
sion is  being  omitted  due  to  the  fact  that 
a complete  report  has  been  published  in  the 
AMA  News,  which  all  doctors  receive. 


— 23 


MEDICAL  LIBRARY  BOOKSHELF 


BLOOD  COAGULATION  WORKSHOP 

Organized  for  those  responsible  for  labora- 
tory studies  in  hospitals  or  clinics  of  patients 
with  bleeding  disorders  and  those  receiving 
anticoagulants,  a three  day  workshop  was 
held  in  the  Medical  School  Building  Nov.  IS- 
IS. This  was  sponsored  jointly  by  the  South 
Dakota  Medical  Association;  the  South  Da- 
kota Society  of  Pathologists;  the  School  of 
Medical  Sciences  and  the  Extension  Division 
of  the  University.  The  purposes  of  the  work- 
shop were  the  giving  of  instructions  in  pres- 
ent day  laboratory  procedures  and  providing 
opportunities  for  actual  performance  of 
tests. 

Lectures  were  presented  by  Doctors  T.  R. 
Anderson  of  McKennan  Hospital;  Amos  C. 
Michael,  Dept,  of  Pathology  of  the  Univer- 
sity Medical  School  and  Charles  Mitchell  of 
the  Sioux  Valley  Hospital,  who  was  also  di- 
rector of  the  workshop.  These  included  in- 
formation about  normal  and  abnormal  hemo- 
stasis in  relation  to  vascular  factors  of  coagu- 
lation, platelets,  plasma  factors  and  circula- 
ting anticoagulants. 

The  technologists  on  the  staff  included 
Marilyn  Barnett  of  the  Sioux  Valley  Hos- 
pital; Shari  Horntvedt,  Dept,  of  Pathology 
of  the  University  School  of  Medicine;  and 
Sophia  Rados  of  McKennan  Hospital. 

The  following  comments  about  the  work- 
shop were  made  by  Shari  Horntvedt:  “At  first 
glance,  the  proposed  program  for  the  work- 
shop may  have  seemed  a bit  formidable.  This 
was  largely  due  to  unfamiliarity  with  many 
of  the  procedures  involved.  Many  new  doors 
have  been  opened  in  blood  coagulation  re- 
search during  the  past  few  years.  Tests  which 
were  formerly  unheard  of  or  impractical 


have  been  adapted  to  the  clinical  laboratory. 
Such  procedures  as  the  thromboplastin  gen- 
eration tests,  which  until  recently  have  been 
completely  unfamiliar  to  most  laboratory  per- 
sonnel, have  been  made  feasible  for  the 
average  laboratory  by  recent  advances  in  the 
commerical  preparation  of  testing  reagents. 

Undoubtedly  all  who  attended  the  work- 
shop left  with  a deeper  appreciation  of,  and 
greater  insight  into,  the  complex  problems 
of  blood  coagulation.” 

The  book  used  for  the  workshop  was  The 
Hemorrhagic  Disorders  by  Mario  Stefanini 
and  William  Dameshek,  Grune  and  Stratton, 
1955.  Dr.  Stefanini  is  Associate  Prof,  of  Med- 
icine of  Tufts  University  School  of  Medicine 
and  Director  of  Research  Laboratories  and 
Hematologist,  Saint  Elizabeth  Hospital,  Bos- 
ton and  Dr.  Dameshek,  Prof,  of  Medicine 
Tufts  University  and  Senior  Physician  and 
Director  of  Blood  Research  Laboratory,  New 
England  Center  Hospital,  Boston.  This  book 
would  be  of  especial  value  to  the  practicing 
physician  due  to  the  details  of  therapy  that 
have  been  stressed  throughout:  the  didactic 
tables,  diagrams,  and  illustrations  included, 
and  the  appendix  which  presents  technics  in 
the  study  of  hemorrhagic  disorders.  The 
thromboplastin  generation  tests  mentioned 
by  Shari  Horntvedt  are  included  in  the  ap- 
pendix as  are  also  methods  that  have  been  I 
used  with  a large  number  of  patients  over  a 
number  of  years  and  have  been  found  to  be 
reproducible  and  dependable.  At  the  end 
of  the  appendix  a bibliographic  list  gives 
reference  to  other  more  complicated  technics. 

The  chapters  include  Normal  Hemostatic 
Process;  Diseases  Due  to  Defects  of  Vascular 
Factor  of  Hemostasis,  to  Deficiency  of  Factors 
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Participating  in  the  Blood  Coagulation 
Mechanism,  and  to  Circulating  Anticoag- 
ulants; Diseases  of  Complex  Etiology  with 
Involvement  of  Multiple  Hemostatic  Mechan- 
isms and  Due  to  Circulating  Anticoagulants; 
Bleeding  Tendencies  due  to  Fibrinolysis,  Ob- 
stetric Accidents  and  Dysproteinemias,  and 
Hereditary  Aspects  of  the  Hemorrhagic  Dis- 
orders. 

This  is  a practical  book  based  on  the  actural 
study  of  many  cases  of  hemorrhagic  distur- 
bance. 

The  following  is  a review  by  Dr.  John 
Pirsch  of  the  Anatomy  Dept,  of  the  Univer- 
sity Medical  School  of  a recent  gift  book  to 
the  Medical  Library;  Neurological  Basis  of 
Behavior.  Ciga  Foundation  Symposium,  Lit- 
tle Brown,  1958. 

This  is  a report  of  formal  papers  presented, 
and  the  discussion  which  followed,  at  a meet- 
ing to  consider  the  interrelations  of  neural 
and  behavior  mechanisms.  In  attendence 
were  such  notable  investigators  as  Penfield, 
Jasper,  Magoun,  Eccles,  Green,  Kluver,  and 
many  others.  The  factors  which  seem  most 
important  are  the  relationships  between  the 
upper  brain  stem,  the  rhinencephalon,  and 
the  temporal  and  parietal  lobes  of  the  neo- 
cortex to  behavioral  patterns. 

As  much  of  the  data  presented  is  based 
upon  electrophysiological  techniques  it  may 
be,  in  part  at  least,  difficult  reading  but  this 
is  easily  compensated  for  by  data  drawn  from 
biochemical,  pharmacological,  clinical,  and 
purely  behavorial  methods. 

This  writer  suggests  that  the  best  possible 
summary  for  a book  of  this  type  can  only  be 
found  by  reading  the  material  in  the  words 
of  those  whose  authority  in  the  field  is  with- 
out question. 

Mrs.  Esther  Howard 
Medical  Librarian 


THE  THIRD  PARTY  IN 
MEDICAL  PRACTICE--^ 

(Continued  from  Page  15) 
merit  and  their  dependents  who  were  offered 
one  thing  and  given  another. 

Forand  type  legislation  which  would  put 
Social  Security  beneficiaries  in  a huge  med- 
ical program  is  now  on  the  horizon.  In  ad- 
dition to  any  derogatory  claims  one  can  make 
about  third  party  programs  of  intervention  in 
medical  practice,  this  one  brings  on  a tax  bur- 


den that  this  country  could  not  long  sustain. 
Its  eventual  result  would  be  the  leveling  of 
all  ability  and  income  to  that  of  a monotonous 
mediocrity. 

CONCLUSION 

While  not  attempting  to  make  any  decisive 
statements  on  the  third  party  in  medicine, 
this  essay  attempts  to  spotlight  the  area 
which  may  cause  problems  and  definitely  will 
have  impact  on  the  socio-economic  as  well  as 
the  scientifice  side  of  medical  practice.  Phys- 
icians must  decide  for  themselves  how  the 
third  party  will  function  — most  certainly 
it  is  here  to  stay. 


STAPHYLOCOCCAL  INFECTIONS 
IN  HOSPITALS— 

(Continued  from  Page  19) 
Discussants  of  papers  were  Dr.  Mark  H.  Lep- 
per,  professor  of  preventive  medicine,  Univer- 
sity of  Illinois  College  of  Medicine,  Chicago; 
Dr.  Reimert  T.  Ravenholt  of  the  Seattle-King 
County  Department  of  Public  Health,  Seattle; 
and  Dr.  H.  Taylor  Caswell,  clinical  professor 
of  surgery.  Temple  University  School  of  Med- 
icine, Philadelphia. 


SELBY  IS  LOOKING  FOR  A 
DOCTOR  TO  OCCUPY  THEIR 
NEW  CLINIC.  INTERESTED? 
CONTACT  THE  SELBY  JAYCEES 
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FORMER  DAKOTAN 

AWARDED  MEDAL 

Colonel  George  B.  Green, 
USAF  (MC),  was  awarded 
the  Founder’s  Medal  on  No- 
vember 19,  1958,  at  the 

Honor’s  Night  Dinner  of  the 
Association  of  Military  Sur- 
geons’ 65th  Annual  Conven- 
tion in  Washington,  D.  C. 

The  Association  of  Military 
Surgeons  presents  this  award 
annually  to  four  members 
for  outstanding  contributions 
to  military  medicine  and  for 
meritorious  service  to  the  As- 
sociation. This  award,  con- 
sisting of  a scroll  and  a life 
membership  in  the  Associa- 
tion, was  presented  to  Doctor 
Green  for  his  excellent  man- 
agement of  international 
delegates’  activities  during 
the  past  three  conventions 
as  Chairman  of  the  Inter- 
national Delegates  Commit- 
tee. 

Doctor  Green,  who  was 
born  in  Minnesota  in  1906,  is 
a long  time  resident  of  South 
Dakota.  He  received  his  B.S. 
degree  in  1936  from  the  Uni- 
versity of  South  Dakota  and 
his  M.D.  degree  from  Rush 
Medical  College  in  1938. 

His  assignments  during  his 
twenty  years  of  contintuous 


This  is  your 

MEDICAL  ASSOCIATION 


I 


active  duty  with  the  Army 
Air  Forces  and  the  U.  S.  Air 
Force  have  included:  Sur- 
geon of  a Fighter  Wing  in  the 
European  theatre  during 
World  War  H;  Staff  Officer 
with  the  Armed  Forces  Med- 
ical Policy  Council,  Depart- 
ment of  Defense;  Assistant 
Air  Attache  (Medical)  to 
France,  Belgium,  and  Swit- 
zerland. 

Doctor  Green’s  present  as- 
signment is  Chief  of  the  Med- 
ical Team,  Office  of  the  As- 
sistant Chief  of  Staff  for  In- 
telligence, Headquarters  US- 
AF, Washington,  D.  C. 

Doctor  Green  is  board  cer- 
tified in  Aviation  Medicine. 
He  is  a Fellow  of  the  Amer- 
ican College  of  Preventive 
Medicine  and  the  Aero  Med- 
ical Association;  a member  of 
the  American  Medical  Asso- 
ciation, the  American  Board 
of  Preventive  Medicine 
(Aviation  Medicine),  the 
American  Public  Health  As- 
sociation, the  American 
Rocket  Society,  the  American 
Astronautical  Society,  the 
Air  Force  Association,  the 
Beta  Theta  Pi  Fraternity,  the 
Masonic  Order,  the  Sons  of 
the  American  Revolution,  the 
National  Rifle  Association, 


and  the  Huguonot  Society  of 
America. 

Doctor  Green  and  his  wife, 
the  former  Janet  Grace 
Campbell,  reside  at  2716 
North  Nelson  Street,  Arling- 
ton, Virginia. 


SEVENTH  DISTRICT 
HEARS  KOVAR 

The  Seventh  District  Med- 
ical Society  met  at  the  Min- 
nehaha Country  Club,  Tues- 
day, Dec.  2 to  hear  Dr.  W. 
Riley  Kovar  of  Creighton 
University  speak  on  “Acci- 
dents in  Labor.” 


SIXTH  DISTRICT 
DISCUSSES  LEGAL 
PROBLEMS 

The  Sixth  District  Medical 
Society  met  at  the  Brig  Cafe 
in  Mitchell  to  hear  a discus- 
sion of  medical-legal  prob- 
lems. Guest  speaker  was 
Ellsworth  Evans,  Sioux  Falls 
Attorney,  who  discussed  hy- 
pothetical problems. 

The  members  of  the  Auxil- 
iary met  at  the  Country  Club 
to  hear  association  executive- 
secretary  Foster  discuss 
socio-economic  problems  of 
physicans. 
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SOUTH  DAKOTANS 
ATTEND  AMA 

Largest  number  of  South 
Dakotans  ever  to  attend  an 
American  Medical  Associa- 
tion meeting  gathered  in 
Minneapolis,  December  2-5. 

Partial  listings  in  the  AMA 
Daily  Bulletin  listed  Drs. 

A.  A.  Lampert,  Rapid  City; 
C.  E.  Baker.  Belle  Fourche; 
R.  J.  Barels,  Rapid  City;  T.  J. 
Billion,  Sioux  Falls;  H.  Rus- 
sell Brown,  Watertown;  R.  A. 
Buchanan,  Huron;  E.  H.  Col- 
lins, Gettysburg;  Luther 
DehneL  Ft.  Meade;  Paul 
Dzintars,  Faith;  Margaret 
Faithe.  Wakonda;  M.  R.  Gel- 
ber,  Aberdeen;  Harold  J. 
Grau.  Rapid  City;  J.  L.  Harty, 
Igloo;  Robert  C.  Jahraus, 
Pierre;  John  B.  Jams,  Hoven; 
Walter  T.  Judge,  Milbank; 
Anna  Krijger,  Lake  Preston; 

B.  O.  Lindbloom,  Pierre; 

C.  B.  McVay,  Yankton; 
Robert  Murdy,  Aberdeen; 
A.  P.  Reding,  Marion;  A.  W. 
Spiry,  Mobridge;  F.  C.  Tot- 
ten., Lemmon;  R.  E.  Van  De- 
mark.  Sioux  Falls;  C.  L. 
Vogele,  Aberdeen;  V.  V. 
Volin,  Sioux  Falls;  Earl  F. 
Watson,  Garretson;  George 

F.  Wood,  Jr.,  Rapid  City; 
Karlis  Zvejnieks,  Leola;  G.  J. 
Bloemendaal.  Ipswich;  John 
J.  Feehan,  Rapid  City;  John 
C.  Hagin,  Miller;  T.  A.  Hohm, 
Huron;  E.  A.  Johnson,  Mil- 
bank;  Carlos  Kemper,  Vi- 
borg;  Peter  Krijger.  Groton; 
John  A.  Lowe,  Mobridge; 
Don  H.  Manning.  Sioux  Falls; 
V.  C.  Marr,  Estelline;  W.  H. 
Patt,  Brookings;  A.  P.  Peeke. 
Volga;  L.  G.  Christianson, 
Ft.  Meade;  Donn  R.  Driver, 
Sioux  Falls;  John  H.  Lloyd, 
Mitchell;  C.  A.  Johnson. 
Lemmon;  Dagfinn  Lie,  Web- 
ster; N.  J.  Sundet.  Kadoka; 


Hugo  Andre,  Vermillion; 

G.  Robert  Bell.  De  Smet; 

D.  H.  Breii,  Sioux  Falls; 
D.  A.  Gregory.  Milbank; 

H.  O.  Kittelson,  Sioux  Falls; 
T.  B.  McManus,  Wessington 
Springs,  and  John  J.  Stran- 
sky,  Watertown. 

In  addition,  Phyllis  Sund- 
strom,  Pat  Saunders,  Richard 
C.  Erickson  and  John  C.  Fos- 
ter attended  from  the  execu- 
tive office. 


NEWS  NOTES 

Dr.  C.  E.  Baker.  Belle 
Fourche,  has  moved  to  Farm- 
ington, New  Mexico.  Drs. 
F.  J.  Gilbert  and  Melvin 
Marousek  have  moved  from 
the  Belle  Fourche  Clinic  and 
are  now  practicing  in  Dr. 
Baker’s  Tri-State  Clinic 
Building. 

# * 

Dr.  Earl  F.  Watson,  Gar- 
retson, has  left  that  commun- 
ity to  enter  military  service 
for  a two  year  period. 

» * * 

Dr.  William  Maiousek, 
Glendale,  California,  who 
practiced  at  Gregory,  S.  D. 
for  more  than  ten  years,  died 
at  his  home  at  the  age  of  69. 


DISABILITY  FIGURES 
TABULATED  BY  HEW 
Illness  or  injury  caused 
the  American  people  to  stay 
home  from  work,  stay  in  bed, 
or  otherwise  cut  down  on 
normal  activities  for  about  3 
billion  400  million  days  dur- 
ing the  year  ending  June  30, 
1958. 

This  total  of  disability, 
which  averaged  20  days  per 
person  per  year,  is  reported 
in  the  first  U.  S.  National 
Health  Survey  publication  to 
provide  figures  from  a full 
year  of  nationwide  household 


interviewing. 

The  report  gives  selected 
statistics  on  acute  conditions, 
chronic  conditions,  persons 
injured  in  accidents,  phys- 
ician visits,  dental  visits,  and 
disability. 

Commenting  on  the  report, 
Dr.  Leroy  E.  Burney,  Sur- 
geon General  of  the  Public 
Health  Service,  Department 
of  Health,  Education,  and 
Welfare,  said:  “With  this  first 
annual  summary,  the  Health 
Survey  is  beginning  to  pro- 
duce a comprehensive  pic- 
ture that  workers  in  the 
health  fields  have  long 
needed.” 

Acute  illnesses,  including 
acute  respiratory  conditions, 
totaled  437,900,000,  or  an 
average  of  about  2.6  per  per- 
son. How  many  of  these  ill- 
nesses were  caused  by  Asian 
influenza  is  not  known.  How- 
ever, the  report  shows  that 
acute  respiratory  conditions 
caused  an  average  of  about  7 
days  of  restricted  activity  per 
person,  including  days  in  bed 
or  days  lost  from  work  or 
school. 

About  47,000,000  persons 
injured  seriously  enough 
during  the  year  to  cause 
them  to  restrict  their  activ- 
ities for  a day  or  more  or 
seek  medical  attention,  the 
report  shows.  Injuries  caused 

424.100.000  days  of  restricted 
activity,  or  2.5  days  per  per- 
son. 

The  importance  of  chronic 
conditions  is  indicated  by  the 
fact  that  circulatory  diseases 
alone  were  the  cause  of  484,- 

200.000  days  of  restricted  ac- 
tivity, which  would  be  the 
equivalent  of  about  2.9  days 
per  person.  The  circulatory 
diseases  rank  higher  than 
any  other  group  of  chronic 
conditions  in  this  respect. 
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HILLS  DISTRICT 
ELECTS  BOYCE 

Dr.  Raymond  A.  Boyce, 
Rapid  City,  was  elected 
President  of  the  Black  Hills 
District  Medical  Society  at 
their  annual  meeting  Decem- 
ber 11,  held  at  the  Homestake 
Club  in  Lead.  Assisting  Dr. 
Boyce  will  be  Wayne  A.  Geib 
of  Rapid  City,  as  Vice-presi- 
dent, and  Secretary-treasurer 
J.  T.  Elston,  also  of  Rapid 
City.  Dr.  Robert  Giebink, 
Sioux  Falls  orthopedic  sur- 
geon, presented  a discussion 
on  “Fractures  About  the  El- 
bow in  Children”  which  was 
followed  by  a business  meet- 
ing. Dr.  U.  Cucco  of  Ells- 
worth Air  Force  Base  was 
admitted  as  a Service  Mem- 
ber. 


SEVENTH  DISTRICT 
HEARS  ZIMMERMAN 

Dr.  Bernard  Zimmerman, 
Associate  Professor  of  Sur- 
gery at  the  University  of 
Minnesota  Hospital,  spoke  at 
the  regular  meeting  of  the 
Seventh  District  Medical  So- 
ciety in  Sioux  Falls  on  Tues- 
day, January  6th.  Subject 
for  his  discussion  was  “Fluid 
and  Electrolyte  Balance.” 

Dr.  John  Stransky,  Water- 
town,  discussed  proposals  to 
improve  traffic  safety  laws 
in  South  Dakota. 

The  regular  business  meet- 
ing followed. 


MAYO  CLINIC 
TO  CONDUCT 
GENERAL  PROGRAM 

Staff  members  of  the  Mayo 
Clinic  and  the  Mayo  Founda- 
tion for  Medical  Education 
and  Research  will  present 
again  this  year  a three-day 
program  of  lectures  and  dis- 
cussions on  problems  of  cur- 
cent  interest  in  general  med- 
icine and  surgery,  April  13, 
14,  15. 

Up  to  twenty-one  hours  of 
Category  I credit  may  be  ob- 
tained by  American  Acad- 
emy of  General  Practice 
members  who  attend. 

There  are  no  fees  for  this 
program. 

The  number  of  physicians 
who  can  be  accommodated  is 
necessarily  limited.  Those 
wishing  to  attend  should 
communicate  with  the  Clin- 
ical Reviews  Committee, 
Mayo  Clinic,  Rochester,  Min- 
nesota. — 

AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  exam- 
inations (Part  H),  oral  and 
clinical  for  all  candidates 
will  be  conducted  at  the 
Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  en- 
tire Board  from  May  8 
through  19,  1959.  Formal 
notice  of  the  exact  time  of 
each  candidate’s  examina- 
tion will  be  sent  him  in  ad- 
vance of  the  examination 
dates. 

Current  Bulletins  of  the 
American  Board  of  Obstet- 
rics and  Gynecology,  out- 
lining the  requirements  for 
application,  may  be  obtained 
by  writing  to  the  Secretary: 

Robert  L.  Faulkner,  M.D. 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


CLEARWATER  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . everything  to  make  your  trip  a luxurious 
memory.  Reasonable  rates  the  year  round.  1 know  you’ll 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREE*  Write  to  this  motel  for 

your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 
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HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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IIERUE  LABORATORIES,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


AN  EARLY  SKIRMISH  IN  THE 
GLOBAL  WAR  AGAINST  DISEASE 
John  T.  Connor 
Rahway.  New  Jersey 


It  may  be  helpful  to  you  who  are  interested 
in  the  economic  offensive  of  the  Communist 
bloc  if  I explore  the  ramifications  of  a lively 
skirmish  between  the  Russians  and  a single 
American  company  that  took  place  recently 
about  9,000  miles  east  of  New  York. 

I do  not  contend  that  this  skirmish  was 
typical,  or  even  that  it  was  inherently  sig- 
nificant. But  as  we  explore  it,  we  will  pick 
up  the  footprints  of  Soviet  aggressors  probing 
the  defenses  of  freedom  among  the  hungry, 
the  sick  and  the  hopeful  in  the  underde- 
veloped parts  of  the  globe. 

Our  story  starts  on  a plane  high  above  the 
Bay  of  Bengal  at  11  a.m.,  Calcutta  time,  Jan- 
uary 26,  1957.  Two  officials  of  an  American 
pharmaceutical  company,  bound  for  New 
Delhi,  were  reading  the  latest  report  from 
India,  handed  them  early  that  morning  at  the 
Bangkok  airport.  The  report  contained  two 
surprises.  One  was  an  opportunity;  the  other, 
a threat. 

The  opportunity  was  a list  of  drugs,  just 
announced,  that  the  Indian  government 
wanted  produced  locally  under  its  Second 
Five-Year  Plan,  in  order  to  provide  employ- 
ment, build  up  native  skills  and  save  precious 

* Address  delivered  by  John  T.  Connor,  President, 
Merck  & Co.,  Inc.  before  a conference  on  the 
Soviet  economic  offensive,  sponsored  by  the  In- 
ternational Management  Division,  American 
Management  Association,  Savoy-Hilton  Hotel, 
New  York  City,  November  6,  1958. 


foreign  exchange.  From  the  point  of  view  of 
these  two  men,  the  timing  could  not  have 
been  better.  Anticipating  this  development, 
their  company  had  sent  them  to  India  to  try 
to  negotiate  an  agreement  to  establish  manu- 
facturing facilities  there.  The  officials  ran 
quickly  down  the  list,  checking  off  the  drugs 
their  company  could  make  and  putting  them 
in  rough  order  of  priority.  By  the  time  their 
plane  reached  New  Delhi,  they  had  worked 
out  their  strategy. 

Their  sense  of  urgency  sprang  from  the 
threat  in  the  report.  A team  of  Soviet  ex- 
perts, having  surveyed  India’s  pharmaceu- 
tical needs,  was  on  the  spot,  ready  with  a 
proposal  to  replace  Western  imports  with  a 
state-owned  and  managed  drug  manufactur- 
ing industry.  As  most  of  you  in  this  room 
will  instinctively  understand,  few  situations 
could  quicken  the  competitive  pulse  of  an 
American  business  man  more  rapidly  than  a 
team  of  Russians  in  possession  of  the  ball 
with  first  down  and  goal  to  go. 

Now,  before  I tell  you  the  outcome  of  this 
early  skirmish  in  what  is  fast  becoming  a 
global  war  against  disease,  let  me  sketch  in 
the  background  of  the  Soviet  skirmishers.  We 
have  to  start  almost  forty  years  ago.  The 
civil  war  that  followed  in  the  wake  of  the 
Russian  Revolution  let  loose  a series  of  epi- 
demics that  killed  several  million  persons, 
demoralized  the  country  and  threatened  the 
hold  of  the  new  Communist  government.  The 
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devastation  of  these  epidemics  taught  Lenin 
the  importance  of  human  capital  in  the  de- 
velopment of  a backward  country. 

Taking  stock  of  the  human  capital  at  his 
disposal,  Lenin  discovered  that  Russia’s  death 
rate  was  nearly  twice  that  of  the  West  and 
that  the  average  citizen  had  a life  expectancy 
of  only  40  years.  Though  there  is  no  record 
that  he  was  distressed  from  a humanitarian 
point  of  view,  it  is  clear  that  the  Soviet  leader 
could  translate  these  figures  into  national 
output.  Financial  capital  for  development  of 
Russia,  he  knew,  could  come  only  from  the 
production  of  the  workers  and  peasants.  First, 
they  had  to  be  educated  and  trained.  If,  after 
that  investment,  they  were  weakened  by  di- 
sease and  doomed  to  a short  life,  the  rate  of 
capital  accumulation  would  be  so  slow  that 
the  Communists  would  never  build  a modern 
industrial  state  short  of  a hundred  years. 

When  Lenin  acted  on  these  conclusions, 
health  became,  along  with  education,  the  out- 
standing exceptions  to  the  rule  of  human  ex- 
ploitation that  has  marked  the  Soviet  Union 
since  the  beginning.  For  the  past  40  years, 
the  Russians  have  been  campaigning  for  bet- 
ter sanitation,  public  health  and  preventive 
medicine.  They  have  been  diverting  scarce 
materials  for  hospitals,  clinics  and  medical 
schools.  And  they  have  been  turning  out 
enormous  numbers  of  new  doctors;  their  cur- 
rent annual  rate  of  16,000  is  more  than  twice 
that  of  the  United  States. 

What  have  been  the  results?  They  startled 
me,  when  I first  learned  them.  I shall  not  go 
into  the  reasons  for  being  skeptical  of  official 
Soviet  statistics.  I shall  merely  report  them 
with  two  comments:  first,  that  the  ones  I am 
about  to  use  seem  to  be  within  the  realm  of 
probability,  and  second,  that  we  have  gone 
further  astray  when  we  ignored  Russian 
claims  than  when  we  took  them  seriously. 
The  number  of  hospital  beds  per  thousand 
population,  according  to  these  statistics,  mul- 
tiplied four  and  a half  times  between  1913 
and  1956.  The  per  capita  number  of  doctors 
jumped  ten  times  — — from  about  17  for  each 
100,000  Russians  before  World  War  I to  about 
164  in  1956.  The  comparable  figure  for  the 
United  States  that  year  was  only  130.  This 
means  that,  in  proportion  to  the  population, 
which  in  their  case  is  just  over  200  million, 
the  Soviet  Union  now  has  25%  more  doctors 
than  we.  Though  their  quality  is  still  well 


below  ours,  we  cannot  feel  smug  about  the 
future. 

This  mammoth  Soviet  health  establishment 
now  boasts  2,750,000  employees  and  is  one 
of  the  Communist  Party’s  proudest  achive- 
ments.  What  has  it  been  able  to  accomplish? 
The  best  single  measures  of  a nation’s  phys- 
ical well-being  can  be  found  in  the  mortality 
and  longevity  rates.  The  Kremlin  recently 
broke  its  silence  on  this  subject  and  an- 
nounced the  figures.  Let’s  take  a look  at 
them. 

The  Soviet  Union,  the  announcement  said, 
has  raised  the  health  of  its  people  up  to  the 
level  of  the  West.  It  had  slashed  the  crude 
mortality  rate  about  75%  since  before  the 
Revolution  and  by  1956,  at  7.7  per  1,000  popu- 
lation, it  was  comparable  to  ours.  At  the  same 
time,  it  had  lengthened  average  life  expec- 
tancy from  about  40  years  at  the  beginning  of 
World  War  I to  a claimed  67  years  in  1956. 
This  was  within  reaching  distance  of  longev- 
ity in  the  United  States,  which  in  the  same 
year  stood  at  69.5. 

This  is  an  extraordinary  achievement.  What 
does  it  mean?  Some  persons  will  say  that  it 
is  a natural  consequence  of  industrialization. 
The  Soviets  have  already  told  us,  as  you 
might  expect,  that  it  is  a natural  consequence 
of  Communism  — a claim,  incidentally,  that 
is  effectively  destroyed  by  the  even  more 
spectacular  health  progress  of  our  own 
capitalist  neighbor,  Puerto  Rico,  which  added 
50%  to  the  average  length  of  life  in  only  15 
years. 

Importance  of  Human  Capital 

What  it  means  to  me  is  something  else.  It 
means  that  the  Bolshevik  planners  were  right 
when  they  decided  to  pour  enormous  effort 
into  their  human  capital  on  the  theory  that 
better  health  as  well  as  better  education 
would  have  to  precede  better  output.  This 
is  a point  that  we  often  overlook  in  our  own 
plans  for  the  underdeveloped  countries.  We 
tend  to  think  too  much,  I believe,  in  terms 
of  dams  and  roads,  farm  machinery  and  steel 
mills,  money  and  credit  and  not  enough  in 
terms  of  the  people  who  will  build  them 
and  for  whom  they  are  to  be  built. 

Because  of  our  concentration  on  physical 
and  financial  capital,  we  are  inclined  to  for- 
get the  importance  of  human  capital,  which 
is  both  the  means  and  the  end  of  industrial- 
ization. This  concept  of  the  relation  between 


— 31 


SOUTH  DAKOTA 


human  capital  and  economic  growth  could 
turn  out  to  be  decisive  as  the  Soviet  sets 
forth  to  meet  the  rising  expectations  of  Asia, 
Africa,  the  Middle  East  and  even  Latin 
America  with  a program  of  health,  develop- 
ment and  Communism. 

This  brings  me  back  to  the  skirmish  in  New 
Delhi  with  which  I opened  this  talk.  The 
gentlemen,  as  you  doubtless  had  surmised, 
were  officials  of  Merck  Sharp  & Dohme  In- 
ternational, a division  of  my  own  company, 
Merck.  In  common  with  most  of  the  phar- 
maceutical industry,  Merck  Sharp  & Dohme 
is  no  stranger  to  international  business.  It  is 
selling  today  in  80  foreign  countries,  in  11  of 
which  it  has  manufacturing  plants.  Out  of 
total  company  sales  of  nearly  $200  million  last 
year,  27%  were  outside  the  United  States. 

Merck,  however,  had  never  been  up  against 
quite  the  situation  that  confronted  these  two 
men  when  they  arrived,  after  proper  intro- 
ductions from  Ambassador  Bunker’s  helpful 
staff,  at  the  Ministry  of  Commerce  and  In- 
dustry. They  were  immediately  confronted 
with  two  problems:  first,  Russian  compe- 
tition, and  second,  a danger  that  the  Indian 
government  would  build  its  new  pharma- 
ceutical industry  in  what  is  called  “the  public 
sector,”  which  means  that  it  would  be  state- 
owned  and  controlled. 

After  the  formal  atmosphere  had  been 
thawed  by  some  frank  conversation,  it  turned 
out  that  the  Indians  were  glad  to  see  these 
Americans.  Near  the  top  of  their  list  were 
facilities  for  the  production  of  streptomycin 
and  its  important  derivative,  dihydrostrepto- 
mycin, both  of  which  Merck  had  pioneered. 

Tuberculosis  Great  Scourage  of  Asia 

The  streptomycins  were  vital  to  India  be- 
cause they  are  leading  drugs  in  the  treatment 
of  tuberculosis.  TB  is  one  of  the  great 
scourges  of  Asia.  It  kills  more  than  half  a 
million  Indians  a year.  More  than  five  times 
that  many  are  currently  suffering  from  it. 
The  Director  of  the  Central  Drug  Research 
Institute  in  Lucknow  recently  estimated  that 
this  disease  cost  his  nation  almost  a billion 
man-days  of  lost  work  per  year. 

Here  is  a typical  problem  of  an  underde- 
veloped country,  desperately  trying  to  raise 
the  standard  of  living  of  its  people  against 
considerable  odds.  A disease  like  TB  not  only 
kills  enormous  numbers  but  it  saps  the  will 
and  the  ability  to  work,  forcing  countless 


human  beings  to  live  off  the  production  of 
others. 

The  rout  of  the  debilitating  disease  of 
tuberculosis,  therefore,  ranks  high  among  the 
objectives  of  India’s  second  five-year  plan. 
To  reach  their  goal,  the  Indians  need,  among 
other  things,  the  modern  drugs  with  which 
we  in  this  country  have  cut  our  TB  death  rate 
down  to  about  a fifth  of  what  it  was  before 
World  War  II.  India  has  been  importing  these 
drugs  from  the  West  at  a cost  of  millions  of 
dollars  annually  in  precious  foreign  exchange. 

Just  before  the  two  men  from  Merck  ar- 
rived on  the  scene,  the  team  of  Russian  ex- 
perts had  recommended  that  India  build  a 
state-owned  basic  chemical-pharmaceutical 
manufacturing  industry  to  free  itself  from 
dependence  on  the  West.  It  would  — though 
this  had  not  yet  been  made  explicit  — be 
designed  by  Soviet  engineers,  financed  by 
Communist  bloc  loans,  and,  of  course, 
politically  motivated.  Every  rouble  that  goes 
through  the  Iron  Curtain  is  bound  on  a 
political  mission.  In  this  case,  the  mission 
would  be  to  build  a showcase  to  display  Com- 
munism as  the  friend  of  the  sick  and  disabled. 

Within  this  context,  the  meeting  between 
Merck  and  the  Indian  government  represen- 
tatives quickly  produced  a proposal.  The  In- 
dians suggested  we  go  into  partnership  with 
a government-owned  corporation  to  produce 
a long  list  of  needed  drugs.  In  view  of  the 
realities  of  the  situation,  we  agreed  to  con- 
sider this  proposal,  even  though  it  meant  in- 
direct partnership  with  Socialism.  Our  re- 
fusal to  be  rigid  and  our  willingness  to  look 
at  India’s  problem  from  the  Indian  point  of 
view  have,  I believe,  been  major  contributing 
factors  installing  the  Russian  offensive  for 
almost  two  years. 

The  Indians  have  not  been  rigid,  either. 
Though  they  are  extremely  good  at  bargain- 
ing, they  have  always  been  willing  to  take 
our  problems  into  account,  and  we  have 
found  integrity,  frankness  and  fairness  in  all 
our  contacts  with  the  Indian  Government. 

The  Indian  proposal,  in  the  end,  proved  im- 
practical from  our  point  of  view,  mainly  be- 
cause we  thought  there  would  be  too  many 
basic  conflicts  of  interest  in  a partnership 
with  a government  agency  in  such  a broad 
enterprise.  But  we  were  able  to  offer  them 
a creative  alternative.  We  split  the  problem 
into  two  parts.  The  first  is  an  agreement  that 
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was  signed  last  April.  Under  it,  we  are  now 
helping  the  Indians  build  what  will  probably 
be  the  most  modern  streptomycin  plant  in  the 
world. 

The  plant  will  be  owned  by  Hindustan 
Antibiotics,  a government  corporation  already 
producing  penicillin  by  the  fermentation 
process.  It  will  be  built  with  our  plans  and 
the  help  of  our  engineers,  and  it  will  be  op- 
erated by  Merck-trained  Indian  technicians 
using  our  know-how.  The  needed  machinery 
and  equipment  will  be  financed  by  means  of 
a loan  from  the  U.  S.  Export-Import  Bank. 
This  new  plant  will  supply  all  the  country’s 
requirements  for  the  drug  at  an  initial  saving 
of  nearly  $2.5  million  annually  in  foreign  ex- 
change. For  our  help,  we  are  receiving  a 
modest  fee  to  be  paid  out  of  sales  over  a 
period  of  ten  years. 

Under  the  second  agreement,  which  was 
just  announced  three  days  ago,  Merck  and  a 
partner,  the  well-known  Indian  firm,  Tata 
Sons  Private  Limited,  will  set  up  a new  cor- 
poration to  manufacture  several  Merck 
specialties,  such  as  vitamin  B12,  certain  steroid 
hormones,  our  new  drug,  ‘Diuril’,  and  other 
discoveries  as  they  come  from  our  own  lab- 
oratories and  are  needed  in  India.  We  will 
build  a basic  medicinal  chemical  plant,  and, 
as  far  as  possible,  use  indigenous  materials. 
Our  part  of  the  capital  investment  will  be 
about  $3,500,000,  and  we  expect  to  earn  a 
reasonable  profit  from  the  operations. 

We  will  be  criticized  perhaps  by  some 
persons  in  this  room  — because  we  are  help- 
ing build  a streptomycin  plant  in  the  public 
sector.  If  it  succeeds  — and  we  are  doing  our 
best  to  make  it  a success  — won’t  this  en- 
courage the  Indians  to  produce  more  med- 
icines and  other  products  in  the  public  sec- 
tor? 

We  took  a long,  hard  look  at  this  question 
before  we  made  our  decision.  It  is  not  easy 
for  a believer  in  private  enterprise  to  swallow 
a Socialist  deal.  There  are  several  reasons 
why  we  did  it. 

First,  this  is  the  way  the  Indians  wanted  it. 
They  made  this  perfectly  clear  to  us  after 
we  had  done  our  best  to  dissuade  them.  We 
finally  concluded  that,  if  we  really  meant  to 
help  the  Indians,  we  would  have  to  help  them 
in  the  way  they  wanted  to  be  helped.  To  have 
insisted  that  we  do  it  our  way  or  not  at  all 
would  have  been  transparently  arrogant,  a 


quality  the  Asians  find  less  than  endearing, 
as  is  so  dramatically  illustrated  in  the  reveal- 
ing new  novel,  “The  Ugly  American.” 

Second,  by  devising  our  plan,  we  fore- 
stalled the  Russians,  who,  in  the  midst  of  our 
negotiations,  offered  the  Indians  a $20  mil- 
lion, 40-year  loan  at  the  incredibly  low  in- 
terest rate  of  2%  to  finance  several  basic 
units  for  a pharmaceutical-chemical  industry, 
including  a streptomycin  plant.  1 used  the 
word  “forestalled”  because  the  Soviets  have 
not  given  up.  They  are  making  new  proposals 
to  India  and  may  still  build  some  plants  in 
this  industry. 

Third,  our  willingness  to  be  flexible  enough 
to  adapt  our  resources  to  their  needs  un- 
doubtedly helped  make  Merck  seem  a reason- 
able company  with  which  to  do  business  in 
the  private  sector.  The  fact  is,  we  now  will 
build  a private  sector  pharmaceutical  and 
medicinal  chemical  plant.  Other  Western  pro- 
ducers in  our  industry  are  doing  the  same. 
There  is  therefore  a possibility  that  what 
started  out  to  be  a government-owned  in- 
dustry may  end  up  being  mostly  in  the  pri- 
vate sector.  This  will  probably  hinge  on 
whether  we  and  the  other  producers  do  a 
good  job  for  India. 

Let  us  remember  that  some  people  in  this 
world  have  a hard  time  believing  that  the 
American  corporation  deserves  a major  share 
of  the  credit  for  the  social  benefits  and  the 
high  standard  of  living  that  we  enjoy  in  the 
United  States.  They  have  known  business- 
men mainly  as  traders  and  exploiters,  which 
is  perhaps  part  of  the  explanation  why  so 
many  countries  have  turned  to  Socialism.  If 
we  can  perform  as  well  in  the  underde- 
veloped countries  as  we  have  at  home,  and 
do  it  with  humility  and  understanding,  per- 
haps we  can  persuade  them  that  we  have 
found  a way  of  improving  the  welfare  of 
their  citizens,  that  makes  Socialism  obsolete. 

In  reality,  what  we  have  done  in  India  is 
only  a small  beginning.  I have  told  the  story 
about  it,  not  because  I think  it  is  significant 
but  in  the  hope  that  it  might  suggest  a few 
useful  ideas  that  you  could  adapt  to  fit  the 
problems  and  opportunities  your  own  com- 
pany and  industry  are  facing  in  the  under- 
developed countries. 

Selling  Freedom  Is  Our  Job 

Our  big  job,  however,  is  not  just  to  sell 
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understanding  of  private  enterprise;  our  big 
job  is  to  sell  freedom.  We  are  in  the  midst 
of  a war  that  stretches  eastward  almost  all 
the  way  around  the  globe.  It  is  not  a cold 
war;  that  adjective  describes  nothing  but  the 
absence  of  shooting.  It  is  a war  against  pov- 
erty and  disease.  In  the  past  few  years,  the 
rising  expectations  of  the  peoples  of  Asia, 
Africa,  the  Middle  East  and  Latin  America 
for  a better  and  a longer  life  have  become  the 
most  dynamic  human  force  at  work  in  the 
world  today.  Four  years  ago  it  lured  the 
Soviet  Union  out  of  its  lair  and  the  West  now 
finds  itself  pitted  against  the  Communist 
bloc  in  a struggle  to  see  which  system  can 
do  a better  job  of  economic  and  social  de- 
velopment. 

The  Soviet  economic  offensive  is  being 
more  than  adequately  described  by  the  other 
participants  in  this  conference,  so  I shall  con- 
fine myself  to  the  coming  Russian  drive  on 
the  other  front  — the  war  against  disease  — 
an  opening  skirmish  of  which  we  have  seen  in 
India. 

The  Soviet  is  at  least  as  well  equipped  med- 
ically as  it  is  economically  to  match  us  in  the 
underdeveloped  countries.  It  already  has  25% 
more  doctors  in  relation  to  the  population 
than  we  have  and  its  medical  schools  are  still 
producing  new  ones  at  the  rate  of  16,000  a 
year  compared  with  our  7,000.  All  its  phys- 
icians and  other  health  personnel  work  for 
the  State  and  can  be  sent  where  the  Kremlin 
thinks  they  should  go,  in  or  outside  the  coun- 
try. The  Russian  doctor’s  training  in  foreign 
languages  and  his  familiarity  with  relatively 
crude  living  and  working  conditions  put  him 
in  a better  position  than  his  American  coun- 
terpart to  adapt  to  service  in  most  parts  of 
Asia  or  Africa. 

And  when  this  well-staffed  army  sallies 
forth  from  its  borders  — as  it  will  — carrying 
the  nostrums  of  communism  in  its  medical 
kit,  it  will  have  a proposal  to  make  that  could 
be  quite  appealing.  Reorganize  your  state 
along  our  lines,  the  proposal  would  go,  and 
you,  too,  can  do  what  we  did  — make  the 
fastest  progress  in  health  achieved  by  any 
large  nation  in  modern  times. 

This  may  not  seem  appealing  to  any  in  this 
room.  But  what  about  someone  who  was  born 
with  a life  expectancy  of  only  35  years  and 
who  can  never  forget  that  Death  may  visit 
him  or  his  family  at  any  time,  and  does,  with- 


out even  bothering  to  knock  on  the  door? 
Most  of  mankind  is  surrounded  by  sickness 
and  is  helpless  against  disease.  Whoever  pro- 
vides the  tools  to  fight  it  will  earn  the  grati- 
tude and  might  win  the  allegiance  of  the  mul- 
titude. 

The  Soviets,  at  no  cost  to  their  ideals,  can 
set  out  to  buy  the  allegiance  of  people  with 
the  promise  of  good  health,  because  they  be- 
lieve that  the  end  justifies  the  means.  But 
we  cannot.  We  cannot  deflect  our  great  sys- 
tem of  medicine  from  its  historic  mission  — 
service  to  humanity  — and  use  its  fruits  to 
buy  the  allegiance  of  anybody  to  anything  — 
even  to  the  United  States  or  to  the  noble  idea 
of  freedom. 

The  population  of  a large  area  of  Burma 
feels  friendly  toward  the  United  States  today 
because  of  the  activities  of  a single  American 

— Dr.  Gordon  Seagrave,  the  famed  “Burma 
Surgeon.”  He  won  this  friendship  for  his 
country  not  so  much  by  the  healing  he  dis- 
pensed as  by  the  way  he  did  it,  and  most  im- 
portant, the  concern  for  the  individual  that 
was  so  transparently  his  motivation. 

It  might  be  argued  by  some  that  we  should 
not  concern  ourselves  with  what  might  ap- 
pear to  be  only  the  fine  points  of  philosophy 
when  we  are  in  the  midst  of  a long,  tough 
fight  for  survival  against  a ruthless  enemy. 
But  in  the  long  run  we  can  win  only  if  we 
concentrate  more  on  what  we  are  fighting  for 

— which  is  the  rights  of  man  — than  on  what 
we  are  fighting  against. 

We  can  win  if  we  can  learn  how  to  export 
the  spirit  of  the  West,  not  just  the  material 
creations  of  the  society  that  was  built  with 
that  spirit.  Charles  Malik,  the  Lebanese 
philosopher  who  is  now  President  of  the  UN 
General  Assembly,  put  it  this  way  in  a mag- 
nificent address  at  the  Harvard  Business 
School  in  September: 

“Freedom,  independence,  respect,  equality, 
fellowship-these  spring  from  the  inmost  soul 
of  the  Western  tradition,  and  the  question  is 
how  much  the  West  can  be  existentially  true 
to  them.  And  there  is  in  the  faithful  obser- 
vance of  these  things  all  that  is  needed,  and 
more,  to  meet  the  challenge  of  Communism.” 

The  faithful  observance  of  the  things  that 
Dr.  Malik  mentions  requires,  it  seems  to  me, 
that  we  export  American  medicine  to  the  un- 
derdeveloped countries  and  that  we  do  it  in 
the  form  that  it  is  wanted  by  them,  in  a 
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modest  desire  to  share  our  good  fortune  with 
no  strings  attached. 

As  we  all  know,  we  have  been  doing  pre- 
cisely this  for  several  generations  now.  Med- 
ical missionaries  established  clinics  in  these 
areas  before  the  turn  of  the  century.  They 
were  followed  by  the  foundations,  notably 
Rockefeller,  and  by  scores  of  individuals, 
such  as  Dr.  Thomas  Dooley.  The  Russians 
have  only  just  begun,  and,  as  I have  pointed 
out,  they  are  there  for  a different  reason. 

Logic  Of  Survival  Means  Concerted  Effort 

The  haphazard  system  we  have  used  in  the 
past  has  been  made  obsolete  by  the  speed  of 
events  — the  advent  of  the  Soviets  and  the 
rapid  rise  in  the  expectations  of  the  peoples 
in  this  area.  The  logic  of  survival  requires 
that  we  now  make  a concerted  effort  on  a 
broad  front.  As  a beginning,  I should  like  to 
suggest  the  following: 

1.  Alert  the  public  to  the  challenge  of 
Soviet  medicine  in  the  underdeveloped  coun- 
tries. Intelligent  and  sustained  action  will 
have  to  be  based  on  public  understanding. 
The  facts  about  Soviet  progress  in  medicine 
and  about  Russian  moves  in  the  underde- 
veloped countires  should  be  more  widely 
known.  One  way  to  do  this  would  be  through 
a Commission  of  leading  experts  who  would 
find  the  facts  and  report  them.  This  could 
be  done  under  private  auspices,  such  as  the 
Rockefeller  Brothers  Fund,  which  has  re- 
cently produced  several  high  quality  reports 
on  other  public  issues. 

2.  Develop  a bold  new  foreign  medical  aid 
program  of  our  own.  This  can  be  built 
around  the  excellent  bill  that  Senator  Lister 
Hill  and  Congressman  John  Fogarty  intro- 
duced at  the  end  of  the  last  session  of  Con- 
gress to  set  up  an  international  medical  re- 
search program.  Their  bill  might  be  enlarged 
to  provide  for  scholarships  and  fellowships 
in  the  United  States  to  train  students  from 
the  underdeveloped  countries  who  would 
then  return  home  to  practice  and  teach  as 
well  as  to  research  on  the  indigenous  diseases 
that  plague  their  native  lands. 

Several  agencies  of  the  federal  govern- 
ment are  developing  a program  for  the  next 
session  of  Congress.  Part  of  it  should  be,  I 
think,  continued  and  expanded  support  of 
World  Health  Organization  activities  in  the 
underdeveloped  countries. 

We  need  at  the  same  time  to  enlarge  our 


own  facilities  for  medical  education  so  that 
we  can  take  care  of  added  foreign  students 
and  also  train  American  doctors  for  service 
abroad. 

3.  Support  private  organizations  that  are 
working  in  the  foreign  medical  field.  In  many 
ways  non-governmental  agencies,  such  as 
Medico,  the  People-to-People  program.  Dr. 
Howard  Rusk’s  World  Rehabilitation  Fund, 
the  World  Medical  Association,  Columbia 
University’s  newly-formed  Institute  of  Nu- 
trition Sciences  and  several  of  the  founda- 
tions, with  help  from  our  medical  professional 
and  our  medical  schools,  are  or  can  be  more 
effective  as  emissaries  of  our  way  of  life  than 
official  bodies.  Though  the  job  to  be  done  is 
too  enormous  to  be  carried  out  through  pri- 
vate support  alone,  these  agencies,  which  can 
be  more  imaginative  and  flexible  than  gov- 
ernment, will  serve  the  additional  purpose 
of  pioneering  promising  new  projects. 

4.  Encourage  participation  by  our  pharma- 
ceutical industry.  It  is  in  the  interests  of 
firms  such  as  ours  as  well  as  of  the  govern- 
ment for  the  two  to  work  together  on  a pro- 
gram that  would  make  more  drugs  available 
in  these  countries.  In  many  countries  the 
commercial  incentives  are  strong  enough  for 
pharmaceutical  firms  to  take  the  financial 
risks  themselves.  In  such  cases,  support  such 
as  the  State  Department  gave  Merck  through- 
out its  negotiations  in  India  would  be  help- 
ful. But  in  some  countries,  where  private  in- 
centives are  inadequate,  the  alternative  to 
Russian  plants  in  the  public  sector  is  some 
form  of  U.  S.  government  help  to  make  the 
know-how  of  American  corporations  avail- 
able. 

In  this  connection,  we  should  explore  the 
merits  of  the  imaginative  plan  proposed  by 
Dean  Donald  David  at  the  50th  anniversary 
of  the  Harvard  Business  School.  He  sug- 
gested that  Federal  funds  be  used  to  retain 
corporations,  rather  than  just  individual 
technicians,  to  build  foreign  facilities  or  even 
develop  whole  industries  in  areas  where  the 
risk  is  too  great  or  the  reward  too  small  to 
justify  the  use  of  private  capital.  As  Dean 
David  pointed  out,  this  is  the  way  we  tooled 
up  to  win  World  War  H. 

A global  war  against  disease  is  a vast  un- 
dertaking. At  this  stage  of  public  awareness 
and  with  the  resources  presently  at  our  com- 
(Continued  on  Page  40) 


— 35 


THE  ETIOLOGY  OF  ANAPHYLACTIC 
SHOCK;  THE  BASIS  FOR  DRUG 
THERAPY  IN  ALERGIC  INDIVIDUALS* 
By 

W.  T.  McElroy.  Ph.D.** 
Brookings,  South  Dakota 


A large  number  of  cases  of  fatal  reactions 
resulting  from  beesting  have  been  reported. 
To  many  individuals,  especially  beekeepers, 
who  are  constantly  in  contact  with  these  in- 
sects, the  cause  of  such  reactions  should  as- 
sume special  considerations.  The  subject  of 
this  discussion  concerns  the  factors  which 
contribute  to  anaphylactic  shock,  especially 
those  which  lead  to  shock  after  an  insect 
sting. 

Let  us  consider  an  individual  who  has  be- 
come sensitized  to  a particular  protein.  For 
example,  a man  is  stung  by  a bee.  In  addition 
to  experiencing  pain  at  the  site  of  the  sting, 
as  most  individuals  do,  this  person,  in  com- 
parison to  a very  large  segment  of  the  popula- 
tion, may  show  an  additional  series  of  re- 
actions to  a second  sting  which  is  not  mani- 
fested by  other  individuals.  To  cite  a par- 
ticular instance,  there  was  recently  reported 
in  the  literature  a case  involving  a young 
man  who,  at  the  age  of  18  was  stung  by  a bee. 
He  showed  the  usual  response,  which  was 
nothing  more  than  a swelling  at  the  site  of 

*Condensed  from  a talk  given  before  the  South 
Dakota  Beekeepers  Association  Meeting,  Brook- 
ings, South  Dakota,  October  1958. 

**Department  of  Zoology,South  Dakota  State  Col- 
lege. Present  Address:  Director  of  Cardiovas- 
cular Diseases  Research,  Hahnemann  General 
Hospital  and  Medical  College,  Philadelphia, 
Pennsylvania. 


the  sting.  Later,  when  he  was  about  20  years 
old,  he  was  stung  once  again.  Within  30 
minutes  from  the  time  of  the  sting,  be  began 
sweating,  his  blood  pressure  fell,  he  ex- 
perienced difficulty  in  breathing,  and  he  died 
shortly  afterwards. 

Now  these  general  reactions  to  a bee  sting 
are  typical  manifestations  of  what  we  refer  to 
as  “anaphylactic  shock.”  The  phenomenon 
presents  many  problems  to  the  research  in- 
vestigator, and  is  an  important  area  of  bio- 
logical investigation.  A better  understanding 
of  the  basic  mechanisms  underlying  such  re- 
actions will  open  the  door  to  a greater  knowl- 
edge of  cellular  behavior  and  several  par- 
ticular pathological  states. 

Anaphylactic  shock  was  first  described  or 
recorded  in  1902  when  Richet  described  ana- 
phylactic shock  reactions  in  dogs.  He  ob- 
served that  animals  became  violently  ill  if, 
after  being  sensitized  to  certain  proteins,  they 
were  exposed  to  these  proteins  again  at  a 
later  date.  Fortier  and  Richet  performed  ex- 
periments the  same  year  and  found  that  shock 
could  be  produced  in  other  dogs  under  similar 
conditions.  They  gave  the  name  “ana- 
phylaxis” to  this  response. 

“Anaphylaxis”  is  a Greek  term  ana  -I- 
phylaxis  = against  protection.  One  can  un- 
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derstand  why,  as  we  progress  with  the  pres- 
ent analysis,  they  called  this  “anaphylactic 
shock.” 

It  is  an  inborn  trait  among  most  animals 
that  certain  body  tissues  produce  substances 
which  are  “protective”  in  nature.  A child 
from  birth  can  manufacture  antibodies 
against  a substance  which  his  tissues  recog- 
nize as  alien  to  his  own.  For  example,  oval- 
bumin, which  is  small  enough  in  molecular 
size  to  diffuse  across  the  intestinal  mem- 
branes and  gain  entrance  directly  to  the  in- 
ternal environment,  can  cause  in  infants  a 
production  of  antibodies  to  ovalbumin.  A 
child  eventually  produces  antibodies  against 
many  other  substances  which  gain  entrance 
to  body  tissues. 

What  exactly  is  an  antibody?  An  antibody 
is  nothing  more  than  a specialized  particle, 
we  shall  call  it  at  present,  which  is  elabor- 
ated by  certain  tissues  against  a “foreign” 
protein.  Like  most  other  animals,  man  is 
apparently  capable  of  recognizing  his  own 
body  proteins  and  can  actually  distinguish 
his  own  from  those  which  may  be  only 
slightly  different  but  are  derived  from  a dif- 
ferent individual  or  species.  The  number  of 
such  proteins  is  almost  infinite,  since  each 
tissue  appears  to  have  its  own  peculiarly 
chemically  configurated  proteins.  This  ex- 
quisite degree  of  differentiation  by  antibodies 
makes  them  the  most  sensitive  testing  agents 
available  for  detecting  a particular  mole- 
cular configuration,  even  more  than  the  many 
refined  chemical  tests. 

Conversely,  an  “antigen”  is  a substance 
which  is  capable  of  eliciting  the  production 
of  antibodies.  Antigens,  in  general,  have  been 
of  great  interest  to  immunochemists.  They 
have  been  shown  to  consist  usually  of  a pro- 
tein configuration.  Proteins  in  turn,  ‘are 
rather  large  molecules,  in  comparison  to  car- 
bohydrates or  fats,  and  thus  have  a high 
molecular  weight. 

Tests  have  shown  that  antibodies  cannot 
be  distinguished  by  ordinary  chemical 
methods  from  the  normally  occuring  serum 
gamma  globulins.  Gamma  globulins  are  de- 
picted as  “cigar”  shaped  particles,  about 
180  AO  in  length  and  30  AO  in  width,  (an 
angstrom  (A®)  is  equal  to  lO-s  cm.)  They  are 
considered  to  be  the  protein  precursors  of 
antibodies.  Although  antibodies  are  chem- 
ically indistinguishable  from  normal  gamma 


globulins,  they  display  a property  which  is 
not  inherent  in  normal  globulins.  This  prop- 
erty consists  of  the  ability  to  combine  with 
antigen,  either  through  chemical  or  physical 
forces,  in  a manner  which  may  be  compared 
to  the  fitting  of  two  pieces  of  a jig-saw  puzzle. 
The  fit  is  specific,  that  is,  only  one  special 
configuration  of  antigen  fits  with  its  specific 
antibody. 

The  actual  formation  of  antibodies  to  a 
particular  antigen  has  been  theoretically  con- 
ceived by  immunologists.  One  school  of 
thought  states  (Template  hypothesis)  that 
an  antigen  modifies  the  tissue  mechanisms 
which  produce  gamma  globulins  in  such  a 
manner  that  the  end  or  ends  of  many  gamma 
globulin  molecules  are  stamped  out  into  a 
pattern  which  is  the  mirror  image  of  the 
antigen  configuration.  These  modified  glo- 
bulins, now  known  as  antibodies,  continue  to 
be  produced  and  circulated  or  stored  even 
though  no  antigen  remains  in  the  tissues. 

Several  different  types  of  antibodies  are 
manufactured  by  body  tissues,  and  the  type 
produced  depends  on  the  nature  of  the  anti- 
gen. One  antibody  type  causes  agglutination 
of  the  antigen,  that  is,  a clumping  of  the  anti- 
gen particles.  Such  antibodies  are  usually  of 
the  type  made  against  red  blood  cells  and  are 
known  as  agglutinins.  Other  antibodies  (di- 
valent) react  with  antigen  causing  a precipi- 
tation which  is  similar  to  cellular  agglutina- 
tion. Still  another  variety  combines  with  anti- 
genic cells  causing  a lysis  or  rupture  of  the 
cell  (lysins).  As  a result  of  the  action  of  anti- 
body, be  it  precipitation,  lysis,  or  agglutina- 
tion, the  antigen  is  rendered  less  harmful  to 
the  tissues  and  can  be  disposed  of  by  ad- 
ditional body  mechanisms. 

Let  us  consider  the  induction  of  the  immune 
state  in  an  individual.  A virus,  certain 
toxoids,  or  killed  bacteria  are  injected  into 
the  tissues  in  very  small  doses.  The  person 
then  responds  by  producing  antibodies  which 
can  react  with  or  neutralize  the  specific 
antigen.  Thus,  a later  exposure  to  the  anti- 
gen results  in  the  release  of  large  numbers 
of  these  antibodies  into  the  bloodstream. 
There,  the  invading  antigen  is  rendered  less 
toxic  by  combination  with  antibody.  Such  a 
combination  is  protective  in  nature.  It  is  a 
normal,  immune  response. 

Anaphylactic  Shock 

Certain  species,  however,  do  not  have  a 
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protective,  normal  immune  response  of  the 
type  just  described,  but  show  during  an 
antigen  antibody  reaction  a series  of  changes 
which  is  actually  detrimental  to  the  normal 
physiology.  For  example,  one  can  inject  into 
a guinea  pig  a few  milligrams  of  ovalbumin, 
a protein  from  another  species,  and  nothing 
will  happen  to  the  animal.  However,  if  in 
about  10  days  one  again  injects  this  animal 
with  ovalbumin,  it  reacts,  in  most  instances, 
by  exhibiting  a typical  anaphylactic  shock. 
The  animal  appears  cyanotic,  lethargic,  and 
soon  gasps  for  breath.  Within  a short  time 
the  guinea  pig  is  dead.  An  autopsy  on  this 
animal,  killed  by  anayhylactic  shock,  reveals 
that  the  cause  of  death  is  the  same  as  that 
reported  for  other  guinea  pigs  killed  by  the 
shock  reaction.  Guinea  pigs  literally  choke 
to  death  during  the  anaphylactic  response. 

What  causes  this  species  to  behave  in  this 
manner?  Smooth  muscle  tissue,  which  is 
widespread  in  the  various  organs,  and  in  the 
guinea  pig  particularly  abundant  in  the 
bronchioles,  has,  for  some  reason,  constricted; 
the  animal  cannot  get  air  out  of  the  lungs. 

If  we  inject  a dog  with  a particular  antigen, 
and  later  challenge  (inject  it  with  the  same 
antigen  used  for  sensitization)  the  dog  with 
the  same  antigen,  it  may  show  signs  of  ana- 
phylaxis such  as  nausea,  vomiting,  muscular 
weakness,  and  a fall  in  blood  pressure.  Autop- 
sies performed  on  dogs  killed  by  anaphylactic 
shock  reveal  that  such  animals  die  of  right 
heart  failure.  In  this  species,  there  is  much 
smooth  muscle  in  the  great  veins  passing 
through  the  liver,  and  when  these  constrict 
blood  is  prevented  from  returning  to  the  right 
heart. 

Anaphylactic  shock  is  triggered  by  the 
same  basic  mechanisms  as  occur  in  the  im- 
mune response,  but  the  former  reaction  is  an 
“allergic”  reaction  for  the  following  reasons. 

In  the  normal  immune  response,  one  is 
thought  to  have  antibodies  which  circulate 
in  the  bloodstream.  If  the  alien  material 
against  which  the  antibodies  were  manufac- 
tured gains  entrance  to  the  blood  vessels,  it 
is  precipitated  or  agglutinated  in  the  blood 
stream  and  nothing  deleterious  occurs  in  the 
individual.  The  body  can  dispose  of  the  neu- 
tralized toxin  or  other  antigen  nicely. 

In  the  allergic  response,  however,  the  con- 
dition is  thought  to  be  different.  The  allergic 
person  has  few  antibodies  in  the  blood,  that 


is,  he  has  a low  circulating  titer  of  antibody, 
because  the  majority  of  antibodies  are  at- 
tached to  the  tissue  cells  throughout  the 
body,  especially  smooth  muscle  cells.  When 
antigen  antibody  unions  occur,  they  do  so  on 
cellular  surfaces,  and  not  in  the  blood  stream. 
Such  reactions  apparently  stimulate  the  cells 
by  a mechanism  which  leads  directly  or  in- 
directly to  the  state  of  anaphylactic  shock. 
This  response  of  the  cells  to  the  antigen-anti- 
body union  is  the  important  point  to  con- 
sider. Bear  in  mind  again,  that  the  toxin 
from  a first  bee  sting,  by  entering  the  skin 
layer,  does  not  cause  an  anaphylactic  re- 
action. The  shock  reaction  is  caused  by 
antibodies  which  this  individual  has  acquired 
as  a result  of  the  original  sting  coming  into 
contact  a second  time  with  the  venom  on  cell 
surfaces.  This  contact  sets  in  motion  a series 
of  body  changes  not  apparent  during  the  nor- 
mal immune  response  to  antigen  invasion  of 
body  systems. 

Smooth  muscle  cells,  to  which  antibodies 
may  attach,  is  widely  distributed  in  vital 
organs.  For  example,  blood  vessels  (especially 
arterioles),  walls  of  veins,  bronchioles,  the 
intestine,  bladder,  etc.,  all  contain  smooth 
muscle.  It  is  the  relaxation  or  contraction 
of  this  smooth  muscle  when  antigen-antibody 
unions  occur  that  produces  many  of  the 
symptoms  of  anaphylactic  shock. 

In  man,  the  changes  in  normal  physiology 
during  an  anaphylactic  shock  reaction  are 
usually: 

1.  Dilation  of  blood  vessels. 

2.  Increased  cell  permeability  — the  cell 
walls,  and  also  the  capillaries,  allow 
fluid  to  escape  into  the  interstitial  spaces, 
and  circulating  blood  volume  is  de- 
creased as  well  as  edema  produced. 

3.  Edema  — escape  of  excess  fluids  from 
the  vascular  tree  into  cellular  spaces. 

4.  A fall  in  blood  pressure. 

In  addition  to  these  circulatory  changes, 
there  may  be  muscular  pain,  pain  in  joints, 
swelling  of  body  parts,  nausea,  distored 
vision,  etc.  All  of  these  may  occur  or  only 
several,  depending  on  the  individual. 

Let  us  now  consider  some  of  the  theories 
which  attempt  to  explain  the  mechanisms  by 
which  anaphylaxis  on  cell  surfaces  sets  in 
motion  the  general  tissue  changes  such  as 
dilation  of  blood  vessels,  constriction  of  bron- 
chioles, etc. 
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About  1910,  Dale  and  Laidlaw  performed 
experiments  to  determine  the  nature  of  tissue 
responses  to  anaphylaxis.  They  observed  that 
after  a chemical  substance  Histamine  was  in- 
jected into  a particular  species,  reactions 
very  similar  to  those  occuring  during  ana- 
phylactic shock  took  place.  Histamine  in- 
jected into  guinea  pigs  caused  the  same  se- 
quence of  events  as  were  recorded  during 
the  shock  reaction  — construction  of  bron- 
chioles and  therefore  dyspnea  and  a choking 
death.  In  certain  species,  the  responses  of 
isolated  tissue  to  histamine  and  to  anaphy- 
laxis are  similar.  An  injection  of  histamine 
into  man  causes  a fall  in  blood  pressure,  a 
response  also  recorded  during  anaphylactic 
shock.  Histamine  is  known  to  cause  peri- 
pheral vasodilatation,  a pooling  of  blood  in 
capillary  beds,  and  possibly  increased  cellular 
permeability.  Because  the  effect  of  histamine 
on  many  tissues  is  strikingly  similar  to  tissue 
responses  during  anaphylaxis,  and  because 
most  body  cells  do  contain  histamine  (in  a 
bound,  non-reactive  form),  a “histamine  re- 
lease” theory  was  put  forth. 

In  1929,  Dale  proposed  a theory  concerning 
the  tissue  responses  to  anaphylaxis.  He  rea- 
soned that  antigen-antibody  reactions  taking 
place  on  cell  surfaces  cause  the  release  of 
histamine  from,  the  cell  interior  into  the  gen- 
eral circulation,  and  the  released  histamine 
then  acts  on  the  various  tissues  to  produce 
those  changes  recorded  during  anaphylactic 
shock. 

Many  workers  in  the  field  of  immunology 
now  support  the  theory  of  histamine  release 
by  those  cells  which  provide  the  side  for  the 
antigen-antibody  union. 

Factors  other  than  a release  of  histamine 
may  also  be  envolved  in  the  anaphylactic 
response.  We  know  that  antigen-antibody 
reactions  can  be  directly  damaging  to  tissues. 
For  example,  one  can  inject  ovalbumin  into  a 
rabbit  intravenously,  allow  the  animal  time 
to  build  up  a high  antibody  titer,  and,  after 
several  weeks  inject  the  antigen  directly  into 
the  skin  of  the  ear.  When  sufficient  time  has 
elapsed,  the  ear  begins  to  show  necrosis  at 
the  site  of  the  antigen  injection  (Arthus’s 
phenomenon).  The  combination  of  injected 
antigen  with  antibodies  brought  to  it  by  the 
circulation  has  caused  a rotting  of  the  ear 
tissue.  It  is  well  known  that  a skin  graft 
from  one  individual  to  another  will  not  sur- 


vive. The  grated  tissue  becomes  antigenic 
to  the  recepient,  and  the  elaborated  antibodies 
which  will  destroy  it. 

The  previous  descriptions,  though  brief, 
should  serve  as  a background  for  a better 
understanding  of  the  currently  employed 
drug  therapies  for  various  allergies.  One  who 
shows  a hypersensitive  or  allergic  reaction 
to  an  antigen  (remember  that  anaphylactic 
shock  is  merely  an  extreme  reaction  to  an  al- 
lergy) has  an  abnormal  response  to  a normal 
mechanism  (which  is  immunity). 

The  treatments  which  can  be  used  for,  or, 
are  proposed  for  an  individual  who  is  hyper- 
sensitive to  a particular  toxin,  in  this  par- 
ticular case,  the  bee  venom,  are  as  follows: 

Cortisone,  a synthetic  substance,  is  chem- 
ically similar  to  one  of  the  normally  secreted 
steroid  hormones  of  the  adrenal  cortex.  Cor- 
tisone is  known  to  depress  or  block  lymphatic 
tissues  in  the  body.  As  you  know.  Lymphatic 
tissue  produces  lymphocytes,  a type  of  white 
blood  cell.  Many  investigators  believe  that 
antibodies  are  produced  in  the  lymphatic 
tissues  and  transported  or  carried  in  lym- 
phocytes. When  cortisone  is  administered 
not  only  will  antibodies  be  reduced  in  total 
circulating  number,  but  the  drug  also  pre- 
vents production  of  more  antibodies  by  the 
tissues  which  manufacture  them.  If  one  does 
not  have  antibodies  to  react  with  antigen,  one 
cannot  show  anaphylaxis. 

A second  property  of  cortisone  is  the  heal- 
ing effect  that  it  has  on  damaged  tissues.  In- 
flammatory reactions  such  as  are  charac- 
terized by  hyperemia,  stasis  and  exudation 
are  blocked  by  cortisone.  Pathological  con- 
ditions in  which  cortisone  is  employed  are 
arthritis,  rheumatic  fever  and  other  collagen 
diseases.  Popular  belief  exists  that  these  di- 
seases are  due  to  an  antigen-antibody  reaction 
occurring  in  joints,  or,  valves  of  the  heart. 

A second  therapy  for  anaphylaxis,  is  the 
antihistamine  drugs.  If  antigen-antibody  re- 
actions have  taken  place,  and  histamine  has 
been  or  is  being  released  by  cells  (the 
mediator  theory),  a second  mode  of  therapy 
would  be  to  prevent  histamine  from  reacting 
on  body  cells. 

The  antihistamines  are  drugs  which  attach 
to  the  same  combining  sites  on  cells  with 
which  histamine  combines.  Thus,  if  his- 
tamine combines.  Thus,  if  histamine  has  been 
released  and  gets  to  muscle  or  other  cells,  it 
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finds  these  sites  already  covered  by  the  anti- 
histamine substance,  and  therefore,  no  tissue 
response  to  histamine  can  occur.  This  is  the 
basis  for  antihistamine  therapy. 

If  histamine  release  has  already  taken 
place,  and  the  tissues  containing  smooth 
muscle  have  already  responded  to  the  his- 
tamine, it  is  obviously  too  late  to  block  the 
reactions.  One  must  then  rely  on  a measure 
designed  to  test  directly  the  affected  tissues 
with  a drug  which  opposes  or  has  an  opposite 
effect  on  the  tissue  as  does  histamine.  This  is 
the  basis  for  epinephrine  therapy  during  al- 
lergic responses,  especially  anaphylactic 
shock. 

In  man,  epinephrine  affects  most  tissues  in 
a manner  which  is  opposite  to  histamine. 
Whereas  histamine  causes  constriction  of  the 
smooth  muscle  surrounding  the  bronchioles, 
epinephrine  dilates  or  relaxes  it.  This  is  the 
reason  for  epinephrine  therapy  in  asthmatics. 
Epinephrine  also  affects  blood  vessels  and 
capillaries  in  a manner  different  to  histamine. 
It  causes  constriction  of  many  blood  vessels 
and  causes  a rise  in  blood  pressure  by  in- 
creasing cardiac  output. 

Epinephrine  is  thus  a “direct  effect”  drug 
which  counteracts  the  smooth  muscle  changes 
which  are  the  manifestations  of  anaphylactic 
shock. 

A fourth  treatment  (or  rather  preventive) 
for  those  who  show  hypersensitivity  to  a par- 
ticular antigen  (for  example,  bee  venom)  is 
desensitization  to  that  particular  substance. 

We  think  this  . . if  a person  has  abundant 
antibodies  in  the  blood,  he  is  not  likely  to 
have  anaphylactic  reactions.  Should  antigen 
gain  entrance  to  the  body,  it  is  tied  up  by 
such  antibodies  in  the  blood  stream,  and 
therefore  cannot  reach  vital  cells  to  react.  It 
is  the  individual  with  a low  titer  of  antibody 
who  displays  the  allergic  reaction.  By  giving 
these  hypersensitive  individuals  small  doses 
of  the  antigen  over  a period  of  time,  he  may 
become  desensitized,  probably  by  building 
up  a high  titer  of  antibodies  which  circulate 
within  blood  vessels. 

In  summary  then  Antigen  -1-  antibody  (1) 
Release  histamine  from  cells  Acts  on 
tissues  causing  edema,  vasodilation,  etc.  (2,  3). 

1.  Blocked  by  cortisone 

2.  Blocked  by  antihistamine 

3.  Directly  opposed  by  epinephrine 

Epinephrine  is  the  emergency  drug  used  to 


treat  anaphylactic  shock.  A person  seen  in 
a state  of  shock  — in  a coma,  or,  showing 
dyspnea,  low  blood  pressure,  etc.,  is  given 
epinephrine  in  a dose  of  1/4  to  V2  cc  of  1/1000 
strength,  subcutaneously.  This  is  usually  suf- 
ficient to  combat  immediately  the  circulatory 
derangements. 

About  ten  or  twelve  cases  of  anaphylatic 
shock  following  bee  sting,  some  with  autopsy 
reports,  have  recently  been  described  in  the 
medical  literature.  The  degree  of  reactions 
reported  were,  naturally,  different  in  the  var- 
ious individuals.  There  are  degrees  of  sen- 
sitivity in  man  as  well  as  in  experimental 
animals.  Some  people  show  only  a slight  re- 
action, while  others  may  show  an  extreme 
reaction,  with  actual  shock,  and  unless 
treated,  may  die. 

If  one  should  display  a shock  reaction  and 
manages  to  survive  for  at  least  30  minutes, 
he  will  most  likely  recover,  since  by  that 
time,  the  reaction  has  probably  run  its  course. 
The  30  minute  period  is  usually  the  critical 
period. 

One  should  treat  the  first  signs  of  shock  as 
he  would  any  circulatory  or  nervous  type 
shock  state.  That  is,  measures  should  be 
started  which  will  increase  venous  return  to 
the  heart  and  head.  This  is  accomplished  by 
elevation  of  the  legs  and  trunk  above  heart 
level.  The  individual  should  also  be  kept 
warm  and  quiet  until  a doctor  arrives  and 
treats  the  condition  as  he  sees  fit. 

PHARMACY  PAPER— 

(Continued  from  Page  35) 
mand,  we  can  make  only  a small  beginning, 
which  is  why  the  program  outlined  above  is 
a modest  one.  But  the  urgency  of  the  problem 
in  the  underdeveloped  countries  requires  that 
we  make  an  immediate  start. 

When  we  do,  we  should  do  it,  not  because 
we  are  worried  about  what  the  Soviet  Union 
will  do,  but  because  we  cannot  abandon  these 
people  to  a mortality  rate  that  is  twice  our 
own  and  a life  expectancy  of  only  35  years. 

We  should  do  it  because  the  day  has  passed 
when  either  a man  or  a country  can  live  with 
either  moral  comfort  or  physical  safety  on  an 
island  of  plenty  and  good  health  surrounded 
by  a sea  of  poverty  and  sickness. 

We  should  do  it  in  the  hope  that  loosening 
the  bonds  that  bind  most  of  mankind  to  hun- 
ger and  disease  will  be  a major  step  in  help- 
ing to  liberate  the  human  spirit. 
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Advances  In 
Drug  Research 


ANTIBIOTICS  HOLDS  BRIGHT  PROMISE. 

SCIENCE  ROUND-TABLE  PREDICTS 

Despite  antibiotic  medicine’s  dramatic  life- 
saving accomplishments,  much  remains  to  be 
done  in  extending  its  prophylactic  or  preven- 
tive role;  in  understanding  the  causes  of  re- 
sistant bacteria;  and  in  determining  the  basic 
mode  of  action  against  pathogenic  organisms. 
These  problems  will  need  to  be  overcome  for 
antibiotics  to  fulfill  their  bright  promise. 

These  conclusions  emerged  from  a panel 
discussion  of  world  leaders  in  antibiotic  re- 
search and  development  at  the  opening  of  the 
Sixth  Annual  Symposium  on  Antibiotics. 

Dr.  Henry  Welch,  Chairman  of  the  Sym- 
posium and  Director  of  the  Antibiotics  Di- 
vision, Food  and  Drug  Administration,  opened 
the  session  with  a report  that  more  than  2,- 
500,000  pounds  of  antibiotics  are  produced 
annually  in  the  United  States,  and  this  has 
resulted  in  a marked  improvement  in  the 
treatment  and  prophylaxis  of  infectious  di- 
seases. Dr.  Welch  added,  however,  that  the 
problem  of  resistant  staphylococci  was  a 
pressing  one  requiring  concentrated  atten- 
tion. 

The  symposium  heard  from  the  following 
experts  in  the  field  of  antibiotic  medicine: 

Sir  Howard  W.  Florey,  William  Dunn 
School  of  Pathology,  University  of  Oxford, 
England,  and  an  associate  of  the  late  Sir 
Alexander  Fleming,  the  discoverer  of  peni- 
cillin. 

Dr.  Selman  A.  Waksman,  Institute  of  Mi- 
crobiology, Rutgers,  The  State  University, 
New  Brunswick,  N.  J.,  co-discoverer  of  the 
antibiotic  streptomycin. 


Dr.  Chester  S.  Keefer,  Robert  Dawson, 
Evans  Memorial  Hospital  and  Boston  Univer- 
sity School  of  Medicine,  Boston,  Mass. 

Dr.  Henry  F.  Dowling,  Department  of  Pre- 
ventive Medicine,  University  of  Illinois,  Col- 
lege of  Medicine,  Chicago. 

Dr.  Felix  Marti-Ibanez,  professor  of  his- 
tory of  medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  editor-in- 
chief  of  the  medical  news-magazine,  MD,  who 
served  as  moderator. 

The  following  abstracts  are  from  the  pre- 
pared remarks  of  the  participants: 

DR.  WELCH:  The  tremendous  quantities 
of  antibiotics  now  produced  (over  2,500,000 
pounds  annually  in  the  United  States  alone) 
has  resulted  in  marked  improvement  in  the 
treatment  and  prophylaxis  of  infectious  di- 
sease but  along  with  these  advances  in  ther- 
apy medical  problems,  some  quite  serious, 
have  arisen.  One  of  the  latter  is  the  pressing 
problem  of  resistant  staphylococci  and  pre- 
vailing incidence  of  world-wide  staphylococci 
disease.  Practically  four  sessions  of  the  con- 
ference, including  two  panel  discussions,  were 
devoted  to  the  staphylococci  disease  problem. 

DR.  WAKSMAN:  The  biogenesis  of  the 
antibiotics  (how  they  may  be  “bred”  or  other- 
wise evolved)  and  the  mode  of  action  of  an 
antibiotic  remain  vital  keys  to  future  develop- 
ment. It  is  known  that  certain  chemicals 
added  to  the  medium  will  favor  the  produc- 
tion of  specific  antibiotics,  or  of  different 
forms  of  a given  antibiotic,  as  in  the  case  of 
the  penicillins  and  the  actinomycins.  It  is 
further  known  that  specific  environmental 
conditions  favoring  one  type  of  metabolism 
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over  another  will  result  not  only  in  an  in- 
crease in  the  yield  but  will  often  result  in  a 
change  in  its  chemical  composition.  Little 
is  known  of  the  mode  of  action  of  the  anti- 
biotic, that  is,  how  it  acts  upon  different 
bacteria.  Just  what  connection  is  there  be- 
tween the  nature  of  the  organism  and  its  sen- 
sitivity to  a particular  antibiotic? 

SIR  HOWARD  FLOREY:  The  United 
States  may  be  credited  with  three  fundamen- 
tal steps  in  bringing  penicillin  into  wide  med- 
ical use:  (1)  the  development  of  the  deep 
fermentation  process;  (2)  the  production  of 
strains  of  fungus  yielding  far  more  penicillin 
than  Fleming’s  original  strains;  (3)  improve- 
ment in  the  fermentation  media,  especially 
by  the  addition  of  corn-steep  liquor.  The 
gigantic  scale  on  which  penicillin  was  finally 
produced  is  a tribute  to  the  chemical  and 
engineering  skill  of  the  United  States. 

DR.  KEEFER:  The  practical  achievements 
so  far  have  come  from  the  utilization  of 
agents  which  interfere  with  the  metabolism 
of  microorganisms.  It  should  not  be  over- 
looked, however,  that  Dubos  and  his  col- 
leagues were  the  first  to  demonstrate  that  it 
is  possible  to  alter  the  pathologic  course  of 
certain  organisms,  such  as  type  III  pneu- 
mococcus through  the  enzymatic  destruction 
of  its  capsule  and  its  products.  The  search 
for  more  information  and  enzymes  which  are 
specific  for  broad  classes  of  bacteria  may 
yield  products  of  great  value. 

DR.  DOWLING:  Prophylactic  uses  for  anti- 
biotics to  date  may  be  summ"arized  as  follows: 
(1)  the  broad-spectrum  antibiotics  have  been 
effective  in  suppressing  scrub  typhus;  (2) 
they  can  be  used  to  lower  the  number  of  bac- 
teria in  the  intestine  preoperatively  and  in 
ulcerative  colitis  or  cirrhosis  of  the  liver;  (3) 
they  will  reduce  the  frequency  and  severity 
of  acute  pulmonary  infections  in  patients 
with  chronic  bronchitis  and  bronchietasis. 
There  are  two  additional  prophylactic  areas: 
the  stimulation  of  the  growth  of  animals  by 
presumably  suppressing  the  growth  of  micro- 
organisms in  the  intestines  and  the  preserva- 
tion of  food  for  human  use.  The  future  of 
antibiotics  will  be  written  by  those  re- 
searchers who  search  out  new  paths  rather 
than  follow  those  cut  out  by  previous  inves- 
tigators. 


POTENTIAL  ANTI-LEUKEMIA  DRUGS 

Two  potential  anti-leukemia  drugs,  re- 
ported to  attack  several  forms  of  cancer  in 
animals  but  to  do  little  harm  to  the  animals’ 
normal  tissues,  were  described  at  the  Amer- 
ican Chemical  Society’s  134th  national  meet- 
ing recently. 

Preliminary  reports  of  clinical  trials  in- 
dicate that  both  compounds  have  at  least 
temporary  effects  on  some  malignant  diseases 
— primarily  those  of  the  blood-making  organs 
in  adults,  it  was  stated.  The  chemical  prop- 
erties and  biological  action  of  the  new  agents 
were  reported  in  technical  papers  presented 
before  the  Society’s  Division  of  Medicinal 
Chemistry  by  chemists  of  The  Upjohn  Com- 
pany, Kalamazoo,  Michigan,  Dr.  Harold  G. 
Petering,  Dr.  John  S.  Evans  and  Robert  B. 
Birkenmeyer. 

The  first  compound,  identified  as  U-8344, 
was  described  by  Dr.  Petering,  a bio-chemist, 
as  having  “striking  activity  in  regressing  or 
inhibiting  a variety  of  established  leukemias 
and  cancers  in  rats  and  mice,  without  undue 
toxic  action  against  normal  tissue  in  the  same 
animals.” 

Chemically  it  is  called  5-Bis  (2’-chloroethyl)- 
aminouracil.  Dr.  Petering  said,and  it  is  re- 
lated to  ribonucleic  acid,  an  essential  part  of 
all  living  cells. 

Dr.  Evans,  also  a biochemist,  reported  the 
second  material,  U-7824,  as  “Highly  active 
in  inhibiting  transplantable  mouse  and  rat 
tumors,  with  minimal  toxic  effects  against 
normal  tissue.” 

This  compound  is  called  N,  N-p-bis-(2- 
iodoethyl)amino  benzylphosphonate.  Since 
phosphorus  compounds  play  an  important 
part  in  cell  chemistry,  the  Upjohn  chemists 
synthesized  this  phosphorus-containing  ma- 
terial in  the  hope  that  it  might  be  nontoxic 
and  might  move  into  cancerous  tissue  easily, 
it  was  explained. 

Both  the  new  compounds  are  members  of 
the  nitrogen  mustard  class  of  chemicals, 
which  include  the  poisonous  mustard  gas  used 
in  World  War  I.  Nitrogen  mustards  are  pres- 
ently used  in  cancer  therapy,  but  they  are 
limited  by  their  serious  side-effects  on  nor- 
mal cells,  the  chemists  said. 

U-8344  and  U-7824  have  been  chemically 
“tailored”  to  strip  them  of  side  effects.  Both 
materials  have  been  found  to  be  active  when 
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taken  by  mouth  and  can  be  tolerated  by  hu- 
man beings  when  administered  as  tablets, 
it  was  stated. 

Clinical  trials  of  the  prospective  drugs  are 
still  in  progress  in  the  Upjohn  Company’s 
clinical  investigation  department.  It  is, 
therefore,  too  early  to  tell  what  role  these 
compounds  will  have  in  the  treatment  of 
cancer,  it  was  pointed  out. 

NEW  ANTIBIOTIC  STUDIED 

A research  group  recently  reported  the 
isolation  of  a new  broad-spectrum  antibiotic, 
Actinobolin,  which,  in  laboratory  tests,  shows 
activity  against  a number  of  infections  and 
experimental  cancers. 

Three  reports  at  the  Sixth  Annual  Anti- 
biotics Symposium  on  the  origin  and  bio- 
logical evaluation  of  Actinobolin;  isolation 
and  characterization;  and  pilot  plant  studies 
of  the  antibiotic  were  presented  by  Parke- 
Davis  & Company  research  personnel. 

In  addition,  the  Sloan-Kettering  Cancer 
Institute  reported  Actinobolin  to  be  effective 
at  relatively  high  concentrations  in  repress- 
ing the  growth  of  a number  of  transplantable 
cancers.  However,  in  Detroit,  company  execu- 
tives pointed  out  while  numerous  studies  on 
Actinobolin  have  been  conducted  they  “can- 
not at  present  say  that  Actinobolin  is  of 
significant  value  in  the  treatment  of  human 
cancer.” 

Dr.  Robert  Pittillo  told  the  group  Actino- 
bolin was  obtained  from  aerated  broth  cul- 
tures of  a Streptomyces.  The  Streptomyces 
culture  stemmed  from  a Georgia  soil  isolate 
obtained  for  the  Parke-Davis  soil  sample 
screening  program. 

Dr.  Pittillo  said  Actinobolin  was  found  in 
laboratory  tests  to  be  a “potent  inhibitor”  of 
various  gram-positive  and  gram-negative 
bacteria.  He  also  reported  that  relatively 
high  doses  protected  mice  against  experimen- 
tal staphylococcal,  streptococcal  and  Kleb- 
siella infections. 

Actinobolin  gave  “essentially  complete  pro- 
tection” against  an  infection  of  Stap.  aureus 
Smith  with  a single  day’s  treatment  consist- 
ing of  1,000  mg  .per  kilogram  of  body-weight 
administered  orally  or  500  mg.  per  kilogram 
of  weight  given  by  subcutaneous  injection. 

However,  Dr.  Pittillo  stated,  that  Actin- 
obolin was  essentially  ineffective  against 
Mycobacterium  tuberculosis  H37Rv  in  mice. 

High  doses  of  Actinobolin  were  well- 


tolerated  by  laboratory  animals  and  no  irri- 
tation occurred  at  injection  sites,  he  ex- 
plained. 

Drs.  Theodore  H.  Haskell  and  Quentin  R. 
Bartz  reported  that  the  chemical  isolation 
of  Actinobolin  was  accomplished  by  carbon 
adsorption  and  ion  exchange  techniques.  The 
new  antibiotic  has  the  chemical  formula  of 
C’3H“-22N^06. 

Actinobolin  base  as  well  as  its  salts  are  ex- 
tremely water  soluble  and  cannot  be  satis- 
factorily extracted  from  an  aqueous  solution 
with  any  of  the  common  immiscible  organic 
solvents,  Drs.  Haskell  and  Bartz  said. 

They  said  the  antibiotic  is  amphoteric  and 
complexes  iron  (III)  and  aluminum  quite 
readily. 

Dr.  Salvatore  A.  Fusari  told  the  Antibiotics 
Symposium  of  the  successful  scale-up  of  the 
fermentation  of  Actinobolin  from  30-liter 
stirred  jars  to  2,000  gallon  fermentors. 

“Owing  to  the  powerful  chelating  prop- 
erties of  this  antibiotic  for  both  iron  and 
aluminum,  a method  of  purification  was  de- 
vised which  enabled  us  to  more  easily  pre- 
pare the  metal-free  antibiotic  in  pilot  plant 
quantities,”  he  reported. 


KANAMYCIN  FOUND  TO  KILL 
BACTERIA  BY  JAMMING  CELLS'S 
ENERGY  CENTERS 

The  germ-killing  action  of  the  new  anti- 
biotic, kanamycin,  is  a result  of  the  drug’s 
interference  with  a series  of  chemical  re- 
actions in  the  “dynamos”  of  cells. 

This  was  reported  before  the  Sixth  Annual 
Symposium  on  Antibiotics  by  four  researchers 
from  Bristol  Laboratories,  Syracuse,  N.  Y., 
developers  of  the  drug.  In  a series  of  tests 
on  staphylococci  and  other  bacteria,  the 
scientists  found  that  kanamycin  is  highly  ef- 
fective against  germ  cells  which  require  air  to 
live.  They  said  the  drug  blocks  the  processes 
by  which  cells  oxidize  nutrient  chemicals  to 
obtain  energy.  This  energy  is  produced  out- 
side the  cell  nucleus  in  the  mitochondira  as 
ATP  (adenosine  triphosphate). 

When  ATP  production  is  reduced,  the  Bris- 
tol researchers  found  that  the  cell  wall  be- 
comes fragile  and  the  cell  is  destroyed. 

Determining  the  drug’s  mode  of  action  is 
important  as  an  addition  to  basic  knowledge 
about  antibiotics,  and  may  aid  in  fashioning 
new  and  more  effective  antibacterial  agents. 
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The  action  of  kanamycin  against  germs  is 
especially  interesting  to  scientists  because 
it  is  a “bactericidal”  drug  — that  is,  it  ac- 
tually kills  the  bacteria.  Most  broad  spec- 
trum antibiotics  now  in  general  use  prevent 
germ  cells  from  multiplying.  Thus  the  body’s 
own  defense  mechanisms  are  largely  respon- 
sible for  bringing  the  infection  under  control. 


LIPOMUL 

Description:  Each  100  cc.  contains  Cottonseed 
oil  - 15  Gm.;Dextrose  anhydrous  - 4 Gm.; 
Lecithin  - 1.2  Gm.;  Oxyethyleneoxypro- 
pylene  polymer  - 0.3  Gm. 

Indications:  Lipomul  I.V.  is  indicated  in  pa- 
tients who  are  unable  to  take  adequate 
food  by  mouth  for  any  considerable  period 
of  time. 

Dosage:  Administer  only  by  intravenous 
route.  Adults  — Not  more  than  2 units  of 
500  cc.  daily.  Total  not  to  exceed  14  in- 
fusions. Infants  and  Children  — Maximum 
daily  dose  ranges  up  to  10  cc.  per  pound  of 
body  weight.  Suggested  rates  of  infusion: 

Adults  Infants  and  Children 

First  5 minutes  10  drops/min.  5-10  drops/min. 

Next  25  minutes  40  drops/min.  0. 5-1.0  drops/lb. /min. 

Next  30  minutes  100  drops/min.  0.5- 1.0  drops/lb. /min. 

1 cc.  = approximately  20  drops 

Precautions:  Lipomul  I.V.  must  not  be  mixed 
with  blood  or  any  other  infusion  fluid  or 
drug,  or  given  simultaneously  through  the 
same  tubing.  Use  only  the  recipient  sets 
supplied  with  Lipomul  I.V. 

Dosage  Form:  In  600  cc.  bottle  containing  500 
cc.  of  15%  fat  emulsion.  . 

Source:  The  Upjohn  Company. 

HALODRIN  TABLETS 

Description:  Each  tablet  contains  Fluoxymes- 
terone  (9a  - fluoro  - 1 IB  - hydroxy-17-methyl- 
testosterone)  1.0  mg.  and  Ethinyl  Estradiol 
0.02  mg. 

Indications:  Androgen  and  estrogen  have  a 
complementary  effect  in  relieving  symp- 
toms of  the  menopause,  male  climacteric 
and  osteoporosis.  However  they  are  anta- 
gonistic as  to  specific  hormonal  effect  on 
sexual  tissue  and  secondary  sex  character- 
istics; i.e.,  hypertrophy  of  endometrium, 
break-through  bleeding,  prostatic  stimula- 
tion in  the  male,  hirsutism,  acne,  and  voice 
change  in  the  female.  Halodrin  provides 
therapeutic  control  with  a minimum  of  un- 


desirable side  effects. 

Dosage:  Menopause  — • 1 tablet  twice  daily. 
Male  climacteric  — 1 tablet  twice  daily. 
Maintenance  — Adjust  dose  to  individual 
requirement.  Osteoporosis  — 1-2  tablets  3 
or  4 times  daily. 

Precautions:  Halodrin  should  be  used  with 
caution  in  estrogen  or  androgen  sensitive 
persons.  Elderly  persons  should  be  ob- 
served for  any  tendency  to  steroid-induced 
edema.  Higher  doses  required  for  treating 
osteoporosis  necessitate  increased  vigilance 
to  the  possible  development  of  side  effects. 

Contraindications:  Male  Prostatic  car- 
cinoma. Female  — Breast,  uterine,  cervical 
and  ovarian  carcinoma. 

Dosage  Form:  As  scored  pink  tablets  in 
bottles  of  100. 

Source:  The  Upjohn  Company. 

HORMOZYME  TABLETS 

Description:  Each  tablet  contains  Halotestin 
fluoxymesterone)  — 0.67  mg.;  Ethinyl  Es- 
tradiol — 0.015  mg.;  Vitamin  A (synthetic) 
— 2500  U.S.P.  units;  Vitamin  D — 250 
U.S.P.  units;  Thiamine  Mononitrate  (Bi)  — 
1.25  mg.;  Riboflavin  (B2)  — 1.25  mg.;  Pyri- 
doxine  Hydrochloride  (Be)  — 0.25  mg.; 
Cyanocobalamin  (B12)  — 1 meg.;  Ascorbic 
Acid  (as  sodium  ascorbate)  (C)  — 25  mg.; 

..  Nicotinamide  — 10  mg.;  Calcium  Pan- 
tothenate — 2.5  mg.;  Folic  Acid  — 0.125 
mg.;  Calcium  Phosphate;  and  Dibasic  — 100 
mg. 

Dosage:  One  tablet  two  or  three  times  daily 
in  the  following  conditions:  Menopausal 
symptoms,  male  climacteric,  general  de- 
bilitation and  osteoporosis  of  various 
etiology. 

Precautions:  Hormozyme  should  be  used  with 
caution  in  estrogen  or  androgen  sensitive 
persons.  Elderly  persons  should  be  ob- 
served for  any  tendency  to  steroid-induced 
edema.  Higher  doses  required  for  treating 
osteoporosis  necessitate  increased  vigilance 
to  the  possible  development  of  side  effects. 

Contraindications:  Male  — Prostatic  car- 
cinoma. Female  — Breast,  uterine,  cervical 
and  ovarian  carcinoma. 

Dosage  Form;  As  yellow  coated  compressed 
tablets  in  bottles  of  100. 

Source:  The  Upjohn  Company. 

VANCOCIN 

Description;  (Vancomycin-Lilly),  an  anti- 
biotic produced  by  fermentation  from  the 


44 


JANUARY  1959 


soil  mold  organism,  Streptomyces  orien- 
talis. 

Indications:  In  patients  seriously  ill  with 
Gram-positive  organisms.  Its  primary  im- 
portance is  in  the  treatment  of  infections 
due  to  staphylococci  and  enterococci  which 
are  resistant  to  other  antibiotic  agents.  It 
is  not  recommended  for  routine  therapy. 

Dosage:  The  recommened  adult  dosage  is  500 
mg.  given  by  the  intravenous  route  every 
six  hours,  or  1 Gm.  every  twelve  hours,  or 
2 Gm.  daily  by  continuous  infusion.  For 
children,  the  recommended  dosage  is  20 
mg.  daily  per  pound  of  body  weight. 

Dosage  Form:  Vancocin  is  supplied  in  10-cc. 
rubber-stoppered  ampoules,  each  contain- 
ing 500  mg.  of  the  dry,  sterile  powder.  To 
this  is  added  10  ml.  of  Water  for  Injection, 
U.S.P.  This  solution  then  is  diluted  further 
for  administration  by  infusion. 

Source:  Eli  Lilly. 

TRILAFON  — NEW  DOSAGE  FORM 

Trilafon  Suppositores  and  Trilafon  Injec- 
tion in  vials  were  introduced  to  the  profes- 
sions recently  by  Schering  Corporation. 
INJECTION  HYDELTRASOL 

Description:  A sterile  solution  containing  20 
mg.  of  prednisolone  21-phosphate  in  each  cc. 

Indications:  Injection  Hydeltrasol  is  recom- 
mended for  emergency  and  general  use 
wherever  corticosteroid  therapy  is  in- 
dicated. 

Dosage  Form;  2 cc.  and  5 cc.  vials.  It  needs  no 
reconstitution  or  refrigeration  and  retains 
full  potency  for  at  least  a year  at  room 
temperature. 

Source:  Merck  Sharp  and  Dohme. 

SINUTAB 

Description:  Each  tablet  contains  150  mg. 
(2%  gr.)  N-acetyl-para-aminophenol  (AP- 
AP),  150  mg.  (2V2  gr.)  acetophenetidin,  25 
(%  gr.)  phenyl-propanolamine  HCl, 
and  22  mg.  (1/3)  gr.)  phenyltoloxamine  di- 
hydrogen citrate. 

Indications:  For  the  prophylaxis  and  treat- 
ment of  sinus  headache. 

Dosage:  Adults  — at  the  first  sign  of  head- 
ache, two  tablets  followed  by  one  tablet 
every  four  hours;  dosage  not  to  exceed  six 
tablets  in  twenty-four  hours. 

Children  (6-12  years)  — ■ Half  of  adult 
dosage;  otherwise,  as  directed  by  physician. 

Dosage  Form:  Bottles  of  30  scored  tablets. 

Source:  Warner-Chilcott  Laboratories. 


MADRIBON  TABLETS  AND  SUSPENSION 

Description:  Madribon  is  a chemical  anti- 
bacterial with  the  name  2,  4-dimethoxy-6- 
sulfanilamido-1,  3-diazine. 

Indications:  Upper  respiratory  infections, 
urinary  tract,  and  soft  tissue  infections, 
when  due  to  susceptible  microoganisms. 
Prophylactically,  against  meningitis,  rheu- 
matic fever  and  secondary  invaders  in  virus 
infections. 


Tablets 

Initially  Every  24  Hours 
2 1 

V2  ¥4 

1 1/2 

2 1 

Suspension  (teasp.) 

Initially  Every  24  Hours 

4 2 

1 1/2 

2 1 

4 2 

The  above  dosage  schedule  should  be 
doubled  in  severe  infections  requiring  more 
intensive  therapy.  Continue  therapy  for 
5 to  7 days,  or  until  the  patient  is  asympto- 
matic for  at  least  48  hours. 

Caution:  There  may  be  occasional  failures 
due  to  resistant  bacterial  strains.  The  usual 
precautions  in  sulfonamide  therapy  should 
be  observed,  including  the  maintenance  of 
adequate  fluid  intake.  If  toxic  reactions 
or  blood  dyscrasias  occur,  use  of  the  drug 
should  be  discontinued. 

Dosage  Form:  Tablets,  0.5  Gm.,  gold  colored, 
double  scored,  monogrammed  — bottles  of 
30,  250  and  1000. 

Suspension,  0.25  Gm/teasp.  (5  cc.),  custard 
flavored  — bottles  of  4 oz.  and  16  oz. 

Source:  Roche  Laboratories. 

DECADRON 

Description:  Tablets  of  dexamethasone,  an 
anti-inflammatory  steroid. 

Indications:  Rheumatoid  arthritis,  asthma, 
and  a wide  range  of  other  allergic  and  in- 
flammatory conditions. 

Dosage  Form:  Bottles  of  one  hundred  tablets 
containing  either  0.75  or  0.5  mg.  dexa- 
methasone. 

Source:  Merck  Sharp  & Dohme. 


Dosage: 

Adults: 

Children: 
20  lbs. 
40  lbs. 
80  lbs. 
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PHARMACEUTICAL  ECONOMICS 
THE  ADRENOCORTICOID  MARKET 


The  market  for  adrenocorticoid  prepara- 
tions has  increased  each  year  since  the  intro- 
duction of  cortisone  in  1950  . Starting  with  an 
annual  volume  of  $13  million,  total  sales  at 
manufacturer’s  level  of  cortocoid  prepara- 
tions are  now  estimated  to  be  slightly  over 
$95  million.  This  compares  with  approx- 
imately $350  million  of  antibiotic  at  manufac- 
turer’s level.  The  total  “ethical”  sales  of  the 
pharmaceutical  industry  in  1958  are  at  ap- 
proximately $2  billion. 

Approximately  9%  of  all  prescriptions  writ- 
ten by  American  physicians  are  for  cortocoid 
drugs.  This  comparies  with  15.5%  for  the 
antibiotics,  and  10%  for  the  tranquilizers. 

Each  new  steroid  discovery  broadens  the 
area  of  usefulness  for  the  corticoids.  The 
discovery  of  cortisone  by  Drs.  Kendall  and 
Hench  at  the  Mayo  Clinic  and  its  successful 
synthesis  and  introduction  as  “Cortone”  in 
1949  by  research  workers  of  Merck  & Co., 
Inc.,  Rahway,  N.  J.,  introduced  the  first  prac- 
tical synthesized  drug  for  the  alleviation  of 
rheumatoid  arthritis  and  related  collagen  di- 
seases. Later,  when  Sobering  Corporation 
also  synthesized  cortisone  and  marketed  it  as 
“Cortogen,”  the  market  was  nearly  tripled 
by  1952. 

The  synthesis  of  hydrocortisone  by  Merck 
contributed  further  to  expansion  of  the  mar- 
ket as  the  latter  steroid  found  special  use- 
fulness in  dermatologic  and  ophthalmic  fields. 
Sobering  Corporation,  The  Upjohn  Company 


and  Chas.  Pfizer  also  introduced  hydrocor- 
tisone. In  1954,  Squibb  chemists  succeeded  in 
developing  a fluorinated  compound,  called 
fludrocortisone,  which  for  a time  appeared 
to  be  of  value  in  the  treatment  of  skin  con- 
dtions,  but  which  has  not  attained  very  wide 
acceptance.  Sales  for  the  year,  however,  ex- 
ceeded $50  million  for  the  first  time. 

In  1955,  the  discovery  of  the  “Meti”  steroids, 
prednisone  and  prednisolone,  by  Sobering 
scientists,  widened  the  area  of  usefulness  of 
the  steroids.  By  the  end  of  1956  the  total 
market  for  these  compounds  alone  exceeded 
$50  million  and  the  total  market  reached  ap- 
proximately $85  million  per  year.  The  advent 
of  methylprednisolone  late  in  1957,  discovered 
by  Upjohn  research  workers  and  of  triam- 
cinolone in  the  Lederle  Laboratories  of 
American  Cyanamid  Company  this  year  have 
brought  the  total  volume  of  sales  for  these 
drugs  to  nearly  $100  million.  Both  of  these 
substances  were  but  derivatives  of  one  of  the 
new  “Meti”  compounds. 

Early  this  year,  Merck  scientists  announced 
the  development  of  16-alpha-methyl-9-alpha- 
fluoro-prednisolone  followed  shortly  by  a 
similar  announcement  by  Schering  chemists 
that  they  had  independently  developed  this 
substance  and  the  16-substituted-beta-methyl 
group.  Again  these  are  derivations  of  the 
“Meti”  compounds.  These  substances  show 
in  clinical  trial  increased  activity  milligram 
for  milligram  over  other  steroids,  being  5 to 
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6 times  as  active  as  trimacinolone  and  methyl- 
prednisolone  and  nearly  40  times  as  active  as 
cortisone. 

It  is  not  likely  that  the  introduction  of  “De~ 
cadron”  by  Merck  and  “Deronil”  by  Schering 
will  have  an  immediate  effect  on  the  ex- 
pansion of  the  overall  market.  However,  it 
is  likely  that  the  market  will  be  extended 
further  as  the  average  physician  responds 
to  the  new  lower  dosage  steroids  which  pre- 
sumably will  add  to  the  greater  safety  in 
use  of  this  therapy. 

One  of  the  interesting  facts  about  the 
steriod  market  is  that  the  accepted  older 
steroids  do  not  become  obsolete  as  new  dis- 
coveries make  their  appearance.  For  instance, 
the  cortisone  market  is  still  several  million 
dollars  per  year,  and  that  for  hydrocortisone 
nearly  one-quarter  of  the  total  because  of 
continued  use  of  the  latter  in  certain  areas 
of  treatment,  especially  dermatologic.  The 
“Meti”  steroids,  prednisone  and  prednisolone, 
which  doubled  the  market  in  four  short  years 
will  probably  continue  in  the  neighborhood 
of  $40  million  or  more  per  year  because  of 
their  wide  acceptance  and  acknowledged 
greater  safety  in  use  due  to  freedom  from 
some  of  the  side  effects  which  became  evi- 
dent with  triamcinolone. 

Physician’s  response  to  “Deronil”  and  “De- 
cadron”  will  probably  result  in  an  increase 
in  the  market  to  $120  million  for  1959.  There 
should  be  little  material  change  in  the  posi- 
tion of  the  other  steroids  with  the  possible 
exception  of  triamcinolone  which  may  show 
a marked  decrease. 


ADVANCES  IN  DRUG  RESEARCH— 

(Continued  from  Page  - ) 
MESTINON  TIMESPAN  TABLETS 
Description:  Mestinon  Timespan  tablets  con- 
tain 180  mg.  of  Mestinon  Bromide  (pyridos- 
tigmin)  is  sustained  release  form. 
Indications:  This  dosage  form,  because  of  its 
prolonged  action,  facilitates  the  control  of 
myasthenic  symptoms.  The  effect  of  Mes- 
tinon Timespan  is  about  two  and  one-half 
times  that  of  regular  Mestinon. 

Dosage:  Dosage  must  be  individualized  ac- 
cording to  the  patient’s  response.  One-half 
to  three  Mestinon  Timespan  tablets  once 
or  twice  daily  will  usually  be  sufficient  to 
control  symptoms.  However,  the  needs  of 
some  patients  may  vary  markedly  from  this 


average.  The  interval  between  doses  should 
be  at  least  six  hours. 

Dosage  Form:  Tablets,  scored,  capsule-shaped 
in  bottles  of  100  and  1000. 

Source:  Roche  Laboratories. 


1959  N.A.R.D.  CONVENTION  TO  BE  HELD 
IN  ST.  LOUIS 

Plans  for  the  1959  convention  of  the  Na- 
tional Association  of  Retail  Druggists  to  be 
held  in  St.  Louis,  Mo.,  September  20-24,  were 
approved  by  the  executive  committee  of  the 
association  recently.  The  convention  regis- 
tration fee  was  raised  from  $7.50  to  $10.00. 

Also  the  executive  committee  approved 
plans  for  the  campaign  in  support  of  national 
fair  trade  legislation  to  be  introduced  in  the 
86th  Congress  early  next  year. 

Various  business  problems  of  the  inde- 
pendent retail  pharmacist  were  discussed  in- 
cluding: public  and  professional  relations, 
problems  that  originate  with  pharmaceutical 
manufecturers,  tax  burdens  of  the  independ- 
ent proprietor  and  legislation  affecting  small 
business. 


1959  A.PH.A.  CONVERTION  CHANGED 
TO  AUGUST 

At  a meeting  of  the  Council  of  the  Amer- 
ican Pharmaceutical  Association  held  in 
Chicago  recently  the  date  of  the  1959  con- 
vention of  the  Association  was  changed  from 
the  week  of  April  19  to  the  week  of  August  16. 

There  is  no  change  in  the  convention  city, 
which  is  Cincinnati,  Ohio. 

According  to  Robert  P.  Fischelis,  Secretary 
of  the  Association,  there  were  several  reasons 
why  the  Council  recommended  the  change. 
The  American  Association  of  College  of  Phar- 
macy and  the  American  Society  of  Hospital 
Pharmacists  both  had  requested  that  the  con- 
ventions be  held  in  the  summer  so  that  more 
of  their  members  could  attend.  Also  it  was 
noted  that  the  Jewish  Passover  Holidays  be- 
gin April  22,  hereby  making  it  impossible  for 
some  of  the  members  to  attend  the  meetings 
scheduled  the  latter  part  of  the  week. 

The  First  General  Session  will  probably 
be  held  on  the  evening  of  August  18,  and 
meetings  of  the  House  of  Delegates  and  the 
Sections  will  follow  on  August  19,  20  and  21. 
More  complete  information  regarding  the 
convention  will  become  available  as  arrange- 
ments in  Cincinnati  are  completed. 
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SUPPORT  REGISTERED 
PHARMACISTS  EMBLEM 

Vere  Larsen,  Alcester, 
South  Dakota  received  a 
Registered  Pharmacists  Li- 
cense Plate  Medallion  from 
Robert  E.  Dybing,  Johnson  & 
Johnson  General  Line  Sales, 
Sioux  City,  Iowa.  Mr.  Larsen 
praised  the  program  of  pub- 
lic recognition  for  Phar- 
macist being  sponsored  by 
Johnson  & Johnson  national- 
ly. He  said  this  means  of 
recognition  is  “in  good  taste 
and  a professional  service 
needed  and  long  sought  by 
many  members  of  the  South 
Dakota  Pharmaceutical  As- 
sociation and  other  regis- 
tered pharmacists  through- 
out the  country.”  Details  on 
how  the  green  and  white 
four  inch  automobile  em- 
blem can  be  obtained  are 
available  through  the  South 
Dakota  Pharmaceutical  Asso- 
ciation of  Johnson  & John- 
son representatives. 


PHARMACY  STUDENTS 
AWARDED  HONORS 

Two  pharmacy  students 
were  elected  to  membership 
in  Tau  Chapter  of  the  Rho 
Chi  Honorary  Pharmaceu- 
tical Society  recently.  Those 
named  were  Donald  Chris- 
topherson,  senior  pharmacy 
student  from  Toronto,  South 
Dakota  and  Stanley  Shaw, 
graduate  assistant  in  phar- 
maceutical chemistry  from 
Parkston,  South  Dakota. 

The  South  Dakota  State 
College  chapter  of  the  na- 
tional honor  society  of  Phi 
Kappa  Phi  initiated  three 
pharmacy  students  into 
membership  in  November. 
To  be  chosen  for  membership 
a student  must  have  a grade 
point  average  of  at  least  3.25 
(4.0  is  all  “A’s”).  He  must 
also  be  of  good  character  and 
be  within  a year  of  grad- 
uation. Not  more  than  six 
percent  of  the  senior  class 
may  be  elected  to  member- 
ship in  the  organization. 


Those  chosen  from  the  Di- 
vision of  Pharmacy  are  Mer- 
lin Jueneman,  Adrian,  Minn.; 
Larry  Leighton,  Rutland  and 
Mary  Vande  Voorde,  Cham- 
berlain, South  Dakota. 

Four  pharmacy  students 
from  the  senior  class  chosen 
to  appear  in  the  1958-1959 
edition  of  “Who’s  Who 
Among  Students  in  Amer- 
ican Universities  and  Col- 
leges.” 

Qualifications  considered  in 
selecting  candidates  are  “ex- 
cellence and  sincerity  in 
scholarship;  leadership  and 
participation  in  extra-curri- 
cular and  academic  activities; 
citizenship  and  service  to  the 
school;  and  promise  of  future 
usefulness  to  business  and 
society. 

Pharmacy  seniors  to  appear 
are  Merlin  R.  Jueneman,  Ad- 
rian, Minn.,  Richard  M.  King, 
Rapid  City;  Faye  Stephens, 
Belle  Fourche;  and  Mary  B. 
Vande  Voorde,  Chamberlain. 
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In 

smooth 
muscle 
spasm . . . 


• controls 

stress 

• relieves 

distress 


Pro-Banthme'with  Dartal' 


Pro-Banthme— 

unexcelled  for  relief  of  cholinergic  spasm-— 

has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 

Pro-Banthme  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applications:  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthine  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Fvcsearch  in  the  Service  of  Medicine. 


s 
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HEALTH  CARE  FOR  OUR  SENIOR 
CITIZENS 

Prepayment  of  medical  care  for  the  elderly 
has  long  been  a matter  of  urgent  and  con- 
tinuing concern  to  the  medical  profession  and 
its  Blue  Shield  Plans.  Within  the  past  year, 
however,  this  problem  has  been  made  some- 
thing of  a political  issue  through  the  intro- 
duction of  such  legislation  as  the  Forand 
Bill,  which,  if  adopted,  might  radically  affect 
the  future  of  the  entire  voluntary  health 
care  movement  in  America. 

What  are  the  facts  concerning  Blue  Shield 
coverage  of  senior  citizens?  What  has  the 
medical  profession  accomplished,  through 
Blue  Shield,  to  meet  this  challenge? 

The  answers  to  these  questions  will  be  of 
immediate  interest  as  a New  Congress  meets 
— a Congress  in  which  social  welfare  pro- 
grams are  certain  to  be  accorded  a high 
priority. 

Some  of  these  answers,  as  reported  recently 
to  A.M.A.’s  Council  on  Medical  Service  by 
the  national  association  of  Blue  Shield  Plans, 
are  truly  encouraging. 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMiD  COMPANY, 
Pearl  River,  New  York 
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-All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapyd 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.t  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant.  N.  D.;  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first-the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


thert-the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESic  tablet  provides: 


TRIAMINIC® . 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 

pyrilamine  maleate  ...  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 

Terpin  hydrate  . . 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic* 


timed-release 

tablets 


*Confams  TRIAMINIC  to  running  noses  and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 
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“No  patient  failed  to  improve/’* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated.”! 
pjdisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDA 

STRtPTOKIKSSf-STREPTOOORNASE 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 

With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  CYCLAMYCIN  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 

(new) 

^CYCLAMYCIN 

Triacetyloleandomycin,  Wyeth 


prompt, 

high  blood  levels  ' 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 
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Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
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ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
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publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


\ / 2 First, 

see  what  happens  when 


see  the  Metered-FIow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


/ 

/ 

t 

\ 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


each  0.6  cc.  contains; 


A (synthetic)  5000  U S. P.  Units 
0 (Calciferol)  1000  U S.P.  Units 
Bi  (Thiamine)  1 mg. 

Bj  (Riboflavin)  l mg. 

3<,  (Pyridoxine)  1 mg. 

BiafCyanocobalamin)  1 meg. 

C (Ascorbic  Acid)  50  mg. 

Niacinamide  10  mg. 

Panthenol  2 mg. 

in  a d-sorbitol  base  for  better  vitaminB]]  absorption 
tfMinimum  daily  requirement  lias  not  been  estab- 
lished. 

DOSAGE;  0.6  CC.  or  as  directed  by  physician, 

In  50  cc.  bottles 

no  refrigeration  needed  I 


6 Let’s  take  a minute 
to  admire  the  formula. 


500% 

200% 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRICi 


METERED-FLOW 


ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer&  Co.,  Inc. 
Science  for  the  world's  well-being 


^ . 


new 

-or 

cough 


t 

'! 

j 

[' 


I 


tastes 

good 

the  straws  just  symbol- 
ize the  good  flavor!  And 
DIMETANE  EXPECTORANT 
for  cough  is  as  effec- 
tive as  it  is  delicious. 
formula:  each  5 cc.  (1 
teaspoonful)  contains: 
DIMETANE  (Parabrom- 
dylamine  Maleate)  2.0 
mg.;  Glyceryl  Guaiaco- 
late  100.0  mg,;  Phenyl- 
ephrine Hydrochloride, 
USP  5.0  mg.;  Phenyl- 
propanolamine Hydro- 
chloride, NNR  5.0  mg.; 
Alcohol  3.5%  in  a good- 
tasting aromatic  base. 


Each  5 cc.  (1  teaspoonfu!)  contains: 

Parabromdylamine  Maleate 2.0mg. 

Phenylephrine  HCI 5.0  mg. 

Phenylpropanolamine  HC!  . .5.0  mg. 

Glyceryl  Guaiacolate  .100.0  mg. 

Alcohol  3.5  per  cent 
In  a palatable  aromatic  base 
CAUTION: 

Federal  law  prohibits  dispensing 
without  prescription. 

Average  Dose: 

Adults— 

1 to  2 teaspoonfuls  four  times  a day. 
Children— 

One  half  to  I teaspoonful  three 
or  four  times  a day. 

ADDITIONAL  IWrORMATION  TO  PHYSICIANS 
ON  REQUEST 


A.H.  ROBINS  CO.  Inc. 

RICHMOND,  VIROINIA 


works 

better 

combines  the  unsur- 
passed antihistamine 
Dimetane  with  the  clin- 
ically proven  expecto- 
rant glyceryl  guaiacol- 
ate (which  increases 
R.T.  E almost  200% ) and 
two  recognized  decon- 
gestants. When  addition- 
al cough  suppressant 
action  is  indicated,  pre- 
scribe DIMETANE  EXPEC- 
TORANT-DG,  which  pro- 
vides the  basic  formula 
with  dihydrocodeinone 
bitartrate  1.8  mg.  per 
5 cc.  (exempt  narcotic). 


Dimetane'Expectorant  BM 
Dimetane’Expectorant-DC 

JL  (WITH  DIHYOROCOOEINONE  BlTARTRATE  1.8  MG./SCC.)  j 
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FOR  THE  SLOW-TO-GROW  CHILD  B VITAMIN  SUPPORT. ..PLUS  THE 


PROTEIN-POTENTIATING  ACTION  OF  L-LYSINE. .PLUS  THE 

EXCEPTIONALLY  WELL-TOLERATED  HEMATINIC 


PERFORMANCE  OF  FERRIC  PYRO- 

PHOSPHATE.. .AND  THE  IRON  AND 

Bi2  enhancing  action  of  sorbitol 

IN  DELICIOUS  CHERRY  FLAVORED 

INCREMIN* 

Lysine— Vitamins 

BUILDS  IRON  RESERVES 

BOOSTS  APPETITE 

PROMOTES  GROWTH 

Each  daily  teaspoonful  dose  (5  cc.)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  B]2  Crystalline 2 5 mcgm. 

Thiamine  HCI  (Bj)  10  mg. 

Pyridoxine  HCI  (B5) 5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 0.75% 

Bottles  of  4 and  16  fl.  oz. 
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OFF^E  SURGERY t 


XYLOCAiNE®  HCI  SOLUTION 

(brand  of  lldocaine*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


use 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


ELECTIVE  AND  TRAUMATIC 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S.  PAT.  NO.  2.4A1.49a  MADE  IN  U.S  A. 


QUALITY  F5  PRODUCTS 

^fSriGE  ANO  P 

TODAY’S 

HEALTH 


Never  before  in  the  history  of  man  has  there 
been  such  extensive  research  in  an  effort  to 
improve  medical  care.  As  new  drugs,  medical 
procedures,  and  nursing  techniques  are  devel- 
oped, better  public  health  results. 

We  are  proud  to  be  a part  of  pharmacy’s 
vital  contribution  to  today’s  health,  and  we 
regard  our  function  of  distribution  as  a serious 
responsibility.  As  another  new  year  begins,  we 
want  to  reaffirm  our  desire  to  provide  you  with 
the  finest  service  possible.  Call  on  us  at  any 
time — we  are  at  your  service. 


WE  ARE  A 


DISTRIBUTOR 


BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


S.DJ.O.M.  JANUARY  1959  - ADV. 


39 


even  when  the  causative  organism 
may  be  a '''persistent  staph” 


Cosa-Sisrnemycin' 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN  C D 

increases  the  certainty  of 
safe,  rapid  response 


AS  PROVED  BY  extensive  clinical  trials — an  over-all 
success  rate  of  more  than  94%  was  achieved  in  a total 
of  3,280  cases. t 

AS  PROVED  BY  success  in  mixed  infections — more 
than  95%  of  1,000  acute  and  chronic  respiratory  tract 
infections  were  successfully  treated;  a 99%  cure  rate 
was  achieved  in  mixed  bacterial  pneumonias,  t 


AS  PROVED  BY  effectiveness  in  “problem  infec- 
tions”— a response  rate  better  than  96%  was  recorded 
in  a group  of  221  gastrointestinal  infections  including 
chronic  intestinal  amebiasis;  91%  of  465  urogenital 
infections  were  successfully  controlled,  f 

AS  PROVED  BY  excellent  safety  record — extremely 
well  tolerated;  discontinuance  of  medication  was 
necessary  in  only  11  of  3,280  patients,  f 


A significant  number  of  the  above  cases  had  not  responded 

to  other  antibiotics. 


Cosa-Signemycin  is  particularly  valuable  in  home  and  office, 
where  susceptibility  testing  is  difficult  or  impractical. 


supply:  Capsules  (green  and  white),  250  mg.  and 
125  mg. 

New  Oral  Suspension  (raspberry-flavored),  2 oz.  bottle, 
125  mg.  per  teaspoonful  (5  cc.). 

New  Pediatric  Drops  (raspberry-flavored),  lOcc.  bottle, 
5 mg.  per  drop,  plastic  calibrated  dropper. 


Average  dosage:  For  adults,  1-2  Gm.  daily  in  divided 
doses;  proportionately  less  for  children,  depending  on 
age,  weight,  and  severity  of  infection. 

fLiterature  and  bibliography  available  on  request. 

♦Trademark 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prim 
secondary  fibrositis  — 

early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid’ . . . additive  antirheurnatic  action  of 
corticosteroid  plus  salicylate^"^  brings  rapid  pain 
relief:  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects’”*  . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  iNDIVIDUAUZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daiiy  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sismaqen  contains  prednisone,  the 
same  precautions  and  contraindications  o4.served  with  this 
steroid  apply  also  to  the  use  of  sssmagen. 


tablets 


Composition 

METicoRTEN®  (prednisoHe)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G..  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105.  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 
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■ prompt,  aggressive 
antibiotic  action 
I a reliable  defense  against 
mondial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclln  -V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monlllal  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg./250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100, 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

Squibb 

'HvSTecuiN'®,  'suMrcm'®'  ano  'htcostatih'®  are  Squibb  traoemaras 


Squibb  Quality  — the  Priceless  Ingredient 


therapy  of 


asthma- hay  fever 
allergic  rhinitis 
allergic  dermatitis 
drug  reactions 


jui  iiiaiiiio 

ctions 

Decadron 


I ) ( X A M [ f H A S O r J F 


* 


to  treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  In 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 


,to  prevent 
the  sequelai 


and  relieve  the 
symptom  compl 


Tetracycline-Antihistamine-Analgesiq  Compound  lederle 


Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection/*)  To  protect  and  relieve  the  “cold” 
patient...  ACHROCI  DIN. 


Usual  dosage;  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);salicylamide 
(150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free. 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh, 

V,  A.,  and  Frost,  W.  H.;  Am.  1.  Hygiene  71:122,  Jan.  1933. 
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NOW: 

OPEN  FILE 
SHELVING 
INCREASES 
STORAGE  CAPACITY 
AT  LEAST  50% 

WRITE  FOR  INFORMATION  AND  PRICES 

MIDWEST-BEACH  CO.,  Sioux  Falls,  S.  D. 


PNENAPHEM'  PLUS 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2Vi  gr.)  . 162.0  mg. 
Phenobarbital  {}A  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . • 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 

V 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


ms 


J 


In  potentially- 
serious 
infections . . . 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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All  this  for 
one  monthly  fee 

/ Enjoy  the  most  modern  x-ray  facilities  . . . 
avoid  obsolescence  losses 

/ No  surprise  "extras”  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

/ Freedom  to  add  or  replace  equipment  as 
improvements  appear 

/ G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

4 G.E.  pays  local  property  taxes 


capital  outlay 

the  difference  is 

Maxiservlce 

rental 

Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  none  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E. 
X-Ray  representative  listed  below. 

"Egress  Is  Our  Most  /mporMnt  "hoduct 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollett  Ave.  • FEderal  6-1643 
OMAHA 


1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 
SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designatsd  by  A.M.A.  Council  on  Drugs,  1 958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5. •897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  25:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 
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the  New 

P&H  arm  Sling... 

especially  designed 

for  PA  TIENT  COMFORT 


• Cool  and  comfortable 

• Preshrunk  cotton  drill  . . . washable 

• All  hardware  anti-corrosive 


The  P&H  sling  can  be  applied  easily  . . . with- 
out effort  or  fuss.  It  eliminates  the  problem  of 
complicated  slings  requiring  special  adjustments, 
pins  and  knots.  It  is  complete  within  itself  to 
assure  patient  comfort.  The  sting  is  fully  adjust- 
able to  any  position  and  fits  either  the  right 
or  left  arm.  Adult  and  child  sizes. 

I 

I 

I 

! SDM-159 


PHYSICIANS  & HOSPITALS  SUPPLY  CO. 

1400  Harmon  Place,  Minneapolis  3,  Minnesota 


LEDERLE  LABORATORIES,  a Oivision  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River.  New  York 
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HYCOMINE 


cough  sedative  / antihistamine  / expectorant 


• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains; 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg.) 

(Warning:  May  be  habit-forming)  v 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.) 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forming. 
Federal  law  permits  oral  prescription. 


Literature  on  request 

ENOO  LABORATORIES 

Richmond  Hill  18,  New  York 


52 


S.D.J.O.M.  JANUARY  1959  - ADV. 


Health  Care  for  Our 
Senior  Citizens 


Prepayment  of  Medical 
Care  for  the  elderly  has  long 
been  a matter  of  urgent  and 
continuing  concern  to  the 
Medical  profession  and  its 
Blue  Shield  plans.  In  1951, 
among  a total  Blue  Shield 
enrollment  of  21  million 


persons,  nearly  a million, 
or  a little  less  than  5%, 
were  over  65  years  of  age. 
Six  years  later,  in  1957, 
among  the  total  of  40  million 
persons  enrolled,  2V2  million, 
or  6V2%,  were  over  age  65. 
Thus,  in  these  6 years,  the 


number  of  Blue  Shield  mem- 
bers over  65  increased  170%, 
while  total  Blue  Shield  en- 
rollment increased  only  about 
85%. 

Attention  was  called  also 
to  the  fact  that  of  the  total 
number  of  people  past  65 
who  have  medical-surgical 
insurance  coverage,  about 
two-thirds  are  covered  by 
Blue  Shield. 

Of  all  the  people  in  the 
U.  S.,  it  is  estimated  cur- 
rently that  about  15  million 
are  over  65  years  old,  and 
are  not  cared  for  by  an  estab- 
lished institution  or  agency. 
This  represents  approx- 
imately 8%  of  the  total 
population.  Thus  Blue 
Shield’s  ratio  of  6 ¥2%  over 
age  65  is  reasonably  related 
even  now  to  the  ratio  of  the 
total  population  in  that  group 
— and  rapidly  approaching 
parity  with  it. 

Blue  Shield  has  always 
sought  to  serve  medicine’s 
inescapable  responsibility  to 
the  whole  community.  It 
was  until  recently  almost  an 
exclusive  Blue  Shield  feature 
that  any  member  on  retire- 
ment, or  on  leavin  gan  in- 
sured group,  could  retain  his 
coverage  by  “conversion”  to 
a “direct-pay”  basis.  Few 
Plans  impose  any  age  limits 
on  initial  group  enrollment, 
and  an  increasing  number  of 
Plans  are  accepting  non- 
group members  regardless  of 
sge. 

Blue  Shield  is  aware  of 
medicine’s  responsibility  to 
our  senior  citizens,  and  is 
prepared  to  follow  the  guid- 
ance and  leadership  of  the 
profession  in  helping  it  meet 
this  challenge. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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. . . and  may  we 
remind  you  that 
a glass  of  beer 
can  make  high 
protein  diets 
more  palatable? 


The  High 

Protein  Diet 


Meat,  of  course,  is  an  outstanding  source  of 
protein,  but  it  can  easily  be  reinforced  with 
other  protein  foods.  For  instance,  a fluffy 
omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is 
both  tempting  and  economical. 

A green  salad  topped  generously  with  shoe- 
strings of  meat  and  cheese  carries  its  weight  in 


protein.  Cottage  cheese  for  extra  protein  is 
especially  tasty  in  a salad  or  as  a spread  on 
dark  bread.  An  egg  white  whipped  into  fruit 
juice  makes  a frothy  flip— and  fruit  and  cheese 
for  dessert  give  a big  protein  boost.  For 
variety’s  sake  a frosty  glass  of  beer*  adds  zest 
to  any  meal  as  well  as  protein  to  the  diet. 

*Protein  0.8  Gm.;  Calories  104/8  02.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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in  a form 


every 


antibiotic 


need 


ACHROMYCIN* 

ACHROMYCIN  Tetracycline  ACHROMYCIN  V Tetracycline  with  Citric  Acid  Lederle 


the  most 
widely  used 
useful . . . 
antibiotic 


ACHROMYCIN  V:  Capsules  • Pediatric  Drops  • Syrup 

ACHROMYCIN:  Capsul  es  • Ear  Solution  0.5%  • Intramuscular  • Intravenous  • Nasal  Suspension  with  Hydrocortisone  and  Phenylpherine 
Ointment  3%  • Ointment  3%  with  Hydrocortisone  2%  ■ Ophthalmic  Oil  Suspension  1%  ■ Ophthalmic  Ointment  1%  • Ophthalmic  Ointment 
1%  with  Hydrocortisone  1.5%  • Ophthalmic  Powder  (Sterilized)  • Oral  Suspension  • Pediatric  Drops  • PHARYNGETS®  TROCHES 
Soluble  Tablets  • SPERSOIDS®  Dispersible  Powder  • Surgical  Powder  (Sterilized)  • Syrup  • Tablets  • Topical  Spray  • Troches 


*Reg.  U.  S.  Pat.  Off. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


maintenance  therapy  is  still  fundamental  treatment'^^ 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:21?,  (Aug.)  1957. 


Buffered  PabiriR'  Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoin,  Nebraska  • Peterborough,  Canada 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  S PONT  IN® 

{Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later—the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^.  And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis®. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a shortspaceof  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  0 0 

with  a serious  infection.  UuJuOtt 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.^” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 
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IN  OFFICE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE^  HCl  SOLUTION 

(brand  of  Hdocaine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


fcOE  IN  U S A. 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine' ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.'* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  wdth  . . . yet  fuUy  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.^ 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial : New  England  J.  Med.  258  :48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Rea.  U.S.  Pat.  Off. 


low  well  we  keep  the  world’s  peace  depends 
rst  on  how  well  we  keep  the  world’s  people. 

I great  injustices,  if  inequalities  in  health, 
)od  or  education  exist  anywhere. . .we  all  face 
constant  threat  to  peace. 

low  19  Specialized  United  Nations  agencies 
nd  international  organizations  work  around 
le  world  to  eliminate  these  inequalities,  to 
iminish  these  basic  causes  of  wars. 

'heir  activities . . . plus  the  more  publicized  po- 


litical discussions . . . make  the  United  N ations 
mankind's  last  great  instrument  of  survival. 

Be  an  ambassador  of  the  United  Nations 
in  your  neighborhood.  Our  government— 
officially  and  actively— supports  the  United 
Nations,  but  it  is  your  good  will  and  under- 
standing that  is  its  best  guarantee  of  con- 
tinued success.  To  receive  the  informative 
free  pamphlet,  “The  UN  in  Action,”  write; 
United  States  Committee  for  the  United 
Nations,  Box  1958,  Washington  13,  D.  C. 


WE  BELIEVE 


JNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C. 


"■ 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FROM  MODERN  PRACTICE 

What  differentiates  '‘renal  diabetes”  ( renal 
glycosuria)  from  diabetes  mellitus? 

Blood  sugar  levels.  In  renal  glycosuria  they  are  normal;  in  untreated  diabetes, 
fasting  blood  sugars  are  usually  130  mg.%  or  over  and  postprandial  levels 
170  mg.%,  or  more. 

Source:  Joslin,  E.  E;  Root,  H.  E;  White,  R,  and  Marble,  A.:  The  Treatment  of  Diabetes 
Mellitus,  ed.  9,  Philadelphia,  Lea  & Febiger,  1952,  pp.  701-702. 

i_._.  _ 


A“URINE-SUGAR  PROFILE" FOR 

CLOSER  CONTROL 

The  new  Clinitest  Urine-Sugar 
Analysis  Set  contains  an  improved 
Analysis  Record  form  that  enables 
even  closer  control  of  the  nwderate 
and  the  severe  diabetic.  Daily  urine- 
sugar  readings  may  be  connected  to 
produce  a graph— a day-to-day 
“profile”  that  reveals  at  a glance 
individual  trends  and  degree  of 
control. 

*GP  76:121  (August)  1957. 


PBHHBBS 

l^iir  I 



color- calibrated 


CLINITEST 


FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 

the  STANDARDIZED 
urine-sugar  test  for  reliable 
quantitative  estimations 
“. . . the  most  satisfactory 
method  for  home  and 
office  routine  testing.”* 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


*T.IVI  Reg.  U.S.  Pat.  Off. 
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For  a quick  comeback 


V-CILLIN  K 


(penicillin  V potassium,  Lilly) 


'provides  dependable,  fast, 

effective  therapy 

in  tablets  of  125  and  250  mg. 


ELI  LILLY  AMD  COMPANY  . INDIANAPOLIS  S,  INDIANA,  U.SA 


Medical  Convention— Rapid  City— June  20,  21,  22,  23 


EFFECTIVE  AGAINST  MOST  STRAINS  OF  STAPHYLOCOCCI 

CHLOROMYCETIIir 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Surveys  of  in  vitro  performance  of  various  antibiotics  over  the  past  several 
years  indicate  a definite  decrease  in  activity  against  the  staphylococcus 
CHLOROMYCETIN,  however,  continues  to  demonstrate  a high  degree  of  potency 
against  this  stubborn  pathogend'^  Even  the  strains  responsible  for  hospital- 
acquired  staphylococcal  infections,  which  are  resistant  to  most  other  antibiotics, 
may  be  sensitive  to  CHLOROMYCETIN.'’"^  For  this  reason,  it  has  been  recom- 
mended for  immediate  use  in  suspected  staphylococcal  infections  in  infants,  their 
mothers,  and  in  surgical  patients.'*^ 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  i.s  available  in  a variety  of  forms,  including 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have 
been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  made 
when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delnivarc  M.  J. 30:175,  1958.  (2)  Roy,  T.  E.,etal.:  Canad.  M.A.J. 
77:844,  1957.  (3)  Markham,  N.  P.,  & Shott,  H.  C.  W.:  New  Zealand  M.  J.  57:55,  1958.  (4)  Royer,  A.,  in  Welch,  H.,  & 
Marti-Ibanez,  E;  Antibiotics  Aiinnal  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (5)  Blair,  J.  E., 

& Carr,  M.:  J.A.M.A.  166:1192,  1958.  (6)  Caswell,  H.  X,  ct  al.:  Surg.,  Gi/nec.  ir  Obst.  106:1,  1958.  (7)  Fcketv,  F.  R., 
et  al.-.  Am.  J.  Pub.  Health  48:298,  19.58.  (8)  Goeifrev.  M.  E.,  & Smith,  I.  m!:  J.A.M.A.  166:1197,  1958.  (9)  Kessler,  A.  D., 

& Scott,  R.  B.t  J.  Dis.  Chad.  96:294,  1958.  (10)  Shaffer,  T.  E.:  J.  Michigan  M.  Sac.  57:851,  1958. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  f 


IN  VITRO  SENSITIVITY  OF  PATHOGENIC  STAPHYLOCOCCI  TO  CHLOROMYCETIN  AND 
TO  ANOTHER  WIDELY  USED  BROAD-SPECTRUM  ANTIBIOTIC  FOR  1958, 1957,  and  1955" 


1958  (200  STRAINS) 


CHLOROMYCITIN  90.5% 


ANTIBIOTIC  A 37.5% 


1957  (200  STRAINS) 


CHLOROMYCETIN  94.0% 


ANTIBIOTIC  A 61.0% 


1955  (42  TO  103  STRAINS) 


Chloromycetin  98.o% 
ANTIBIOTIC  A 69.5% 


20  40  60  80 


100 


Aihipted  from  Holloway  .and  Scott.’  In  this  study  CHLOROMYCETIN 
and  Antibiotic  A were  used  in  identical  strengths  of  5 meg. 
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to  treat  more  patients  more  effectively 


a new  order  of  magnitude  in  therapeutic  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


Excellent  and  good-to-excellent  results  are  reportedt  with 
DECADRON  in  nearly  all  of  362  patients  with  various  allergic 
disorders,  including  a number  of  cases  who  had  failed  to 
respond  to  other  corticosteroids.  No  major  reactions  were 
observed  in  these  extensive  clinical  studies  even  after  four 
months  of  continuous  therapy— DECADRON  produced  no 
peptic  ulcer,  no  diabetes,  no  significant  hypertension,  no 
sodium  retention,  no  potassium  depletion,  no  edema,  no 
undesirable  psychic  reactions,  and  no  unusual  or  new  side 
effects.  Less  than  five  per  cent  of  patients  experienced  minor 
reactions,  none  of  which  prevented  continuing  administra- 
tion of  DECADRON. 

Moreover,  several  investigators  report  that  side  effects  in- 
duced by  previous  corticosteroid  therapy  such  as  gastric 


intolerance,  peripheral  edema,  headache,  vertigo,  muscle 
weakness,  ecchymoses,  flushing,  sweating,  moon  facies, 
hypertension,  hirsutism,  and  acne  often  disappeared  during 
therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  replace  one  4 mg. 
tablet  of  methylprednisolone  or  triamcinolone,  one  5 mg.  tablet  of 
prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or 
one  25  mg.  tablet  of  cortisone. 

Detailed  information  on  dosage  and  precautions  is  available  to  phy- 
sicians on  request. 

Supplied:  As  0.75  and  0.5  mg.  scored,  pentagon-shaped  tablets  in 
bottles  of  100. 

©1958  Merck  & Co.,  Inc.  ^DECADRON  is  a trademark  of  Merck  & 
Co.,  Inc. 
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Streptokinase-Streptodornase  Lederle 


BUCCAL 

Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 


References:  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  J.,  and 
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TABLETS 


TO-'■  , r-  I S’- 

Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenteral  form,  has  been  used  with 
success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  ulcerations,  and  following  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simpie  Buccal 

Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  classifications: 


' “ 

-J 

Inflammation  and  edema  associated  with;  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
• thrombophlebitis  . sinusitis  • uveitis  • chronic 
bronchitis  • leg  ulcer  . chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Loosens  cough... resolves 
inflammation . . . 
increases  antibiotic 
penetration.’ 


Relieves  thrombotic 
; process,  controls 
swelling...  gives 
dramatic 
relief  of  pain.’’  ^ 


Furuncles, 
carbuncles, 
■f  abscesses...  checks 
swelling  and 
pain... hastens  healing.’-’^ 
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(Erythromycin  Stearate,  Abbott) 


an  unconiMon  antibiotic  fof  eoMMon  infections 


after  millions  of  prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours— and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 

Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 

Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response, 
provides  convenient  dosage  forms 
Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs*’ 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor?  Qtttytt 

if  you’re  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  01246 

And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 
Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmtab — Film-sealed  tablets,  Abbott:  pat.  applied  for. 
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in  over  600  elinieal  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
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or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate’"^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interrupting 
side  effects'"* 
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dosage  schedule 
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Acute  conditions;  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 
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Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
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H.  W.  Farrell,  M.D.  (1960)  ..  ..  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  ..  Watertown 

J.  P.  Steele,  M.D.  Yankton 

J.  C.  Rodine,  M.D.  Aberdeen 

Robert  Olson.  M.D.  Sioux  Falls 

R.  A.  Boyce,  M.D Rapid  City 

F.  D.  Leigh,  M.D.  Huron 

S.  B.  Simon,  M.D.  Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr.  ...  Marion 

B.  F.  King,  M.D Aberdeen 

O.  J.  Mabee,  M.D.  Mitchell 

H.  L.  Saylor,  Jr.,  M.D.  Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D. Sioux  Falls 

G.  S.  Paulson,  M.D.  . Rapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D Madison 

T.  W.  Reul,  M.D.  Watertown 

Mary  Price,  M.D Armour 

Amos  Michael,  M.D Vermillion 

H.  B.  Munson,  M.D.  Rapid  City 

R.  F.  Thompson,  M.D Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr.  Brookings 

D.  L.  Kegaries,  M.D .Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D.  ._ Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr.  Sioux  Falls 

D.  H.  Breit,  M.D.  Sioux  Falls 

Paul  Hohm,  M.D.  Huron 

E.  A.  Johnson,  M.D Milbank 

A.  A.  Lampert,  M.D Rapid  City 

Robert  Monk,  M.D.  Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr.  Volga 

G.  J.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D.  Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr Madison 

C.  L.  Vogele,  M.D.  Aberdeen 

D.  J.  Buchanan  Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr Sturgis 

H.  R.  Lewis,  M.D ...._ Mitchell 

R.  Giebink,  M.D Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr.  Rapid  City 

R.  L.  Carefoot,  M.D Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr.  Rapid  City 

R.  E.  Van  Demark,  M.D.  Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

D.  Hillan,  M.D Madison 

Wm.  Church,  M.D.  Sioux  Falls 

Press  Radio  Committee 

Steve  Brzica,  M.D.  Sioux  Falls 

F.  D.  Leigh,  M.D Huron 

E.  A.  Rudolph,  M.D.  Aberdeen 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr.  Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D.  Watertown 

R.  A.  Boyce,  M.D.  Rapid  City 

P.  V.  McCarthy,  M.D .....Aberdeen 

E.  J.  Perry,  M.D.  Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D.  Lemmon 

(Continueii  on  Page  26) 


Your  difficult  rheumatic  patient 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 


(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 
combination  of  steroid  and 

For  the  patient  who  does  not  require  steroids  nonsteroid  antirheumatics... 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone, 
n each  enteric-coated  tablet: 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 


Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

tscorbic  acid ....50.0  mg. 


In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE‘-HC 


For  steroid  or  non -steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


The 

HOUSE-CALL 

ANTIBIOTIC 


• Effectiveness  demonstrated  in  more 
than  6,000,000  patients  since 
original  product  introduction  {1956) 


• Extremely  wide  range  of  action  is 
particularly  reassuring  when  culture  and 
sensitivity  testing  is  impractical 


More  than  90  clinical  references  attest  to  superiority  a 
effectiveness  of  Cosa-Signemycin  (Signemycin).  Bibliograp’ 
and  professional  information  booklet  available  on  reque 


<1^  Science  for  the  world's  well-beim 


5IGNE  MYCIN' 

GLUCOSAMIME-POTENTIATED  TETRACYCLINE  WITH  TRIACETYLOLEANDOMYCIN 

I capsules  • oral  suspension  • pediatric  drops 

) 

PFIZER,  LABORATORIES 

'Division,  Chas.  Pfizer  & Co.,  Inc,,  Brooklyn  6,  N.  Y. 
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EFFECTIVE 
AGAINST  ALL 
COMMONLY 
ENCOUNTERED 
EAR  PATHOGENS 


EXCELLENT 

TOPICAL 

TOLERANCE 


NO 

SYSTEMIC 

EFFECTS 


/ OTITIS  EXTERNA 
/ FURUNCULOSIS 

/ OTOMYCOSIS 

\ / OTITIS  MEDIA 


and 


Otamylon 

Otamyloii  ■■■  Hydrocortisone 


EAR  DROPS 

Manner  of  Use: 

After  gently  cleansing  and  drying  the 
ear  canal,  Otamylon  (2  or  3 drops  or 
moistened  wick)  is  applied  three  or  four 
times  daily. 


BACTERICIDAL 

FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


Supplied: 

Otamylon— bottles  (15  cc.)  with  dropper. 
Otamylon  c Hydrocortisone-15  cc.  com- 
bination package  to  be  mixed  prior  to 
dispensing. 


LABORATORIES 

New  York  18,  N.Y. 


Otamylon  is  a clear,  odorless, 
sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  5% 

Anhydrous  glycol  q.s.  100 

Otamylon  with  Hydrocortisone: 
Same  formula  with  0.02% 
hydrocortisone. 


Otamylon  and  Sulfomylon  {brond  of  mafenide),  trademarks  reg^  U.  S>  PoK  Off. 
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M edicine’s  priceless  past  is  but 
prologue  to  its  brilliant  present 
and  future. To  help  provide  a better 
public  understanding  and  aware- 
ness of  Medicine’s  proud  traditions, 
Parke-Davis  will  launch  a unique 
and  informative  new  institutional 
advertising  campaign  this  month. 
GREAT  MOMENTS  IN  MEDICINE 
will  depict  historically  accurate 
scenes  of  advancements  in  Medi- 
cine through  the  centuries.  This 
very  colorful  and  interesting 


Parke-Davis  campaign  will  appear 
regularly  during  1959  in  life, 
SATURDAY  EVENING  POST,  TIME, 

reader’s  digest,  and  today’s 
HEALTH.  As  a preview  to  the  med- 
ical profession,  the  first  ad  in  this 
series  is  reprinted  above.  Within 
a few  weeks  millions  of  people 
throughout  the  United  States  — 
and  the  world — will  also  see  it. 


PARKE-DAVIS 


. . . Pioneers  in  better  medicines 
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All  this  for 
one  monthly  fee 

# Enjoy  the  most  modem  x-ray  facilities  . . . 
avoid  obsolescence  losses 

i No  surprise  "extras”  — covers  periodic  in- 
spection, maintenance,  replacement  tubes, 
parts 

/ Freedom  to  add  or  replace  equipment  as 
improvements  appear 

/ G.E.  pays  for  insurance  . . . assumes  prob- 
lem of  collecting  for  equipment  damage 

4 G.E.  pays  local  property  taxes 


capital  outlay 


the  difference  is 

Maxiservice 

rental 

Here’s  the  perfect  answer  for  a cost-saving 
x-ray  installation,  easy  to  keep  abreast  of  im- 
portant new  developments.  G-E  Maxiservice 
ties  up  nofje  of  your  capital  . . . eliminates 
trade-in  losses  — progress  determines  your 
time  for  exchange,  not  finances.  In  effect,  you 
contract  for  utility,  convenience,  flexibility 
and  service,  not  for  just  equipment. 

For  complete  details,  contact  your  G.E, 
X-Ray  representative  listed  below. 

Tigress  k Our  MoH-  fmporfint 

GENERALfiELECTRIC 


DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollett  Ave.  • FEcleral  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


RESIDENT  REPRESENTATIVE 
SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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1 Ladeez  and  gentlemen; 

learn  all  about  new  viterra  pediatric, 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


a good  supplement 
in  a great  new  package. 


* 5 On  your  right, 
see  the  Metered-Flow 
bottle’s  tight  seal. 

No  risk  of 
contamination. 


\ / 2 First, 

^ see  what  happens  when 

you  push  the  metered  plunger. ' 


VITERRA*  PEDIATRIC 


each  0.6  cc.  contains: 


Infants  Children 


A {synthetic) 

5000  U.S.P.  Units 

333% 

167% 

0 (Catciferol) 

1000  U.S.P.  Units 

250% 

250% 

B 1 (Thiamine) 

1 mg. 

400% 

133% 

Bs  (Riboflavin) 

1 mg. 

167% 

110% 

06  (PyridOKine) 

1 mg. 

it 

tt 

BijICyanocobalamin)  1 meg. 

ft 

tl 

C (Ascorbic  Acid) 

50  mg. 

500% 

250% 

Niacinamide 

10  mg. 

200% 

133% 

Panthenol 

2 mg. 

6 Let’s  take  a minute 
to  admire  the  formula. 


In  a d-5orbito!  base  for  better  vitaminBu  absorption 
IfMinimijm  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0,6  cc.  or  as  directed  by  physician. 

in  50  cc.  bottles  . 


7 That  means 

no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 

ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


METERED-FLOW 

BOTTLE 


Special  note  to  doctors  who  took  this  tour; 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division.  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  world's  well-being 
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A few  suggestions  on  how  to  give 
your  patient  a diet  he  can  “stick- to”- 


The  Low 
Sodium  Diet 


—and  a glass  of 
beer,  with  your 
consent  for  a 
morale-booster 


Here  are  some  things  your  patient  can  do 
to  season  his  Low  Sodium  Diet.  Spices  and 
herbs,  lemon  and  lime,  variously  flavored  vine- 
gars and  some  pepper  are  all  he  needs. 

Thyme,  marjoram  and  pepper  add  zest  to 
hamburger.  Chicken’s  delicious  with  lemon, 
rosemary  and  sweet  butter  to  baste.  He  can 
try  sweet  butter  with  nutmeg  on  green  beans, 


savory  on  limas,  tarragon  with  carrots,  basil 
with  tomatoes.  Onions  boiled  with  whole  clove 
and  thyme  delight  the  taste  of  an  epicure! 

With  these  flavor  tricks  to  add  zest  to  his 
meals— and  a glass  of  beer*  now  and  then,  at 
your  discretion,  your  patient  has  a diet  that’s 
both  good  tasting  and  good  for  him. 

*Sodium:  7 mg./lOO  gm.,  17  mg./S  oz.  gloss  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beet  — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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-All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy. t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


flr»t-the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— the  Inner  core 
releases  Its  ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 
pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 
Terpin  hydrate  ........  180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic 


^Contains  TRIAMINIC  to 


running  noses 


timed-release 

tablets 

and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


it  started 
as  a 


to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


Tetraoycline-Antlhistanime*Analgesic  Compound  Ledefle 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold*'  patient... 
ACHROGIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Cm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg,); 
salicylamide  (150  mg,);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine‘free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 
vy.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  1933 


LEOERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


^ ^ Each  teaspoonful  (S  cc.)  contains 

r#, ' . Dibydrocodeinone  bitartrate 
Chlor-Te{mbton®  Maleate 
|(^hiorj>r<>I>benpyrWamine  maleate) 

I?  . Sodium  salicylate 

f “ Sodium  citrate 

Caffeine 
Glyceryl  guaiacolate 

: ©Exempt  narcotic. 


2 mg. 
0.225  Gm. 
0.12  Gm. 
30  mg. 
0.03  Gm. 


SGHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY, 


CN-J-6Iia 


“Yes,  Mrs.  Johnson,  ^ 
for  Johnnie’s  cough  and  cold 
I’d  recommend . . .” 


Syrup 
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V-CILLIN  r... 


dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration  — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


New:  V-Cillin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 
New:  V-CiUin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-CiUin  K. 

V-Cillin  K®  {penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  {penicillin  V potassium  with 
triple  sulfas,  Lilly) 


• INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 


933220 


ACUTE  BENIGN  IDIOPATHIC 
PERICARDITIS  WITH  EFFUSION 
A Case  Report 
By 

R.  Kramer,  M.D.  and  R.  F.  Thompson,  M.D. 
Medical  Section,  Yankton  Clinic 
Yankton,  South  Dakota 


Acute  benign  pericarditis,  also  known  as 
serofibrinous  pericarditis  of  undetermined 
cause,  pericarditis  simulating  coronary  occlu- 
sion, cryptic  pericarditis,  idiopathic  pericar- 
ditis, acute  primary  pericarditis,  fugitive 
pericarditis,  epidemic  pericarditis,  with  or 
without  effusion  occurs  uncommonly.  (3,  8) 
In  the  past  10  to  20  years  more  instances 
have  been  found  than  any  other  cause  of 
acute  pericarditis.  The  following  patient’s 
history  illustrates  some  of  the  difficulties  in 
diagnosis,  treatment,  and  prognosis. 

Case  Report 

S.M.R.,  a 50  year  old  white  woman  nurse, 
experienced  a “cold”  and  a sudden  attack  of 
left  anterior  chest  pain  in  March  1958.  She 
did  not  recall  the  interval  between  the  “cold” 
and  the  pain.  The  pain  was  across  the  left 
chest,  level  of  the  third  rib  anteriorly,  and 
was  “sharp,  shooting,”  and  rather  severe. 
Exertion  preceded  the  onset  while  she  was 
caring  for  patients  in  a hospital  ward.  No 
dyspnea  or  other  symptoms  occurred.  The 
pain  left  the  same  evening,  but  recurred  three 
or  four  times  in  subsequent  days,  often  dur- 
ing exertion.  A routine  chest  x-ray  demon- 
strated an  enlarged  cardiac  shadow  and  the 
patient  was  admitted  to  the  Sacred  Heart 


Hospital,  Yankton,  South  Dakota,  on  May  3, 
1958.  Her  pain  was  substernal  and  in  the 
left  shoulder,  worse  during  inspiration  or 
position  change,  caused  little  incapacitation, 
persisted  for  5-6  minutes  with  each  episode, 
and  was  unaccompanied  by  other  symptoms. 
Past  history:  a subtotal  thyroidectomy  in 
1941  for  hyperthyroidism  with  diffuse  goiter, 
but  no  other  major  illnesses  and  no  family 
history  of  heart  disease.  Her  mother  possibly 
died  of  pemphigus. 

Initial  examination  pulse  68,  blood  pressure 
140/80,  respiratory  rate  20,  temperature  98.6 
F.  No  acute  or  apparent  distress.  The  heart 
was  slightly  enlarged  beyond  the  left  mid- 
clavicular  line,  no  murmurs  or  extra  sounds, 
regular  rhythm,  normal  heart  sounds.  The 
liver  was  felt  2 cm  below  the  right  costal 
margin  during  deep  inspiration.  The  remain- 
der of  the  physical  examination  was  com- 
pletely normal. 

X-rays  showed  cardiac  enlargement,  prob- 
ably left  ventricular.  Fluoroscopy  suggested 
pericardial  fluid,  the  pulsations  of  the  car- 
diac borders  being  less  than  expected.  Routine 
blood  and  urine  study  were  normal.  Sedimen- 
tation rate  10  mm/hour  (Westergren).  BMR 
+ 1%  and  + 22%  Serum  cholesterol  374 
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mg.  %.  L.  E.  cell  preparations  negative.  EKG 
tracings  revealed  slight  reduced  QRS  voltage 
in  all  leads  with  return  to  normal  after  peri- 
cardial paracentesis. 

The  pain  recurred  intermittently.  Peri- 
cardial tap  on  May  8,  1958,  withdrew  300  cc 
of  clear  yellow  fluid  which  revealed  no  tumor 
cells  and  negative  bacteriologic  studies  (cul- 
tures and  guinea  pig  inoculation  for  bacteria 
and  tuberculosis).  X-rays  after  paracentesis 
(May  9,  1958)  showed  a considerable  decrease 
in  cardiac  silhouette  size  and  closely  re- 
sembled an  x-ray  taken  one  year  prior  to  the 
onset  of  the  illness.  The  pain  continued  in- 
termittently, principally  related  to  exertion, 
but  less  intense.  She  left  the  hospital  on 
May  12,  1958,  on  Aspirin  as  needed  for  the 
pain  and  a rest  program. 

On  June  20,  1958,  she  reported  aching  in  the 
left  shoulder  after  exertion  but  not  related 
to  position  or  breathing.  The  pain  occurred 
intermittently  during  5 weeks  and  periodic 
chest  x-rays  and  fluoroscopy  suggested  in- 
crease in  cardiac  silhoutte  size.  On  July  10, 
1958,  she  re-entered  the  hospital  with  slight 
burning  substernal  pain,  usually  left  precor- 
dial and  radiating  to  the  back. 

Examination  revealed  pulse  70  and  regular, 
blood  pressure  130/90.  The  cardiac  apical  im- 
pulse was  13  cm.  and  the  left  border  of  car- 
diac dullness  was  15  cm.  from  the  midsternal 
line.  Regular  cardiac  rhythm.  A low  pitched 
presystolic  extra  sound  at  the  left  sternal 
border  and  the  4th  interspace.  No  paradoxical 
pulse,  diastolic  out-thrust,  or  systolic  retrac- 
tion. Sedimentation  rate  25  and  28  mm/hour 
(Westergren).  Normal  white  and  red  blood 
count. 

A pericardial  paracentesis  on  July  11,  1958, 
withdrew  a small  amount  of  bright  red  blood, 
and  circulatory  collapse  with  severe  drop  in 
blood  pressure  and  bradycardia  ensued  which 
lasted  for  several  minutes.  The  patient  re- 
covered without  further  incident. 

6-Methyl  prednisolone  was  given  in  doses 
of  8 mgm  every  4 hours  initially  on  May  9, 
1958,  with  subsequent  maintenance  dose  vary- 
ing from  8 to  12  mg  per  day  until  October  15, 
1958.  She  frequently  experienced  pain  des- 
cribed as  “a  hot  poker,”  something  was 
“stuck,”  or  something  was  “pulling  as  if  it 
was  too  short”  at  the  fourth  left  interspace, 
parasternally.  Sometimes  pain  occurred 
briefly  at  the  top  of  the  left  shoulder.  Slight 


exertion  such  as  letter  writing  or  no  exertion 
precipitated  the  pain.  The  chest  x-ray  of 
July  19,  1958,  showed  considerable  decrease 
in  cardiac  size  and  the  same  size  of  the  car- 
diac silhouette  has  persisted  to  date  (Decem- 
ber 1,  1958).  Repeated  L.E.  cell  preparations, 
antistreptolysin  titers,  cold  agglutinin  studies, 
and  tuberculin  skin  tests  have  been  consist- 
ently negative.  She  has  resumed  fairly  nor- 
mal activity  and  the  pain  recurs  but  is  toler- 
able and  controlled  with  Aspirin. 

A review  of  some  of  the  literature  related 
to  acute  idiopathic  pericarditis  proved  in- 
teresting and  worthwhile  recounting. 

Causes:  Acute  nonspecific  (benign,  idio- 
pathic) pericarditis  occurs  most  commonly 
of  all  types  of  acute  pericardial  disease,  es- 
pecially since  the  advent  of  antibiotics.  Ser- 
ous effusion  develops  usually  upon  acute 
fibrinous  pericarditis,  the  causes  of  which  are 
numerous: 

rheumatic  infection 

specific  infectious  diseases:  pneumonia,  influ- 
enza, tonsillitis,  tuberculosis,  obscure  in- 
fections, infectious  mononucleosis,  echino- 
coccus infection,  fungus  infection,  primary 
atypical  pneumonia 
polyserositis  (Concato’s  disease) 
collagen  disease:  lupus  erythematosus,  periar- 
teritis nodosa,  rheumatoid  arthritis 
benign:  idiopathic,  viral,  allergic 
non-infectious:  myocardial  infarction,  uremia, 
foreign  body,  neoplasm,  leukemia,  lym- 
phoma, bronchogenic  carcinoma,  my- 
xedema, serum  sickness  (3,  5,  7,  8,  11,  12) 

Theories  of  the  cause  of  acute  benign  idio- 
pathic pericarditis  include:  virus  infection, 
tuberculosis,  pericardial  response  to  unknown 
toxin,  and  hypersensitivity.  The  virus  theory 
gains  support  from  the  history  of  epidemics 
of  pericarditis,  related  or  antecedent  virus  in- 
fections (usually  upper  respiratory  infection), 
absence  of  bacteria  in  pericardial  fluid  cul- 
tures and  animal  inoculation  studies,  and  the 
benign  course.  (3)  Recent  reports  of  rising 
sera  antibody  titers  and  positive  stool  mouse- 
inoculation  studies  for  various  Coxsackie 
viruses  in  patients  with  acute  benign  peri- 
carditis support  the  viral  causation  hypo- 
theses. No  Coxsackie  virus  has  been  re- 
covered from  pericardial  tissue  obtained  by 
biopsy  nor  from  pericardial  fluid.  (14,  15). 

Hypersensitivity  reactions  involving  the 
pericardium  seem  to  be  a likely  cause  since 
pericarditis  occurs  during  acute  serum  sick- 
ness, peripheral  and  pericardial  fluid  esosino- 
philia  may  be  present,  an  occasional  response 
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July  11,  1958 


to  antihistaminics,  diverse  afflictions  seem  to 
lead  to  pericarditis,  and  ACTH  or  Cortisone- 
derivatives  may  produce  “cures.”  (3,  10). 

Idiopathic  pericarditis  and  post-commis- 
surotomy syndrome  resemble  each  other.  The 
lack  of  other  rheumatic  fever  manifestations 
in  idiopathic  pericarditis  does  not  rule  out 
rheumatic  causation;  rheumatic  polyarthritis 
occurs  without  evidence  of  cardiac  damage, 
and  vice  versa.  Myocarditis,  a cardinal  evi- 
dence of  rheumatic  fever  pericarditis,  is  not 
absent  in  all  instances  of  idiopathic  pericar- 


May 9,  1958 


August  29,  1958 

ditis  since  cardiac  dilatation,  gallop  rhythm, 
auricular  flutter-fibrillation,  and  persistent 
EKG  changes  may  occur  long  after  cessation 
of  the  pericarditis.  Also,  many  instances  re- 
veal a rather  high  incidence  of  major  and 
minor  rheumatic  manifestations  (in  the  pa- 
tient and  in  the  family).  High  antistrepto- 
lysin titers  occur  sometimes;  some  10  — 20% 
of  mild  rheumatic  infections  have  normal 
AST  titers,  especially  when  the  rheumatic 
activity  has  been  precipitated  by  a non- 
specific agent.  (9)  However,  in  a large  series 
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of  patients  there  is  no  consistent  relationship 
to  streptococcal  infections  as  one  sees  in  rheu- 
matic fever  pericarditis.  (8) 

Symptoms  and  Signs:  Acute  benign  idio- 
pathic pericarditis  with  or  without  effusion 
has  a rather  typical  course  of  symptoms. 
Major  symptoms  include  chest  pain,  fever, 
cough,  dyspnea;  usual  findings  include  peri- 
cardial friction  rub,  enlarged  cardiac  shadow 
roentgenologically,  specific  EKG  pattern, 
elevated  sedimentation  rate,  and  polymor- 
phonuclear leucocytosis.  Ancillary  symptoms 
include:  tachycardia,  nausea,  anorexia,  chill, 
profuse  sweating,  vomiting,  edema,  night 
sweats,  numbness  of  arms,  headache,  syncope, 
cyanosis,  insomnia,  rarely  circulatory  col- 
lapse. (3,  6,  8) 

An  antecedent  non-bacterial  respiratory  in- 
fection preceded  the  onset  in  most  instances, 
but  there  is  no  relationship  between  type  of 
antecedent  infection,  severity  or  duration  of 
pericarditis,  and  the  incidence  of  pericardial 
effusion.  (2,  3,  6,  8,  12) 

The  pain  of  acute  benign  pericarditis  may 
simulate  acute  coronary  occlusion  with  myo- 
cardial infarction.  (1)  Other  causes  of  acute 
chest  pain  such  as  dissecting  aneurysm,  an- 
gina, hiatus  hernia,  spontaneous  pneumo- 
thorax, mediastinal  emphysema,  acute  pleur- 
isy, and  pulmonary  infarction  must  be  con- 
sidered. (6)  In  some  instances  there  is  no  pain. 
The  pericardium  is  insensitive  to  stimuli  pro- 
ducing pain  except  in  the  lower  third  which 
is  supplied  by  the  phrenic  nerve.  The  pain  is 
described  as  substernal,  in  the  neck  or  left 
shoulder  area,  abdominal,  pleural  in  type, 
catching,  sharp  or  dull,  aching,  pressing,  op- 
pressive, severe  or  mild.  Pain  may  vary  with 
respiration  and  increase  with  lying  on  the  left 
side,  recumbency,  prone  position,  or  sudden 
changes  in  position.  Sitting  upright  usually 
relieves  the  pain;  swallowing  and  exertion 
may  increase  its  severity.  The  duration  of 
the  pain  varies:  may  be  momentary  or  last 
several  weeks.  Intense  pain  rarely  persists 
more  than  a few  hours.  Elevation  of  sphyg- 
nomanometer  cuff  pressure,  epigastric  pal- 
pation or  pressure  may  exaggerate  the  dis- 
comfort. Fever  and  friction  rub  with,  or 
shortly  after,  onset  of  the  pain  suggests  pari- 
carditis  rather  than  myocardial  infarction. 
(1,  2,  3,  5,  6,  7,  8,  9,  11,  12) 

Pericardial  distension  from  fluid,  if  formed 
rapidly  or  in  large  amounts,  produces  symp- 


toms and  discomfort,  either  from  the  peri- 
cardial distension,  cardiac  compression  (acute 
constrictive  pericardial  disease),  or  compres- 
sion of  mediastinal  structures.  Distressing 
dyspnea  and  thoracic  oppression  are  com- 
mon symptoms  of  a large  pericardial  effusion; 
often  sitting  upright  and  leaning  forward  re- 
lieves the  symptoms.  (5,  11) 

Pericardial  friction  rub  occurs  in  most  pa- 
tients with  acute  pericarditis  whether  sig- 
nificant effusion  is  present  or  not.  It  persists 
as  long  as  two  months,  varies  in  intensity  at 
times  or  may  be  constant,  may  disappear  and 
recur,  may  occur  only  during  systole,  sim- 
ulate a murmur,  or  be  a to-and-fro  type.  The 
rub  may  be  noisy,  squeak,  crunch,  related  or 
unrelated  to  respiration,  and  vary  with  posi- 
tion. Usually  situated  precordially,  the  rub 
may  be  loudest  in  the  back,  neck,  left  sternal 
border,  or  all  over  the  chest.  (1,  3,  5,  6,  8,  11, 
12) 

Large  amounts  of  fluid  may  produce  dys- 
pnea, cough,  dysphagia,  hiccup,  edema,  as- 
cites, right  upper  quadrant  and  epigastric 
pain  due  to  hepatic  congestion,  fatigue,  weak- 
ness, and  a sensation  of  faintness  resulting 
from  decreased  cardiac  output.  Dyspnea 
rarely  results  from  pulmonary  congestion, 
and  is  more  often  due  to  mechanical  com- 
pression of  mediastinal  structures,  decreased 
available  intra-thoracic  space,  and  associated 
pleural  or  pulmonary  inflammatory  disease. 
The  radial  pulse  disappears  during  inspira- 
tion with  large  effusions.  Paracentesis  is 
rarely  necessary  to  remove  fluid  to  relieve 
symptoms.  It  is  more  often  done  for  diag- 
nostic reasons.  (3,  5,  8,  11) 

Laboratory  studies:  Polymorphonuclear 
leucocytosis  and  elevated  erythrocyte  sedi- 
mentation rate  usually  present  early  in  the 
history.  Pericardial  fluid  type  varies:  may 
be  hemorrhagic,  or  clear  amber  with  specific 
gravity  1.019  to  1.023,  total  protein  4.5  to  6.0 
gm%,  and  contain  2,000  mononuclear  cells  per 
cubic  millimeter.  Pericardial  biopsy  often 
shows  nonspecific  inflammatory  changes  with 
non-specific  granuloma  formation.  Cultures 
and  animal  inoculation  studies  of  the  pericar- 
dial tissue  and  fluid  have  been  negative  for 
bacterial  or  viral  agents.  Antistreptolysin 
titer,  cold  agglutinins,  C-reactive  protein, 
L.E.  cell  studies  ,and  multiple  studies  for 
bacterial  and  viral  agents  on  blood,  pericar- 
dial fluid,  and  pericardial  tissue  have  been 


-52  — 


FEBRUARY  1959 


negative  until  the  recent  reports  of  finding 
serum  antibody  titer  rises  and  stool  mouse- 
inoculation  studies  positive  for  Coxsackie 
viruses.  The  erythrocyte  sedimentation  rate 
parallels  the  clinical  course,  has  no  diagnostic 
importance,  is  normal  occasionally,  and  if 
elevated,  is  elevated  sooner  than  in  myocar- 
dial infarction.  (1,  2,  3,  6,  8,  12,  14,  15) 

X-ray  examination  frequently  reveals  an 
enlarged  cardiac  shadow  which  physical  ex- 
amination rarely  detects  unless  fluid  exceeds 
300  ml.  The  cause  of  the  cardiac  enlargement 
in  most  instances  is  unknown.  Cardiac  dila- 
tation has  been  postulated  since  cardiac 
sounds  persist  unsuppressed,  no  cardiac  com- 
pression signs  occur,  EKG  voltage  is  usually 
normal,  and  rarely  can  more  than  100  ml  fluid 
be  obtained  by  paracentesis.  X-ray  rarely 
demonstrates  cardiac  enlargement  if  fluid  in 
the  pericardial  cavity  is  under  300  ml.  How- 
ever, the  infrequency  of  gallop  rhythm,  ab- 
sent pulmonary  changes  of  congestive  failure, 
the  angiocardiography  and  intracardiac 
catheterization  findings  of  increased  distance 
from  the  inner  surface  of  the  right  ventricle 
to  the  outer  cardiac  border,  the  broadening 
of  the  cardiac  shadow  basal  region  in  tren- 
delenburg  position,  and  diminished  pulsation 
of  the  cardiac  border  fluoroscopically  suggest 
pericardial  effusion.  Effusions  to  400  ml  have 
been  withdrawn  by  pericardial  paracentesis. 

(1,  2,  3,  5,  6,  8,  11,  12) 

The  EKG  is  an  invaluable  diagnostic  aid 
and  the  pattern  depends  upon  the  phase  of 
the  disease,  the  degree  of  subepicardial  dam- 
age, amounts  of  effusion  present,  and  ade- 
quacy of  EKG  exploration.  At  times  no  sig- 
nificant alterations  are  produced.  Charac- 
teristically, there  is  widespread  evanescent 
ST  elevation,  the  ST  segment  becoming  iso- 
electric often  within  24  hours  at  which  time 
the  T-waves  develop  variable  terminal  inver- 
sion. The  reciprocal  ST  segment  and  T-wave 
changes  of  myocardial  infarction  rarely  oc- 
cur. Abnormalities  may  persist  3 months  or 
be  gone  in  several  days.  Effusion  usually 
produces  decreased  QRS  voltage  and  flatten- 
ing of  the  T-waves.  The  T-wave  inversion  re- 
sembles that  occurring  after  myocardial  in- 
farction but  QRS-complex  deformation  never 
or  rarely  occurs.  Coronary  occlusion  compli- 
cated by  pericarditis  shows  QRS  and  T 
changes  of  myocardial  infarction  which  are 
not  overshadowed  by  the  changes  due  to  peri- 
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carditis.  Occasionally,  auricular  flutter, 
auricular  fibrillation,  ventricular  tachycardia, 
shifting  pacemaker,  and  supraventricular  par- 
oxysmal tachycardia  have  occurred.  The  QT- 
interval  is  normal  in  pericarditis  and  often 
prolonged  in  marked  cardiac  enlargement: 
this  might  be  a differentiating  factor.  The 
cause  of  the  ST  segment  and  T-wave  changes 
is  unknown  but  evidence  indicates  epicardial 
myocardial  changes  in  acute  pericarditis.  (1, 
3,  5,  6,  8,  11,  12) 

Treatment*.  Treatment  is  entirely  sympto- 
matic. Morphine  or  Demerol  are  rarely  re- 
quired for  pain;  salicylates  or  pyramidon 
often  afford  better  relief  than  narcotics. 
Antibiotics  are  ineffective.  Anticoagulants 
may  have  produced  fatal  hemopericardium. 
Paracentesis  is  rarely  necessary  to  relieve 
cardiac  tamponade.  ACTH  and  Cortisone 
have  been  used  with  success  in  several  in- 
stances. The  dangers  of  using  these  latter 
substances,  if  the  cause  of  the  initial  inflam- 
mation is  an  infection,  are  well-known.  (3,  6, 
8,  9,  10) 

Prognosis:  Complete  recovery  without  resi- 
dual findings,  constrictive  pericarditis,  per- 
sistent EKG  changes,  or  disability  occurs 
within  several  days  to  several  weeks.  The 
average  duration  of  the  illness  is  13  days 
(from  2 to  70  days.)  30%  may  demonstrate 
recurrences,  some  more  than  once,  but  the 
recurrences  usually  are  briefer  in  duration 
and  less  severe  than  the  original  episode.  A 
recurrence  has  been  reported  as  late  as  8 - 
10  years  after  the  original  episode.  One  pa- 
tient apparently  developed  a calcium  plaque 
in  the  apical  pericardium  without  other 
symptoms  after  an  episode  of  acute  idio- 
pathic pericarditis.  However,  Vi  of  instances 
of  adherent  pericarditis  are  of  unknown 
cause  and  this  suggests  that  acute  idiopathic 
pericarditis  might  produce  chronic  constric- 
tive pericarditis  at  a later  date.  A series  of 
50  patients  followed  from  2 to  20  years  did 
not  show  any  evidence  of  residual  changes 
resulting  from  the  original  disease.  (1,  3,  5, 
6,  8,  11,  12) 

Summary:  A patient  with  acute  idiopathic 
pericarditis  and  pericardial  effusion  is  re- 
ported. 6-Methyl  prednisolone  apparently 
produced  partial  or  complete  absorption  of 
the  pericardial  fluid.  Recent  studies  indicate 
the  Coxsackie  viruses  are  a possible  causative 
agent. 

(Continued  on  Page  61) 


HYPERVENTILATION  SYNDROME* 
Warren  L.  Jones,  M.D. 

Sioux  Falls,  S.  D. 


Although  hyperventilation  syndrome  may 
occur  in  occasional  patients  with  frank  heart 
disease,  more  commonly  this  syndrome  will 
masquerade  as  symptoms  of  heart  disease. 
This  often  leads  to  an  erroneous  diagnosis  in 
a patient  suffering  primarily  from  anxiety, 
and  thus  accentuates  the  already  existing 
anxiety  state.  The  resultant  cardiac  neurosis 
is  notably  resistant  to  treatment  unless 
recognized  and  treated  promptly. 

Full  appreciation  of  the  multiple  and  varied 
manifestations  of  the  hyperventilation  syn- 
drome is  not  generally  realized.  Medical 
literature  and  textbooks  have  incompletely 
described  the  symptom  pattern,  have  poorly 
related  the  mechanism,  and  have  further  con- 
fused the  issue  by  using  multiple  synonymous 
terminology.  (1-2)  Furthermore,  many  phys- 
icians are  not  aware  of  the  existence  of  this 
syndrome. 

Certain  manifestations  of  hyperventilation 
syndrome  are  very  similar  to  those  of  con- 
gestive heart  failure;  particularly  the  ap- 
parent dyspnea,  cough,  and  apprehension. 
Although  these  similarities  exist,  it  is  not 
generally  recognized  that  the  pathogenesis 
of  these  symptoms  is  quite  different  in  the 
two  clinical  patterns,  as  are  the  physical 
findings.  And  especially  it  is  important  to 
realize  that  the  normal  electrocardiogram 
may  be  modified  by  the  hyperventilation 

* This  paper  was  presented  at  the  Clinic  Day, 
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syndrome,  in  the  absence  of  organic  heart  di- 
sease. An  attempt  is  made  to  give  explana- 
tion of  these  alterations. 

Finally,  the  purpose  of  presenting  this 
paper  is  to  amplify  the  importance  of  hyper- 
ventilation syndrome;  to  attempt  explana- 
tion of  the  mechanism  of  the  symptoms;  to 
describe  the  symptoms  in  their  typical  and 
atypical  patterns;  and  to  discuss  the  treat- 
ment. 

MECHANISM  OF  DISTURBED 
PHYSIOLOGY: 

Increased  nervous  tension,  or  anxiety,  may 
manifest  itself  in  many  different  symptom 
patterns.  In  this  particular  syndrome,  hyper- 
ventilation occurs  without  reason  of  physical 
exertion,  and  there  may  or  may  not  be  aware- 
ness of  the  over-breathing  on  the  part  of  the 
patient.  If  the  patient  is  aware  of  the  over- 
breathing, he  will  complain  of  a real  sensa- 
tion of  shortness  of  breath,  and  will  attempt 
to  breathe  more  deeply.  This  is  an  exaggera- 
tion of  “sighing  respiration”  so  commonly 
seen  in  nervous  and  excitable  patients.  In 
other  patients  under  the  same  circumstances, 
paroxysms  of  coughing  may  provoke  the 
same  symptoms  of  hyperventilation  syn- 
drome. These  individuals  will  pose,  however, 
as  cases  of  chronic  bronchitis  who  do  not 
respond  to  ordinary  methods  of  treatment. 
The  reason  for  the  sensation  of  dyspnea,  when 
no  clinical  hypoxia  exists,  remains  unex- 
plained beyond  being  a false  stimulation  of 
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the  respiratory  center.  This  may  be  due  to 
hypoxia  at  tissue,  or  cellular  level,  as  will  be 
described.  Another  impressive  theory  would 
have  one  believe  the  excessive  respiratory 
center  stimulation  arises  at  cortical  or  sub- 
cortical level  in  the  central  nervous  system. 

Through  this  process  of  hyperventilation, 
excess  carbon  dioxide  is  lost  in  the  expired 
air.  By  virtue  of  this  excess  loss  of  carbon 
dioxide  the  state  of  acid-base  equilibrium  is 
altered  toward  the  side  of  alkalosis.  This  in 
turn  leads  to  other  physiologic  alterations  in 
the  blood  plasma  and  red  blood  cells,  and 
indirectly  also  in  the  tissue  cells.  Muscle 
irritability  is  increased  on  the  basis  of  in- 
creased serum  pH,  and  decreased  serum 
sodium,  potassium  and  ionized  calcium. 
Skeletal  and  smooth  muscle  tension  and 
spasm  is  commonly  seen  in  hyperventilation 
syndrome. 

Release  of  oxygen  from  hemoglobin  is  less 
effective  in  an  alkaline  medium,  and  more 
effective  in  an  acid  medium.  Although  this 
expresses  extremes  that  do  not  normally 
occur,  nevertheless,  the  union  of  oxygen  to 
hemoglobin  is  so  altered  by  the  pH  of  the 
blood  serum.  It  is  therefore  plausible  to  be- 
lieve that  a relative  hypoxia  of  the  tissue  cells 
occur  on  this  basis.  It  is  known  that  hypoxia 
brings  about  loss  of  potassium  ion  from  the 
cells,  which  will  further  alter  muscle  irritabil- 
ity. The  myocardial  cell  is  similarly  affected 
by  these  ionic  changes,  and  will  react  clin- 
ically by  increased  irritability  manifest  by 
premature  beats,  and  electrocardiographically 
by  altered  S-T  and  T waves.  These  altera- 
tions are  primarily  a depression  of  the  S-T 
segments,  and  a reduction  in  the  amplitude 
of  the  T-waves,  to  frank  T-wave  inversion  in 
severe  and  prolonged  cases. 

Thus,  the  normal  function  of  nerve  and 
muscle  tissues  depend  on  a rather  delicate 
balance  of  the  electrolytes  in  the  blood  serum, 
as  well  as  a stable  optimum  pH  of  the  serum. 
When  these  important  requirements  are  in  a 
state  of  imbalance,  dysfunction  of  muscle,  and 
disturbance  in  function  of  both  sensory  and 
motor  nerve  pathways  help  to  complete  the 
mechanism  bringing  about  the  bizaar  and 
varied  patterns  seen  in  patients  with  hyper- 
ventilation syndrome. 

CLINICAL  PATERNS: 

In  hyperventilation  syndrome,  as  in  any 
other  symptom  complex,  the  clinical  manifes- 


tations may  appear  acutely  and  severely,  or 
chronically  with  insidious  onset  and  more 
mild  and  prolonged  course.  All  gradations 
of  severity  or  mildness  between  these  two  ex- 
tremes will  be  noted.  The  acute  pattern  of 
symptoms  is  that  most  often  confused  with 
symptoms  of  heart  disease,  especially  acute 
pulmonary  edema  or  the  less  severe  cardiac 
asthma.  The  preceding  hyperventilation  may 
or  may  not  be  realized  as  dyspnea  by  the  pa- 
tient. This  is  followed  by  progessive  gen- 
eralized weakness,  trembling,  light-headed- 
ness, faintness  which  may  proceed  to  actual 
loss  of  consciousness.  There  is  often  described 
a peculiar  sense  of  loss  of  reality,  to  some  pa- 
tients resembling  an  increasing  gap  between 
what  is  real  and  what  is  a dream,  a fearful 
dream.  Other  patients  will  describe  this  sen- 
sation as  though  this  were  the  transition  be- 
tween sanity  and  insanity.  A sensation  of 
numbness  is  nearly  always  present  soon  after 
the  onset,  beginning  in  the  fingers  and  toes, 
and  extending  proximally  to  involve  the 
body.  The  numbness  is  also  noted  on  the  top 
of  the  scalp  and  proceeds  toward  the  neck. 
The  skin  is  pale,  cool  and  moist.  The  blood 
pressure  is  lowered  from  previous  normal, 
and  the  pulse  pressure  is  narrowed.  The  pulse 
is  small  and  rapid.  However,  neither  the 
pulse  or  blood  pressure  reach  degrees  of 
change  to  the  extent  seen  in  overt  shock. 

The  acute  episode  will  have  a duration  of 
30  to  120  minutes,  and  will  terminate  when 
the  patient  has  reached  a stage  of  general 
exhaustion,  or  when  the  factor  (s)  initiating 
the  anxiety  is  removed.  Recovery  from  this 
type  of  episode  will  often  require  12  to  24 
hours  sleep  or  rest. 

There  are  lesser  degrees  of  hyperventila- 
tion, similating  the  more  chronic  variety 
wherein  a more  persistent  state  of  anxiety 
exists.  In  this  type,  the  symptoms  as  des- 
cribed above  will  be  present  in  lesser  de- 
gree and  over  a longer  period  of  time,  e.g. 
days  or  weeks.  The  chronic  pulmonary  type 
will  commonly  appear  as  this  chronic  pro- 
longed variety,  with  episodes  of  functional 
manifestations  coinciding  with  paroxysms  of 
coughing.  In  this  chronic  variety  of  hyper- 
ventilation syndrome  there  will  be  distur- 
bances of  neuromuscular  function  with  in- 
voluntary muscle  contractions  and  cramping, 
associated  with  the  complaint  of  pronounced 
general  fatigue.  This  patient  with  milder 


— 55  — 


SOUTH  DAKOTA 


episodes  of  dyspnea,  general  fatigue  and 
weakness,  numbness  in  the  fingers  and  toes, 
and  the  like,  may  also  believe  his  symptoms 
are  due  to  heart  disease;  particularly  if  he  has 
experienced  exacerbation  of  his  symptoms 
resembling  the  acute  type  related  above.  Any 
suggestion  of  these  symptoms  being  on  a 
cardiac  basis  by  an  examining  physician  will 
often  precipitate  an  acute  episode. 

POINTS  OF  DIFFERENTIATION 

BETWEEN  HYPERVENTILATION 
SYNDROME  AND  ORGANIC  HEART 
DISEASE: 

There  are  situations  in  which  it  is  danger- 
ous to  attempt  too  rigidly  to  make  the  dif- 
ferentiation between  hyperventilation  syn- 
drome and  organic  heart  disease.  At  any  time 
that  doubt  may  exist,  it  obviously  is  better  to 
err  by  treating  the  patient  for  organic  heart 
disease  when  such  does  not  exist,  than  visa 
versa.  However,  during  further  observation, 
the  careful  clinician  will  recognize  his  error 
within  one  or  two  days  and  openly  reverse  his 
diagnosis  and  therapy.  Unfortunately,  some 
physicians  are  reluctant  to  admit  error  or 
change  therapy  lest  they  reveal  imaginary 
or  real  professional  inadequacy. 

The  dyspnea  of  congestive  heart  failure  is 
due  to  passive  congestion  of  the  lungs,  lead- 
ing to  varying  degrees  of  transudation  of 
serum  into  the  alveoli  and  bronchioles;  later 
into  the  bronchi  and  trachea.  The  rales  heard 
on  auscultation  of  the  lungs  reveal  immed- 
iately the  true  state  of  affairs.  Occasional  pa- 
tients in  congestive  heart  failure  may  have  no 
audible  rales  at  one  time;  but  if  the  lungs  are 
re-examined  rales  will  be  heard.  Further- 
more, other  physical  signs  of  congestive  heart 
failure  will  be  evident,  such  as  enlargement 
of  the  heart,  accentuation  of  the  second  heart 
sound  over  the  pulmonic  area,  the  presence  of 
murmurs,  gallop  rhythm  or  alternans.  The 
patient  with  hyperventilation  syndrome  will 
display  the  anxiety  and  apprehension,  pallor, 
perspiration,  tachycardia,  and  general  weak- 
ness common  also  to  congestive  heart  failure; 
but  will  reveal  none  of  the  cardiac  signs  of 
the  latter,  or  the  basal  pulmonary  rales.  The 
blood  pressure  in  congestive  heart  failure 
usually  rises  to  hypertensive  levels,  excepting 
the  shock-like  state  seen  in  acute  pulmonary 
edema  or  in  acute  myocardial  infarction.  The 
blood  pressure  is  either  normal  or  hypoten- 


sive in  patients  manifesting  the  functional 
syndrome. 

The  patient  with  cardiac  asthma  or  acute 
pulmonary  edema  will  reveal  a prolonged 
phase  of  expiration  during  the  respiratory 
cycle,  whereas  the  patient  with  hyperven- 
tilation syndrome  will  complain  bitterly 
about  his  inability  to  inhale  more  air.  Indeed, 
in  the  latter  circumstance,  the  lungs  are  over- 
inflated, and  the  limitation  to  further  in- 
spiration is  the  costal  cage  and  diaphragm. 
This  over-inflation  of  the  chest  associated 
with  the  labored  breathing  often  leads  to  in- 
tercostal and  pectoral  muscle  fatigue.  This 
can  cause  a sensation  of  aching  and  soreness 
across  the  chest  that  may  be  misinterpreted 
as  angina  pectoris  by  the  careless  examiner. 
Pectoral  muscle  tenderness  on  palpation  is 
common  to  the  functional  syndrome,  and  is 
not  seen  in  patients  with  angina  pectoris. 

If  the  patient  with  hyperventilation  syn- 
drome is  begun  on  oxygen  therapy,  by  what- 
ever route,  the  anxiety  is  usually  accentuated 
causing  the  symptoms  to  become  more 
severe.  In  contrast,  the  patient  in  congestive 
heart  failure  is  usually  greatly  relieved  of  his 
dyspnea  by  oxygen  therapy. 

One  of  the  peculiarities  of  hyperventilation 
syndrome  is  the  varying  degree  of  awareness 
of  the  patient.  This  probably  relates  directly 
to  the  severity  of  the  anxiety.  If  the  anxiety 
is  prominent,  the  symptoms  of  syncope,  ^gen- 
eralized weakness,  and  the  numbness  and 
mental  disturbances  may  obliterate  any 
awareness  of  dyspnea,  even  though  the  latter 
may  appear  prominent.  The  awareness  of 
dyspnea  in  patients  with  heart  disease  is 
usually  not  superseded  in  importance  by  any 
associated  symptom. 

The  metabolic  rate  in  the  patient  with  con- 
gestive heart  failure  is  elevated.  This  is  ap- 
parent to  the  careful  observer,  for  this  pa- 
tient is  often  lightly  clad,  with  the  window 
open  and  still  complaining  of  feeling  warm. 
In  sharp  contrast  to  this  is  the  patient  with 
hyperventilation  syndrome  whose  “thermo- 
stat” is  evidently  at  the  opposite  extreme. 
This  patient  is  unable  to  become  warm 
enough  despite  ample  clothing,  blankets  and 
heating  pads.  There  is  frequently  shivering, 
the  patient  appears  cool,  and  is  cool  to  the 
touch.  This  symptom  has  its  genesis  from  the 
hyperventilation  whereupon  a great  amount 
of  body  heat  is  lost  in  the  expired  air. 
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There  is  no  laboratory  test  on  which  one 
can  rely  on  establishing  this  differential  diag- 
nosis. A normal  electrocardiogram  does  not 
exclude  heart  disease,  and  an  abnormal  elec- 
trocardiogram will  not  eliminate  hyperven- 
tilation syndrome.  Factors  altering  the  elec- 
trocardiogram in  the  latter  case  were  dis- 
cussed previously.  The  sedimentation  rate  of 
the  red  blood  cells,  and  the  serum  glutamic 
transaminase  tests  will  not  rise  in  cases  of 
acute  myocardial  infarction  for  12  to  36  hours; 
and  these  tests  may  continue  to  be  normal  in 
patients  suffering  from  congestive  heart 
failure.  The  chest  x-ray  and  cardiac  fluoro- 
scopy will  aid  in  ruling  out  heart  disease  if 
the  cardiac  silhouette  is  normal,  and  the  pul- 
monary fields  and  hila  are  free  of  signs  of 
passive  congestion. 

Thus,  as  one  realizes  the  many  contrasting 
clinical  features,  as  well  as  the  similarities,  it 
would  seem  that  the  differentiation  between 
organic  heart  disease  and  hyperventilation 
syndrome  should  be  easily  established. 
Usually  this  is  true;  but  there  are  some  cases 
in  which  this  distinction  is  very  difficult,  and 
a few  cases  in  which  both  organic  heart 
disease  and  hyperventilation  syndrome  co- 
exist. The  diagnostic  skill  of  the  physician  is 
usually  revealed  in  his  success,  or  lack  of 
success,  therapeutically.  This  is  a final  but 
important  point  of  differentiation  — the 
therapeutic  trial. 

TREATMENT: 

Prerequisite  to  the  treatment  of  any  disease 
is  the  performance  of  a complete  history  and 
physical  examination,  and  whatever  labora- 
tory and  x-ray  studies  may  be  necessary  in 
establishing  the  diagnosis.  Perhaps  this  is  of 
even  greater  importance  in  the  treatment  of 
the  functional  illnesses,  for  the  establishment 
of  a strong  and  firm  patient-physician  con- 
fidence is  manditory,  and  is  usually  directly 
related  to  the  show  of  completeness  and  con- 
cern on  the  part  of  the  physician.  In  fact, 
the  better  this  relationship  is  established, 
the  more  prompt  and  effective  will  be  the 
treatment.  The  treatment  of  hyperventila- 
tion syndrome  may  be  very  simply  the  recog- 
nition of  the  symptom  pattern  and  bringing 
this  to  the  attention  of  the  patient;  or  so 
complex  a state  that  one  or  two  years  of  re- 
peated visits  with  explanation  and  reassur- 
ance will  be  required.  In  rare  instances  psy- 
chiatric help  will  be  necessary  in  order  to  re- 


habilitate the  patient. 

Treating  the  acute  episode  of  hyperventila- 
tion syndrome  is  largely  symptomatic  control 
using  sedatives,  paper-bag  rebreathing,  and 
a great  deal  of  reassurance  from  the  phys- 
ician. Of  nearly  equal  importance  is  the 
composure  of  the  physician,  for  any  sign  of 
excitement  or  fearful  concern  on  his  part 
will  be  promptly  noticed  by  the  patient  and 
reflected  by  accentuation  of  the  symptom 
pattern. 

On  first  thought,  paper-bag  rebreathing 
often  strikes  a mystical  note  to  the  patient, 
as  well  as  to  some  skeptical  physicians.  If 
one  understands  the  mechanism  and  what  is 
to  be  accomplished,  however,  there  is  nothing 
mysterious  or  harmful  in  this  method.  An 
ordinary  paper  bag  of  sufficient  size  to  con- 
tain all  of  a single  expired  breath  (and  not 
much  larger)  is  all  that  is  needed.  The  open- 
ing of  the  bag  is  placed  tightly  over  the  nose 
and  mouth  of  the  patient  for  one  to  several 
minutes  at  a time.  Carbon  dioxide  is  accum- 
ulated in  the  bag  and  re-breathed  by  the 
patient.  If  the  hyperventilation  episode  is  of 
recent  origin,  this  method  will  completely 
control  the  symptoms;  whereas,  if  the  episode 
has  been  in  progress  for  an  hour  or  longer, 
this  procedure  must  be  repeated  many  times. 
The  effectiveness  of  paper-bag  rebreathing 
is  directly  related  to  the  degree  of  electrolyte 
imbalance  already  present,  and  to  the  allevia- 
tion of  the  underlying  fear.  As  the  patient 
understands  this  method  of  treatment,  paper- 
bag  rebreathing  thereafter  will  provide  a 
simple  means  of  symptom  control  at  his 
beckon.  The  patient  will  often  avert  an 
episode  by  prompt  use  of  paper-bag  rebreath- 
ing. Thence,  self-confidence  is  regained  and 
the  causative  fear  more  effectively  controlled. 

The  chronic  hyperventilating  patient  is  a 
more  difficult  therapeutic  problem.  Never- 
theless, if  one  is  dealing  with  a patient  of 
reasonable  intelligence  who  wants  to  be  well, 
and  if  the  underlying  anxiety  is  due  to  fears 
that  can  be  removed  or  controlled,  and  if  the 
physician  approaches  the  patient  with  enough 
certainty  of  diagnosis  and  sincerity  in  action, 
the  results  of  treatment  are  most  gratifying 
— a cured  patient,  and  perhaps  a better  per- 
son for  these  experiences.  When  the  patient 
does  have  an  associated  heart  disease,  then 
his  cardiophobia  is  not  necessarily  ill-founded. 
Here  the  problem  becomes  more  delicate  and 
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complex;  and  control  rather  than  cure  be- 
comes the  therapeutic  target. 

In  the  treatment  of  hyperventilation  syn- 
drome the  type  of  sedative  or  tranquillizer 
used  is  not  important  so  long  as  sedation  is 
accomplished  in  sufficient  degree,  and  so 
long  as  the  patient  does  not  rely  on  the  med- 
icine to  manage  the  existing  problems  and 
fears.  It  must  be  made  clear  to  the  patient 
that  the  fears  are  his  to  dispose  of,  and  that 
these  methods  of  treatment  are  simply  a 
means  to  control  his  symptoms  until  such 
time  as  he  can  understand  and  manage  his 
own  anxiety. 

In  the  truly  psychoneurotic  patient,  often 
control  of  the  symptoms  of  hyperventilation 
syndrome  will  be  followed  by  transfer  of  the 
symptom  pattern  to  another  body  system.  By 
recognizing  this  “system  transfer”  the  phys- 
ician can  better  distinguish  those  patients 
suffering  from  simple  anxiety  from  those 
more  severly  entangled  in  the  psychoneu- 
roses. This  will  help  to  identify  those  in  need 
of  psychiatric  care.  Those  patients  suffering 
from  anxiety  are  not  psychiatric  problems, 
but  are  the  problems  of  the  family  physician 
who  should  assume  the  responsibility  of  diag- 
nosis and  treatment.  If  this  were  accomp- 
lished promptly  and  effectively  by  the  first 
physician  consulted  by  the  patient,  many 
severe  and  disabling  functional  problems 
would  be  shortlived. 

SUMMARY: 

Hyperventilation  syndrome  is  one  of  the 
many  variant  expressions  of  anxiety,  often 
mistaken  for  heart  disease.  Contrary  to  gen- 
eral attitude  regarding  this  functional  syn- 
drome, there  are  physiologic  alterations 
which  serve  to  explain  many  of  the  manifes- 
tations seen.  After  the  nervous  stimulus  ex- 
cites the  onset  of  the  symptoms,  and  in  spite 
of  the  ample  and  unimpaired  oxygenation  of 
the  blood  in  these  patients,  there  is  reason  to 
believe  impairment  of  oxygen  release  to  the 
tissues  occurs.  This  relative  tissue  hypoxia 
serves  to  perpetuate  the  symptoms  and  ac- 
centuate the  anxiety,  and  may  account  for 
the  paradoxical  sensation  of  “air  hunger.” 

Since  there  are  so  many  variable  factors  in 
cause  and  effect,  one  can  justify  the  bizaar 
clinical  manifestations  seen  in  patient  with 


hyperventilation  syndrome.  The  acute  at- 
tacks, and  the  mild  chronic  symptom  pat- 
terns exemplify  the  extremes  of  severity  and 
mildness.  Any  gradation  of  severity  is  seen. 

In  clinical  practice,  the  differentiation  be- 
tween hyperventilation  syndrome  and  heart 
disease  is  paramount.  The  functional  syn- 
drome may  be  erroneously  diagnosed  con- 
gestive heart  failure,  acute  pulmonary  edema, 
or  coronary  heart  disease.  The  clinical  and 
laboratory  points  of  differentiation  are  dis- 
cussed. 

In  the  treatment  of  patients  with  hyperven- 
tilation syndrome,  the  physician  will  find 
greatest  success  in  the  adequate  use  of  seda- 
tion, explanation  of  the  symptoms  to  the  pa- 
tient, and  the  use  of  paper-bag  rebreathing. 
In  order  to  achieve  this  success,  the  physician 
himself  must  first  understand  the  pathologic 
physiology,  and  rationale  of  therapy,  in  man- 
aging patients  suffering  from  this  prevalent 
functional  illness. 
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OTTO  A.  GROEBNER,  M.D. 

1893—1958 

Funeral  services  were  held  Tuesday,  De- 
cember 23rd  for  Dr.  Otto  A.  Groebner,  Sioux 
Falls,  who  passed  away  at  the  age  of  65  as 
the  result  of  a heart  attack. 

Dr.  Groebner  was  born  at  New  Ulm,  Minn- 
esota, September  26,  1893  and  was  educated 
in  the  public  schools  in  that  community.  He 
received  his  pre-medical  and  medical  training 
at  the  University  of  Minnesota,  accepting  his 
M.D.  degree  in  1923.  He  did  post-graduate 
work  at  Chicago  Lying-In  and  Bostons’ 
Childrens’  Hospital. 

He  married  Ruby  Geiger  in  Mitchell  in  1921 
and  is  survived  by  his  widow  and  a daughter. 

Dr.  Groebner  was  a veteran  of  World  War 
I,  member  of  his  local,  state  and  national 
medical  associations,  and  the  Elks.  He  retired 
from  active  practice  in  1945. 


— 58  — 


BETA  HEMOLYTIC  STREPTOCOCCI 
DETECTION  BY  THROAT  CULTURES* 
By 

Willis  F.  Sianage,  M.D.  and  John  G.  Heem- 
stra.  Pediatric  Section  and  Laboratory 
Section  Yankton  Clinic,  Yankton,  S.  Dakota 


A school  throat  culture  program  was  in- 
itiated in  the  schools  of  Yankton,  South  Da- 
kota in  1955,  sponsored  by  the  South  Dakota 
Heart  Association.  The  program  was  de- 
signed to  detect  children  with  beta  hemo- 
lytic strepococci  in  the  nose  and  throat.  These 
children  could  then  be  referred  to  their  fam- 
ily physician  for  treatment,  primarily,  as  a 
prophylactic  measure  in  the  prevention  of 
rheumatic  fever.  This  project  was  not  de- 
signed as  a statistical  survey.  During  the 
school  year  1955-56  and  1956-57  there  were  29 
and  26  throat  cultures  done.  However,  during 
the  year  1957-58  there  were  709  cultures  done. 
It  is  this  increase  in  total  throat  cultures 
which  reflects  a streptococcal  epidemic  that 
emphasizes  the  need  for  a routine  throat  cul- 
ture program  as  a public  health  measure. 

METHOD 

This  program  is  a cooperative  venture  hav- 
ing the  assistance  of  parents,  school  officials, 
teachers,  school  nurses,  laboratory  personnel 
and  local  physicians.  The  workings  have  been 
kept  as  simple  as  possible  and  consist  of  eight 
steps: 

1.  The  teacher  reports  any  child  with  any 
suggestion  of  upper  respiratory  symp- 
toms to  the  school  nurse. 

* An  epidemiological  program  within  the  Yankton 
schools  for  the  prevention  of  rheumatic  fever. 


2.  A throat  culture  is  taken  by  the  school 
nurse,  who  also  records  the  symptoms 
present. 

3.  The  culture  is  sent  to  the  Yankton  Clinic 
laboratory. 

4.  The  culture  is  plated  on  a blood  agar 
culture  plate. 

5.  The  following  morning  the  school  nurse 
is  notified  if  the  culture  is  positive  for 
beta  hemolytic  streptococci. 

6.  The  school  nurse  contacts  the  parents 
and  advises  them  to  report  to  their  fam- 
ily physician. 

7.  School  and  home  contacts  are  cultured 
and  also  repeat  cultures  done  on  those 
with  positive  throat  cultures.  (This  step 
was  done  only  during  the  year  1957-58). 

8.  The  school  nurse  checks  to  be  sure  that 
the  child  has  received  medical  attention. 

MATERIALS 

The  nurse  is  supplied  with  standard  cotton 
tipped  applicators,  sterilized  individually  in 
disposable  sterilizing  bags,  and  screw  capped 
tubes  containing  a small  amount  of  tryptone 
broth.  Blood  agar  plates  are  prepared  using 
5%  sterile  sheep  blood  in  a tryptose  blood 
agar  base.  Tongue  blades  and  flash  lights  are 
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supplied  by  the  school  health  department.  A 
standard  37°  incubator  is  used  in  the  labora- 
tory for  incubating  the  specimen.  Mimeo- 
graphed throat  culture  forms  are  supplied  by 
the  laboratory.  These  forms  include  the 
name,  age,  school,  home  address,  telephone 
number,  family  physician,  symptoms,  date  of 
onset  and  the  result  of  the  culture. 

COLLECTION  OF  SPECIMEN 

Pupils  with  upper  respiratory  symptoms 
are  reported  to  the  school  nurse  by  the 
teacher  during  daily  routine  health  checks, 
or  when  the  child  appears  ill  in  school.  The 
culture  is  obtained  by  a routine  throat  swab 
by  the  school  nurse.  The  swab  is  placed  in 
the  tryptone  broth  tube  to  prevent  drying  of 
the  specimen.  The  swab  in  the  liquid  medium 
is  delivered  to  the  laboratory  at  the  end  of 
the  day.  The  throat  culture  form,  with  the 
exception  of  the  result  of  the  culture,  is  filled 
out  by  the  nurse  and  sent  along  to  the  labora- 
tory with  the  swab.  The  form  is  then  kept  on 
file  in  the  laboratory. 

LABORATORY  PROCEDURE 

The  swabs  in  the  culture  tubes  for  the  cur- 
rent day  are  plated  on  blood  agar.  The  con- 
taminated swabs  are  discarded  and  the  tubes 
are  cleaned,  sterilized  and  prepared  for  reuse. 
Each  blood  agar  plate  is  streaked  to  obtain 
isolation  for  proper  identification  of  the  col- 
onies. The  completed  plates  are  incubated  at 
37°  C until  the  following  day  when  they  are 
read  by  the  laboratory  bacteriologist  (J.G.H.). 
Identification  of  streptococci  colonies  is  made 
on  the  basis  of  beta  hemolysis  and  gross 
colony  morphology.  Confirmation  is  made  by 
microscopic  examination  of  a Gram  strain 
and  serological  grouping  with  specific  group- 
ing serum.  A culture  with  one  obvious  colony 
of  beta  streptococci  is  read  as  positive. 

REPORTING 

The  morning  following  the  plating  of  the 
culture,  the  names  of  the  children  who  have 
positive  specimens  are  reported  to  the  school 
nurse  by  the  laboratory  bacteriologist.  The 
child’s  parents  are  contacted  by  the  school 
nurse.  If  the  child  is  still  in  school  he  is  sent 
home  and  the  parents  notified  of  the  positive 
culture.  The  parents  are  advised  by  the  nurse 
that  the  child  should  receive  medical  atten- 
tion. As  a follow  up  the  school  nurse  checks 
to  be  sure  that  those  with  positive  throat  cul- 
tures have  received  the  proper  care  before 
they  return  to  school. 


PERSONNEL  AND  ECONOMIC  ASPECTS 

There  are  no  paid  personnel.  The  public 
school  nurse  collects  specimens  from  all  the 
public  schools  and  on  request  from  St.  John’s 
Parochial  School.  Student  nurses  from 
Sacred  Heart  Hospital  function  as  school 
nurses  at  Sacred  Heart  Parochial  School.  The 
materials  are  prepared  and  cultures  reported 
by  one  of  the  authors  (J.G.H.).  The  program 
is  administered  through  the  South  Dakota 
Heart  Association.  The  expenses  of  the  pro- 
gram are  borne  by  the  South  Dakota  Heart 
Association,  the  Yankton  District  Board  of 
Education,  and  the  Yankton  Clinic  as  a com- 
munity service.  The  children  with  positive 
cultures  are  treated  by  their  family  physician 
at  the  usual  fee.  There  is  no  attempt  to  es- 
tablish a “free  treatment”  program.  As  is 
usual,  the  charity  cases  receive  treatment  at 
a reduced  fee  or  without  charge  from  their 
family  physician,  many  times  this  care  is 
arranged  for  by  the  school  nurse. 

RESULTS 

During  the  school  year  1955-56  a total  of  29 
throat  cultures  were  taken.  Of  this  group 
there  were  six  (20%)  positive  for  beta  hemo- 
lytic streptococcus.  During  1956-57  there  were 
26  throat  cultures.  Of  this  group  there  were  5 
or  19%  positive. 

This  report  is  mainly  concerned  with  the 
school  year  1957-58.  During  this  year  there 
appeared  to  be  an  epidemic  of  infection 
caused  by  the  beta  hemolytic  streptococcic 
organism.  From  the  opening  of  school  in  Sep- 
tember until  January  27,  1958  there  were 
seven  throat  cultures  taken,  one  of  which  was 
positive.  On  January  27,  1958  there  was  a 
marked  increase  in  upper  respiratory  infec- 
tion in  the  schools.  During  the  following  two 
months  there  were  throat  cultures  taken  on 
228  children  and  13  on  teachers  with  upper 
respiratory  symptoms.  Of  this  total  of  241 
cultures,  there  were  112  positive  for  beta 
hemolytic  streptococcus.  During  the  remain- 
ing school  year  there  were  16  cultures  taken 
on  children  and  one  culture  on  a teacher.  Of 
this  group  there  were  three  positive.  This 
represents  a total  of  265  cultures  with  116  or 
43.8%  positive. 

Following  the  marked  rise  of  positive  cul- 
tures in  January  1958  there  was  an  attempt 
to  do  throat  cultures  on  as  many  contacts 
with  those  of  positive  throats  as  possible.  The 
contacts  were  both  in  class  room  andYamily 
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groups.  A total  of  286  throats  were  cultured. 
Of  this  group,  with  no  evidence  of  upper  res- 
piratory infection,  there  were  116  positive. 
This  represents  40.6%. 

One  hundred  and  fifty-eight  of  the  children 
who  had  positive  throat  cultures  were  re- 
checked following  treatment.  Of  this  group 
there  were  12  or  7.6%  positive. 

The  five  symptoms  reported  in  those  who 
were  ill  when  the  throat  culture  was  taken 
were,  (1)  inflamed  throat,  (2)  exudative 
throat,  (3)  cervical  adenopathy,  (4)  nasal  dis- 
charge, and  (5)  fever.  These  evaluations  were 
made  by  the  nurse.  Two  hundred  and  four 
reports  were  complete  enough  to  evaluate 
symptoms.  There  were  82  (40.2%)  of  those 
positive  and  93  (48.4%)  of  those  negative  who 
exhibited  inflamed  throats.  Twelve  (5.8%) 
of  those  positive  and  11  (5.4%)  of  those  nega- 
tive had  exulative  throats.  Cervical  adeno- 
pathy was  present  in  41  (20.1%)  of  those  posi- 
tive and  24  (12.2%)  of  those  negative.  Evi- 
dence of  nasal  discharge  was  present  in  22 
(10.8%)  of  each  group.  Fever  was  present  in 
20  (9.8%)  of  those  with  positive  cultures  and 
12  (5.8%)  of  those  with  negative  cultures.  This 
group  does  not  represent  a large  enough  num- 
ber to  be  significant;  however,  there  does  not 
appear  to  be  any  predominant  identifying 
symptoms. 

COMMENT 

The  purpose  of  this  report  is  to  present  a 
working  throat  culture  program  and  to  show 
its  probable  value  in  a school  community.  A 
total  of  244  beta  hemolytic  streptococcal  in- 
fections were  uncovered.  All  were  advised 
to  seek  medical  care,  and  reported  by  the 
parents  (or  in  the  case  of  teachers,  person- 
nally)  as  having  obtained  proper  treatment. 
There  were  no  cases  of  rheumatic  fever  in 
the  schools  of  Yankton  during  the  year  1957- 
58.  By  applying  the  3%  index,  seven  new 
cases  of  rheumatic  fever  might  have  occurred 
had  the  presence  of  beta  hemolytic  infection 
not  been  uncovered. 

It  is  not  within  the  scope  of  this  program  to 
enforce  treatment.  It  is  only  hoped  that 
through  educational  programs,  especially  as 
carried  out  by  the  Heart  Associations,  the 
value  of  treatment  will  be  recognized  by  the 
parent  or  patient.  It  is  hoped  that  this  epi- 
demo-Iogical  approach  may  potentiate  the 
educational  program  to  fulfill  a community 
service. 


SUMMARY 

For  the  past  three  years  a throat  culture 
program  has  been  under  way  in  the  schools  of 
Yankton.  The  physical  set  up  of  this  program 
has  been  presented.  The  value  of  the  project 
was  increased  during  a time  of  increase  in 
beta  hemolytic  streptococcal  infections.  The 
importance  of  contact  studies  has  been  shown. 
Symptoms  and  physical  findings  are  probably 
of  little  value  in  evaluating  the  etiology  of 
upper  respiratory  infections.  This  type  of 
project  should  play  a major  role  in  reducing 
the  compilcations  following  streptococcal  in- 
fection and  most  specifically  reduce  the  in- 
cidence of  rheumatic  fever. 
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TREATMENT  OF  CONGESTIVE 
HEART  FAILURE* 
by 

Paul  WinchelL  M.D.** 


A rational  program  of  treatment  for  any 
condition  should  depend  on  a clear  under- 
standing of  the  physiology  of  that  condition 
and  this  is  particularly  true  in  the  case  of 
congestive  heart  failure. 

Heart  failure  may  be  defined  as  the  in- 
ability of  the  heart  to  perform  the  work  load 
imposed  on  it.  This  usually  implies  a reduced 
cardiac  output,  an  increase  in  the  left  ven- 
tricular residual  blood  volume  at  the  end  of 
systole,  and  an  increase  in  the  ventricular  end 
diastolic  pressure.  There  are  certain  excep- 
tions to  these  rules  such  as  in  the  heart  fail- 
ure of  high  output  states  found  with  beri  beri, 
thyrotoxicosis,  and  arteriovenous  fistulas.  An 
additional  finding  in  heart  failure  is  that  of 
increased  peripheral  venous  pressure  second- 
ary to  elevation  of  the  right  ventricular  end 
diastolic  pressure.  This  complex  of  mechan- 
ical changes  has  been  called  “backward” 
failure. 

The  critical  factor  in  heart  failure  seems  to 
be  reduced  cardiac  output.  As  a result  of  it, 
certain  very  complex  biochemical  changes 
occur,  primarily  because  of  decreased  renal 
blood  flow.  Reduced  renal  blood  flow  leads 
to  renal  tubular  malfunction  which  is  ex- 
pressed as  an  increase  in  the  reabsorption  of 
sodium  ion  and  hence  water  retention.  Other 
measured  abnormalities  include  an  increase 

*Presented  at  the  77th  annual  meeting  of  the 
South  Dakota  Medical  Association  — Huron,  May 
20,  1958. 

** Assistant  Professor,  Department  of  Medicine, 
University  of  Minnesota. 


in  aldosterone  secretion,  a similiar  increase 
in  the  production  of  pituitary  antidiuretic 
hormone,  and,  because  of  all  of  these  factors, 
a marked  increase  in  the  total  extracellular 
fluid  volume.  It  is  important  to  note  that 
while  the  total  body  content  of  sodium  is 
much  greater  than  normal,  the  amount  of 
sodium  per  unit  of  plasma  is  normal  in  con- 
gestive heart  failure.  Since  these  biochemical 
abnormalities  are  caused  ultimately  by  a 
low  cardiac  output,  this  has  been  called 
“forward”  failure.  Probably  forward'  and 
backward  failure  never  occur  in  isolated  and 
pure  form.  Almost  always  clinical  heart  fail- 
ure represents  a combination  of  these  two 
types  of  basic  disturbance. 

With  these  physiological  facts  in  mind  the 
proper  treatment  of  congestive  heart  failure 
is  logical  and  straightforward.  The  most 
effective  measures  are: 

I.  Reduction  of  the  work  load  imposed  on  the 
heart 

Since  inability  to  perform  the  work  load 
demanded  of  it  is  the  essence  of  heart  failure, 
the  first  step  in  treating  this  condition  is  a 
lessening  of  the  demands  made  on  the  heart. 
This  need  not  necessarily  mean  bed  rest  but 
may,  in  individual  cases,  consist  simply  of 
omitting  unusually  stressful  physical  activity. 
For  the  patient  who  is  water  logged,  however, 
bed  rest  may  be  extremely  useful.  In  the 
event  that  bed  rest  is  required,  anticoagulant 
treatment  may  be  helpful  in  preventing  deep 
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vein  thrombosis  and  its  complications  but  it 
should  be  remembered  that  liver  congestion 
often  leads  to  hypoprothrombinemia  and  un- 
usual sensitivity  to  coumarin  anticoagulants. 

II.  Digitalis 

Digitalis  is  probably  the  oldest  and  still 
most  useful  drug  for  the  treatment  of  heart 
failure.  It’s  effects  on  the  failing  heart  are 
multiple,  including  increases  in  muscle  tonus, 
muscle  irritability,  and  muscle  efficiency 
which  in  turn  leads  to  augmentation  of  the 
cardiac  output.  It  is  further  useful  in  con- 
trolling atrial  arrhythmias.  The  increased 
muscle  irritability  from  digitalis  can  be  det- 
rimental if  it  leads  to  an  arrhythmia  such  as 
paroxysmal  atrial  tachycardia  with  block, 
ventricular  bigeminy,  or  venticular  tachy- 
cardia and  fibrillation. 

There  is  clear  cut  experimental  evidence 
that  digitalis  adversely  influences  the  normal 
heart,  chiefly  by  reducing  cardiac  output. 
The  drug  should  therefore  be  used  only  when 
clearly  indicated.  No  single  long  acting  prep- 
artion  of  digitalis  has  any  particular  advan- 
tage over  the  others  and  therefore  the  choice 
of  preparation  is  a matter  of  personal  prefer- 
ence and  experience. 

III.  Low  sodium  diet 

Since  one  fundamental  finding  in  heart 
failure  is  a marked  increase  in  the  total  body 
stores  of  sodium,  low  sodium  diets  form  a 
major  item  of  treatment.  Unfortunately,  to 
be  effective  the  amount  of  sodium  from  all 
sources  in  the  diet  must  be  very  low  — 1000 
milligrams  daily  or  less  — and  simply  not 
adding  salt  to  the  usual  food  serves  no  useful 
purpose.  In  some  areas  water  contains  large 
amounts  of  sodium,  at  times  enough  to  supply 
the  entire  daily  quota  of  sodium  from  drink- 
ing water  alone. 

One  important  point  to  be  kept  in  mind  is 
that  sodium  restricted  diets  have  very  little 
effect  on  other  electrolytes  — quite  in  con- 
trast to  the  diuretics.  Furthermore,  only 
rarely  is  the  patient  harmed  by  dietary  so- 
dium deprivation. 

IV.  Diuretics 

Most  diuretics  are  effective  because  of 
their  ability  to  make  the  kidney  put  out  extra 
sodium  and,  with  it,  water.  The  exact  me- 
chanism varies  with  the  different  diuretic 
agents.  Acetazolamide  works  by  inhibiting 
the  action  of  carbonic  anhydrase.  The  mer- 
curial diuretics  apparently  cause  an  increased 


excretion  of  chloride  ion  which  in  turn  is 
responsible  for  an  osmotic  diuresis  of  water 
and  sodium.  The  exact  mechanism  of  action 
of  chlorothiazide  is  not  known  but  the  site  of 
its  effect  is  the  kidney  tubule. 

Diuretics  have  a profound  effect  on  ions 
other  than  sodium.  Chlorothiazide  causes 
such  a marked  diuresis  of  protassium  that 
there  is  a valid  argument  for  giving  supple- 
mental potassium  salts  to  any  patient  taking 
this  drug.  Other  diuretics  cause  a less  pro- 
found loss  of  potassium  but  they  enhance 
the  excretion  of  chloride  and  possibly  mag- 
nesium. It  is  apparent  that  dietary  restriction 
of  sodium  is  a simpler  measure  less  likely  to 
disturb  other  electrolytes  than  is  the  use  of 
diuretics  and  this  is  one  of  the  reasons  why 
strict  adherance  to  the  low  sodium  diet  is 
advisable  for  the  patient  with  congestive 
heart  failure. 

V.  Miscellaneous  measures 

It  often  becomes  necessary  to  resort  to  cer- 
tain “tricks”  in  the  treatment  of  chronic  heart 
failure. 

Profound  hypochloremia  may  occur  follow- 
ing long  continued  use  of  diuretics  and  when 
such  is  the  case  the  mercurial  diuretics  are  no 
longer  effective.  Replacement  of  chloride  is 
indicated  and  may  be  done  either  with  am- 
monium or  potassium  chloride.  The  ammon- 
ium ion  may  be  dangerous  in  the  patient  with 
poor  liver  function,  which  often  is  the  case 
in  chronic  heart  failure,  and  ammonia  in- 
toxication may  result  from  the  inability  of 
the  liver  to  handle  this  ion.  When  the  patient 
is  depleted  of  both  potassium  and  chloride, 
hypokalemic  hypochloremic  alkalosis  may  de- 
velop and  requires  vigorous  treatment  with 
potassium  chloride.  Chlorothiazide  alone  may 
also  produce  alkalosis  and  if  such  should  hap- 
pen the  treatment  is  likewise  replacement 
with  potassium  chloride. 

Diuretics  may  not  work  even  though  the 
serum  electrolyte  values  are  normal.  Some- 
times premedication  with  ammonium  chlor- 
ide for  its  acidotic  effect  or  with  intravenous 
aminophylline  will  make  the  patient  respon- 
sive to  diuretics.  An  occasional  patient  will 
develop  uremia  while  being  treated  with 
diuretics  and  this  complication  is  more  suc- 
cessfully avoided  than  treated.  Cation  ex- 
change resins  are  of  very  limited  usefulness. 

(Continued  on  Page  69) 


— 63  — 


THE  INTERRELATED  NEEDS  FOR 
INFORMATION  IN  CLINICAL  AND 
PRECLINICAL  FIELDS  OF  RESEARCH 
William  F.  Geber,  Ph.D.* 

Associate  Professor  of  Physiology 
Department  of  Physiology  and  Pharmacology 
School  of  Medicine 
State  University  of  South  Dakota 


If  we  define  a particular  field  of  human 
endeavor  as  a science  we  must  immediately 
put  forth  what  is  implied  by  the  word  itself. 
A science  is  made  up  of  observations,  meas- 
urements, facts,  principles,  laws,  and  theories 
usually  evolving  in  that  order.  The  informa- 
tion constantly  being  developed  in  the  broad 
field  of  physiology  through  a continuous 
process  of  research  furnishes  the  basis  for 
daily  improved  therapeutic  procedures  in 
practical  clinical  work.  Obviously  every  piece 
of  information  developed  in  the  research 
laboratory  will  not  prove  to  be  in  itself,  ap- 
plicable to  clinical  problems.  This  is  not,  and 
should  not  be,  the  motivating  force  behind 
the  physiological  approach  to  a particular 
problem  where  our  knowledge  is  lacking  or 
limited.  Since  physiology  is  in  a continuous 
state  of  flux,  the  scope  of  its  information  is 
dated.  The  views  of  today  will  not  be  suf- 
ficiently accurate  in  another  decade  or  even 
within  a year  in  many  instances.  One  has 
only  to  turn  to  the  most  authorative  medical 
textbooks  of  each  of  the  preceding  decades  to 
be  assured  that  this  is  the  case.  This  does  not 
mean  that  the  physiology  of  today  will  be 

* Dr.  Geber  is  a full  time  Heart  Research  Investi- 
gator for  the  South  Dakota  Heart  Association. 


discarded,  but  rather  that  many  phases  will 
be  modified  to  a greater  or  lesser  extent.  In 
many  areas  of  the  physiology  of  the  living 
body,  our  knowledge  of  the  basic  principles 
of  function  are  so  limited  as  to  constitute 
virgin  fields  of  reseach. 

It  is  well  realized  that  many  clinical 
maneuvers  are  designed  to  treat  the  symp- 
toms rather  than  the  cause.  The  extensive 
use  of  the  various  hormone  preparations  may 
be  taken  as  a general  example.  At  the  pres- 
ent time  the  central  nervous  system  lies  well 
within  the  protected  walls  of  scientific  ignor- 
ance. Our  inability  to  understand  and  man- 
ipulate this  area  of  the  body  is  fantastic  in  its 
magnitude.  The  broad  field  of  genetics  has 
had  its  surface  broken  a bit  in  the  past  decade 
but  many  important  facets  remain  for  future 
solution.  When  we  can  manipulate  the  gene- 
tic makeup  of  the  total  organism  at  will,  the 
field  of  organ  or  tissue  transplant  will  be 
vastly  simplified. 

The  individual  engaged  in  preclinical  or 
basic  medical  research  generally  attempts  to 
quantitate  his  results,  the  second  component 
in  the  definition  of  a science.  Attempts  at 
quantitation  usually  imply  the  necessity  for 
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the  use  of  animals  in  order  to  reduce  the 
number  of  variables  to  a minimum  at  any 
one  given  time.  The  clinical  research  project 
is  generally  plagued  with  problems  of  com- 
plete patient  cooperation.  In  addition,  many 
of  the  more  radical  procedures  necessary  to 
approach  quantitation  can  not  be  inflicted  on 
the  patient. 

This  is  not  to  imply  that  the  basic  research 
project  is  able  to  reach  a degree  of  quantita- 
tion that  can  not  be  improved.  Far  from  that. 
However,  the  step  toward  quantitation  is 
large,  if  not  complete. 

We  might  just  take  a moment  to  illustrate 
this  last  statement  by  selecting  the  field  of 
cardiovascular  hemodynamics.  With  the  de- 
velopment of  the  strain  gauge  or  pressure 
transducer,  the  blood  pressure  can  be  regis- 
tered continuously,  safely,  and  accurately 
from  virtually  any  area  of  the  vascular  sys- 
tem. The  quantitative  measurement  of  blood 
pressure  is  important  and  necessary,  but  just 
as  important  is  the  measurement  of  blood 
flow  in  any  given  area  since  blood  pressure 
can  exist  without  blood  flow.  The  realization 
of  this  latter  fact  becomes  important  in  sur- 
gery where  blood  flow  may  be  either  de- 
creased to  the  body  in  general  or  to  any  one 
of  the  individual  areas  or  organs  of  the  body. 
The  former  case  is  somewhat  more  easily 
recognized  than  the  latter.  Also,  what  may  be 
considered  a rather  slight  percentage  decrease 
in  blood  flow  to  one  area  may  be  severly 
detremental  to  another  area.  A latent  path- 
ology may  be  developed  to  full  blown  propor- 
tions if  an  area  is  made  anoxic  or  hypercapnic 
for  any  length  of  time. 

In  order  to  solve  the  problems  of  general 
and  regional  blood  flow,  the  immediate  need 
is  centered  on  instrumentation.  Here  the 
technical  problems  are  vastly  more  compli- 
cated than  those  presented  by  the  measure- 
ment of  blood  pressure.  Without  going  into 
the  many  indirect  and  direct  methods  avail- 
able today,  suffice  it  to  say  that  none  are 
completely  satisfactory  from  both  the  stand- 
point of  quantitation  and  ease  of  application 
to  any  given  area.  Faced  with  this  handicap, 
it  is  not  at  all  surprising  that  the  actual 
amount  of  blood  pumped  out  of  the  heart  is 
not  quantitatively  known.  Going  beyond  the 
heart,  into  the  more  distal  areas  of  the  vas- 
cular system,  we  find  the  same  lack  of  re- 
liable information.  The  complex,  dual  blood 


supply  to  the  liver  makes  this  important  or- 
gan difficult  to  continuously  and  quantita- 
tively study.  The  kidney  has  probably  had 
more  approaches  made  to  the  measurement 
of  its  blood  supply  than  any  other  area  of  the 
body,  with  the  exception  of  the  heart.  Despite 
this  fact,  there  is  definite  uncertainty  as  to 
many  characteristics  of  renal  blood  flow  and 
their  relation  to  kidney  functions.  The  pat- 
terns of  blood  flow  and  distribution  through- 
out the  various  areas  of  the  intestine,  pan- 
creas, stomach,  adrenals,  etc.  are  as  yet  un- 
known. The  same  may  be  said  for  the  brain. 
Information  here  is  probably  totally  inade- 
quate. 

It  is  absolutely  vital  that  we  measure  the 
blood  flow  in  the  complex  areas  of  the  brain 
since  we  already  know  the  various  degrees  of 
resulting  pathology  that  follow  cerebral 
anoxia.  Probably  a majority  of  the  abnor- 
malities encountered  here  can  be  attributed 
to  an  inadequate  blood  flow  for  some  par- 
ticular time  interval.  Whatever  the  basic 
cause,  hormonal,  nervous  or  physical,  or  a 
combination  of  these  factors,  the  end  result 
would  be  reduction  of  blood  flow  with  its 
resulting  ramifications  on  metabolism. 

As  a possible  tribute  to  the  magnitude  of 
the  problem  of  regional  blood  flow  it  may  be 
stated  that  the  majority  of  leading  medical 
schools  have  on  their  faculties  at  least  one 
person  devoting  full  research  time  to  the 
search  for  basic  and  correlating  knowledge 
in  this  field. 


SURGICAL  GROUP  MEETS  IN  HURON 

The  South  Dakota  Chapter  of  the  American 
College  of  Surgeons  met  in  Huron  on  January 
17th.  The  program  consisted  of  talks  by: 
Kendall  Burns,  M.D.,  “Total  Parotidectomy”; 
Wallace  A.  Arneson,  M.D.,  “Inguinal  Hernia 
In  Infants  and  Children”;  Lloyd  MacLean, 
M.D.,  “Postoperative  Fluid  Balance”  and 
“Traumatic  Rupture  of  the  Diaphragm”; 
Davitt  Felder,  M.D.,  “The  Treatment  of  Acute 
Arterial  Occlusions”  and  “Post  Phlebitic 
Limb”;  Robert  E.  Nelson,  M.D.,  “Traumatic 
Rupture  of  the  Esophagus”;  G.  I.  W.  Cottam, 
M.D.,  “Carcinoma  of  the  Thyroid”;  and  Robert 
Van  Demark,  M.D.,  “Mower  Injuries  of  the 
Hand.”  A business  meeting  followed  the  pro- 
gram. 
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It  would  be  folly  to  state  in  these  times  that  doctors  are  not  concerned  with  being  paid 
for  their  services.  However  the  establishment  of  proper  fees  and  the  maintenance  of  a proper 
relative  value  between  different  types  of  services  has  proved  most  difficult.  It  was  in  1954 
that  the  former  president  of  the  AMA,  Dr.  McCormick  of  Toledo,  Ohio,  urged  the  establish- 
ment of  some  kind  of  a nation-wide  relative  value  scale.  Between  then  and  now,  all  who  have 
participated  in  Medicare  have  come  a long  way  toward  proper  ‘fee  for  service’  evaluation. 
The  states  which  have  taken  the  lead  in  this  study  are  California,  Iowa,  and  Kansas. 

A special  committee  of  the  AMA  House  of  Delegates  termed  the  Committee  on  Medical 
Practices  has  carefully  studied  this  problem  over  many  months.  Their  report,  submitted  to  the 
House  of  Delegates  in  December  of  1957  and  accepted  by  that  body  without  change,  recom- 
mends that  each  State  Medical  Association  take  immediate  steps  to  establish  a relative  value 
study  within  their  own  borders. 

Your  State  Council  has  considered  this  request  and  acted  to  accomplish  that  study.  Many 
of  you  will  be  called  upon  to  help  establish  the  relative  value  relationship  between  medical 
and  surgical  procedures  as  they  are  influenced  by  time,  competence,  effort,  experience,  and 
many  other  factors  required  when  one  compares  one  professional  service  to  other  professional 
services. 

This  month  our  State  Journal  has  devoted  its’  pages  to  material  prepared  by  members  of 
the  American  Heart  Association.  As  physicians,  we  salute  this  Association  and  remain  grate- 
ful for  its  continued  interest  and  activities  in  this  one  phase  of  Medicine  by  which  we  are  all 
affected. 

Sincerely, 

A.  A.  Lampert,  M.D. 

President 
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840,000  people  killed!  What  if  this  were  the 
head  line  of  tomorrows  newspaper?  We 
would  all  have  tremendous  interest  in  this 
disaster.  Where  did  it  happen?  How  did  it 
happen?  What  can  we  do? 

This  disaster  is  the  yearly  loss  of  life  in 
the  United  States  from  diseases  of  the  heart 
and  circulation.  It  happens  in  your  town  and 
mine.  No  one  age  group  is  immune  to  this, 
the  most  serious  threat  to  the  health  of 
America.  About  10  million  people  in  our 
country  have  heart  disease.  Half  a million 
are  elementary  and  high  school  children. 
Heart  disease  is  responsible  for  one  out  of  two 
deaths  after  the  age  of  45.  Ninety  percent  of 
all  heart  and  blood  vessel  damage  is  the  re- 
sult of  atherosclerosis,  hypertension  or  rheu- 
matic heart  disease,  and  the  cause  is  still  un- 
known. 

For  the  past  ten  years  there  has  been  an 
organized  disaster  plan  functioning  in  attack 
against  this  killer.  This  plan  is  your  Heart 
Association.  The  fight  is  waged  on  three 
major  fronts;  research,  education  and  com- 
munity service. 

The  greatest  need  is  new  knowledge.  That 
is  why  your  Heart  Association  gives  highest 
priority  to  the  support  of  scientific  research. 
This  research  is  being  done  throughout  the 
United  States  and  at  numerous  levels.  South 
Dakota  supports  two  grants  within  the  state 
and  is  indeed  fortunate  to  have  a full  time 
investigator  in  cardiovascular  research  at  the 
University  Medical  School. 


After  new  knowledge  has  been  gained  it 
must  be  disseminated.  This  lends  importance 
to  the  educational  program.  The  Heart  As- 
sociation attempts  to  make  new  advances 
accessible  as  soon  as  possible  to  the  practicing 
physician.  This  also  applies  to  allied  profes- 
sions, especially  nursing.  Education  must  be 
extended  to  the  public,  also.  Usually  a patient 
with  an  understanding  of  his  disease  becomes 
a better  patient.  Your  Heart  Association 
maintains  a speakers  bureau  and  distributes 
free  educational  material  to  those  who  ask 
for  such  material. 

The  third  phase  of  the  attack  is  community 
service.  The  Association  is  developing  a pro- 
gram, through  womens  organizations,  de- 
signed to  be  of  aid  to  the  home  maker.  A 
“cardiac  on  the  farm”  program  will  be  de- 
veloped. There  is  a school  health  program 
which  consists  of  distributing  class  room  ma- 
terial for  both  teacher  and  student.  There  is 
a school  throat  culture  program.  Penicillin 
for  prophylaxis  against  rheumatic  fever  is 
being  made  available  for  the  medically  in- 
digent at  cost.  Individual  medical  care  is  not 
undertaken.  The  annual  income  of  the  Amer- 
ican Heart  Association  is  about  20  million  dol- 
lars and  with  heart  suffers  totaling  10  million, 
two  dollars  each  would  not  go  far  in  patient 
care.  However,  your  Heart  Association  will 
help  persons  in  need  of  special  assistance  in 
locating  and  making  use  of  existing  facilities 
for  the  heart  patient. 

(Continued  on  Page  71) 
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THE  MONTH  IN  WASHINGTON 


Since  the  release  last  summer  of  the  much- 
discussed  Bayne-Jones  report  on  medical 
education  and  research,  the  administration 
has  been  reviewing  the  situation  and  the  pos- 
sible need  for  Congressional  action  on  federal 
aid  to  the  country’s  medical  schools. 

Just  how  strong  is  its  case  is  likely  to  be 
determined  in  the  session  of  the  86th  Con- 
gress now  underway.  In  the  closing  phases  of 
the  85th  Congress,  a health  subcommittee  on 
the  House  took  up  the  subject  amid  a feeling 
at  that  time  that  proponents  had  failed  to 
achieve  a sense  of  urgency. 

In  an  address  to  the  American  College  of 
Surgeons,  Surgeon  General  Leroy  Burney 
sketched  briefly  a plan  for  another  consult- 
ants’ group  not  unlike  the  Bayne-Jones  com- 
mittee. It  is  now  looking  into  the  question 
of  need  for  more  physicians  in  the  next  de- 
cade. No  date  has  been  set  for  the  final  report. 
At  its  first  meeting  in  December,  the  com- 
mittee authorized  two  staff  studies  to  get 
underway;  on  construction  costs  of  newer 
schools  and  on  the  financing  of  present  day 
medical  school  operations. 

Chairman  of  the  group  is  Frank  Bane, 
former  executive  secretary  of  the  Council  of 
State  Governments  and  active  in  public  af- 
fairs for  more  than  30  years.  Other  members 
include  Dr.  Edward  L.  Turner,  American 
Medical  Association’s  council  on  medical 
education  and  hospitals;  Dr.  Ward  Darley, 
Association  of  American  Medical  Colleges; 
Dr.  Julian  Price,  AMA  trustee;  Dr.  Edwin  L. 
Crosby,  American  Hospital  Association;  Dr. 
Vernon  Lippard,  Yale  medical  school  dean; 
John  McKMitchell,  Pennsylvania  medical 
school  dean;  Dr.  Isador  S.  Ravdin,  Pennsyl- 
vania medical  affairs  vice  president;  Dr.  Clay- 
ton G.  Loosli,  Southern  California  medical 
school  dean;  Dr.  Charles  E.  Smith,  University 
of  California  public  health  school  dean; 
Morris  Thompson,  president,  Kirksville  Col- 
lege of  Osteopathy  and  Surgery;  Harold  Hil- 
lenbrad,  DDS,  American  Dental  Association; 
Miss  Marion  Sheahan,  National  League  for 
Nursing;  Dr.  Harold  L.  Enarson,  Western 
Interstate  Commission  for  Higher  Education; 
Emory  Morris,  DDS,  president,  Kellogg 
Foundation;  Douglas  E.  H.  Williams,  Dunbar 


Community  Association;  Fred  C.  Cole,  Ph.D., 
Tulane;  Robert  C.  Anderson,  Ph.D.,  director. 
Southern  Regional  Education  Board;  Alvin 
C.  Eurich,  Ph.D.,  vice  president.  Fund  for  the 
Advancement  of  Education;  John  G.  Searle, 
president,  G.  D.  Searle  & Co.;  and  the  Very 
Rev.  Robert  J.  Slavin,  president,  Providence 
College. 

Its  final  report  in  all  liklihood  will  have 
a strong  influnece  on  the  course  of  legislation. 


AMERICAN  COLLEGE  OF  SURGEONS 
MEETING,  MARCH  9-12.  1959 

The  American  College  of  Surgeons  will 
hold  a meeting  at  Kiel  Auditorium,  St.  Louis, 
March  9-12,  1959. 

The  program  will  include  separate  sessions 
in  general  surgery,  gynecology  and  Ob- 
stetrics, ophthalmic  surgery,  orthopedic  sur- 
gery and  urology.  Extensive  programs  and 
hospital  demonstrations  are  scheduled  for 
nurses,  as  well  as  early  morning  hospital 
clinics  for  general  surgeons  and  surgical 
specialists.  A reception  and  dinner  will  be 
held  for  visiting  surgeons  and  their  wives. 


AMA  LAW  DEPARTMENT  SEMINARS 

The  Law  Department  of  the  AMA  will 
sponsor  three  regional  medicolegal  meetings. 
They  will  be  held  in  Washington,  D.  C.  on 
March  20-21;  in  Cleveland,  Ohio  on  April 
3-4;  and  in  Salt  Lake  City,  Utah  on  April 
17-18. 

These  meetings  will  begin  with  registration 
at  12:00  noon  on  the  first  day,  which  in  each 
instance  will  be  on  a Friday.  The  Friday 
afternoon  program  and  the  full-day  program 
on  Saturday  will  both  be  concluded  by  4:30 
P.M.  The  registration  fee  for  each  Conference 
will  be  $5.00. 

Some  of  the  subjects  that  will  be  included 
are:  Medical  and  Legal  Problems  Involved  in 
Narcotic  Addiction,  Traumatic  Neurosis,  The 
Approach  of  Medicine  and  the  Law  to  Con- 
tingent Fees,  Res  Ipsa  O Loquitur  in  Pro- 
fessional Liability  Cases,  Impartial  Medical 
Testimony,  and  the  Classic  Method  of  Cross 
Examining  an  Expert  Medical  Witness. 
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Dear  Member  of  the  Grievance  Committee: 

If  we  are  to  have  a Grievance  Committee  in  anything  but  name,  something  certainly  has 
to  be  done  to  give  some  teeth  to  the  Grievance  Committee.  Recently,  we  have  had  quite  a num- 
ber of  doctors  against  whom  grievances  have  been  filed,  who  have  consistently  refused  to 
answer  letters  from  the  Committee  asking  for  a review  of  the  case. 

I do  not  believe  that  the  Grievance  Committee  should  have  punitive  authority;  that  should 
rest  entirely  with  the  Association;  but  how  can  we  consider  a grievance  if  we  have  only  one 
side,  and  have  no  power  to  enforce  cooperation  by  the  doctor? 

The  best  solution  I can  presently  see  is,  that  if  the  Chairman  of  the  Committee  certifies  to 
the  Secretary  of  the  Association,  that  a member  does  not  reasonably  cooperate  with  our  inves- 
tigation, furnishing  full  details  to  the  Committee,  he  shall  automatically  be  suspended  by  the 
Association  until  such  time  as  the  Committee  certifies  his  cooperation. 

My  feeling  is  that  those  who  do  cooperate  freely  and  willingly  are  of  a type  that  few 
grievances  will  result  in  his  practice,  and  those  that  refuse  are  unreasonably  arrogant,  or  in- 
deed, have  something  to  conceal. 

Unless  some  power  to  force  cooperation  is  given  us,  I personally  shall  resign  from  the  Com- 
mittee, or  become  totally  inactive. 

Very  truly  yours, 

L.  J.  Pankow,  M.D.,  Chairman 
Grievance  Committee 


(Editorial  Comment) 

“The  Grievance  Committee  was  initiated  by  our  State  Association  with  the  purpose  of  im- 
proving public  relations.  Failure  on  the  part  of  the  attending  physician  to  cooperate  with  the 
committee  totally  defeats  this  objective.  This  matter  deserves  serious  consideration  of  every 
doctor  and  particularly  the  State  Council.” 


TREATMENT  OF  CONGESTIVE  HEART 
FAILURE— 

(Continued  from  Page  63) 


Mechanical  measures  may  be  used  to  real 
advantage  in  the  treatment  of  congestive 
heart  failure  that  is  refractory  to  the  usual 
measures.  Thoracentesis  and  abdominal  para- 
centesis are  time  honored  remedies  as  well  as 
percutaneous  drainage  of  swollen  legs.  These 
measures  have  the  major  disadvantage  of 
removing  proteins  with  the  fluid  and  of 
course  protein  depletion  further  aggravates 
the  mechanisms  responsible  for  edema  in 
heart  failure. 

When  all  other  treatment  fails,  steroid 
hormones  may  be  used  to  advantage  just  as 
in  the  nephrotic  syndrome.  The  therapeutic 
course  should  be  intensive  and  short,  lasting 
no  more  than  seven  to  ten  days,  and  with- 
drawal should  be  abrupt.  The  mechanisms 
responsible  for  the  beneficial  effects  of 
steroid  hormones  are  not  known  but  the  pat- 
terns of  response  are  variable.  Some  patients 
diurese  while  receiving  the  drug,  some  on  4. 
sudden  withdrawal  of  the  drug,  and  some 


once  again  become  responsive  to  Diuretics. 

Finally,  treatment  of  the  basic  heart  disease 
may  be  of  real  help  in  the  management  of 
congestive  heart  failure.  Hypertension  often 
can  be  controlled  and  certain  of  the  rheu- 
matic and  congenital  disorders  may  be  cured 
or  at  least  palliated  by  surgery. 

SUMMARY 

1.  The  rational  treatment  of  congestive  heart 
failure  consists  of  reduction  of  the  cardiac 
work  load  by  rest,  the  use  of  the  low  so- 
dium diet,  digitalis,  and  diuretics. 

2.  The  low  sodium  diet  is  one  of  the  simplest 
and  most  useful  measures  and  at  the  same 
time  the  most  difficult  to  use  correctly. 

3.  In  especially  refractory  cases,  mechanical 
drainage,  augmentation  of  diuretics  with 
ammonium  chloride  or  aminophylline,  and 
even  a trial  of  steroid  hormones  may  be 
necessary. 

Alleviation  of  the  basic  heart  disease,  when 
possible,  is  of  the  greatest  value. 
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RUSSIAN  MEDICAL  LITERATURE 

Although  in  1949  and  1950  the  British  De- 
partment of  Scientific  and  Industrial  Re- 
search had  begun  issuing  the  Translated  Con- 
tents List  of  Russian  Periodicals,  and  the 
American  Mathematical  society  had  under- 
taken a series  of  translations  of  basic  Russian 
papers  in  mathematics,  and  other  groups  had 
begun  issuing  cover-to-cover  translations  of 
Soviet  journals  of  physics  and  chemistry,  it 
was  1956  before  translating  in  the  field  of 
medicine  began.  The  United  States  Appro- 
priations Committee  made  funds  available  to 
the  National  Institutes  of  Health  for  the  or- 
ganization of  a Soviet  information  program. 
As  part  of  this  program  we  are  now  receiv- 
ing gift  subscriptions  of  translated  issues  of 
the  Russian  journals:  Biochemistry;  Bio- 
physics; Bulletin  of  Experimental  Biology 
and  Medicine;  Journal  of  Microbiology,  Epi- 
demiology and  Immunobiology;  Microbiology; 
Problems  of  Hematology  and  Blood  Trans- 
fusion, and  Sechenov  Journal  of  Physiology. 

A recent  publication  of  the  National  Li- 
brary of  Medicine,  sent  to  us  as  a gift,  and 
designed  to  facilitate  searching  in  the  Rus- 
sian Medical  Literature,  is  a Guide  to  Rus- 
sian Literature  edited  by  Scott  Adams,  Li- 
brarian of  the  National  Institutes  of  Health 
Library  and  Frank  Rogers,  head  of  the  Na- 
tional Library  of  Medicine.  This  is  a Public 
Health  Publication,  number  602,  1958.  This 
should  be  helpful  to  librarians  and  research- 
ers as  a guide  to  Western  language  and  Rus- 
sian language  sources  ^nd  to  translations. 

Our  recent  experience  in  trying  to  procure 
a translation  of  an  article  entitled  “A  Serum 
Free  Medium  for  Leptospirosis”  published  by 


Zhurnal  Mikrobiologie,  Epidemiologii  i Im- 
munobioloquii,  1954,  proved  unsuccessful.  We 
wrote  to  the  Pergamon  Institute  which  is  one 
of  the  publishers  of  translated  journals  and, 
after  weeks  of  delay,  were  informed  that  the 
translated  article  along  with  the  borrowed 
journal  from  which  it  was  made,  had  been 
destroyed  by  fire.  This  was  not  owned  by  the 
National  Library  of  Medicine  so  we  are  now 
trying  to  obtain  it  from  the  Library  of  Con- 
gress. 

The  Guide  io  Russian  Literature  mentions 
John  Crerar  Library  in  Chicago  as  having  a 
central  collection  of  about  20,000  scientific 
and  technical  publications  from  all  languages 
providing  photocopy  service  of  translations 
located.  We  were  informed  by  this  library 
that  the  service  is  only  for  members  of  the 
center  who  have  paid  the  annual  $100.00  dues. 

Currently  the  National  Library  of  Med- 
icine receives  and  catalogs  about  75-80%  of 
medical  publications  of  the  USSR  and  in- 
dexes the  most  prominent  periodicals  reg- 
ularly in  the  Current  List  of  Medical  Litera- 
ture. 

Dr.  Karl  F.  Meyers,  Director  Emeritus  of 
the  Hooper  Foundation  of  the  University  of 
California  Medical  Center  in  San  Francisco 
was  a recent  after-dinner  lecturer  of  the  Stu- 
dent American  Medical  Association.  His  two 
and  a half  hour  illustrated  lecture  was  about 
Russia’s  scientific  and  medical  program.  His 
excellent  slides  were  on  buildings  and  streets 
of  special  interest,  scientific  and  medical 
buildings,  laboratories  and  personnel.  He 
dwelt  on  the  remarkable  advancements  being 
made  in  science  and  medicine;  the  oppor- 
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tunities  offered  for  study  and  the  high  sal- 
aries offered  especially  in  scientific  fields 
such  as  engineering  and  geology  and  the  high 
regard  given  the  educational  programs  and 
the  teachers  in  this  program.  Although  an  ex- 
change program  has  been  instituted  between 
schools  of  the  United  States  and  Russia,  the 
stiff  examinations  required  by  the  Russian 
Universities  have  barred  all  but  a few  of  our 
students  from  participating.  There  is  one  ex- 
change student  from  the  University  of  Cali- 
fornia. 

An  article  of  interest  is  found  in  the 
Journal  of  Medical  Education  written  by 
Arnold  Starr,  Department  of  Neurology,  Bos- 
ton City  Hospital,  entitled  “Medical  Educa- 
tion in  Soviet  Russia,”  v.  33,  December,  1958, 
p.  827.  Dr.  Starr  laments  the  meagerness  of 
information  in  regard  to  the  development  of 
Soviet  medicine.  His  observations  were  based 
on  a three-week  visit  and  attendance  at  a 
seminar  in  Leningrad  and  Moscow  devoted 
to  a discussion  of  medical  education.  This 
was  sponsored  by  the  International  Union 
of  students  whose  headquarters  are  in 
Prague,  Czechoslovakia  and  was  attended  by 
medical  students  from  thirty-five  countries. 
The  data  is  taken  from  literature  distributed 
at  this  seminar  and  also  from  personal  com- 
munication with  Dr.  G.  E.  Ostroverkhov,  Di- 
rector of  Medical  Education  in  the  Health 
Ministry.  The  following  are  some  of  the  per- 
tinent facts;  1)  The  seventy-seven  medical 
schools  are  under  the  jurisdiction  and  guid- 
ance of  the  government’s  Ministry  of  Health 
and  are  not  connected  with  the  universities. 
2)  Medical  institutes  have  either  a “single 
faculty”  or  “many  faculties.”  The  latter  offers 
instruction  in  medicine,  pediatrics,  public 
health,  dentistry,  and  pharmacology.  3)  16,000 
physicians  are  graduated  yearly  compared 
with  7,000  in  the  United  States.  4)  The  Armed 
Forces  maintain  several  institutes  of  Med- 
icine under  their  jurisdiction.  5)  Students  are 
alert,  with  contagious  enthusiasm  and  a high 
caliber  of  knowledge  of  practical  and  theo- 
retical medical  problems.  They  receive  free 
tuition  and  monthly  stipends  even  during  the 
summer  holidays.  6)  Medical  curriculum  con- 
sists of  six  academic  years  with  basic  sciences 
the  first  two  years,  clinical  training  com- 
mencing in  the  third  year  and  continuing 
with  the  fourth  and  fifth  year  devoted  to  in- 
struction in  various  clinical  disciplines  with 


not  less  than  three  hours  daily  spent  in  hos- 
pitals. The  sixth  year  is  devoted  to  practical 
work  with  experience  obtained  in  medical 
institutes  affiliated  hospitals.  7)  Four  weeks 
of  examinations  for  ascertaining  “current 
progress”  at  end  of  semesters,  examinations 
at  end  of  particular  course,  and  state  exam- 
inations administered  by  special  commissions. 
Young  doctors  must  accept  positions  offered 
by  Ministry  of  Health  and  since  these  are 
usually  in  rural  communities  there  is  much 
dissatisfaction  with  these  assignments.  8) 
Latin  and  one  other  language  is  required.  9) 
Student  scientific  circles  are  organized  in 
every  Medical  institute.  The  academic  staff 
assumes  the  scientific  guidance  but  the  stu- 
dents are  the  administrators.  Regular  meet- 
ings are  held  and  specific  topics  are  discussed. 
At  an  annual  conference  the  best  papers  are 
read  and  often  their  works  are  published  in 
the  scientific  journals. 

A recent  gift  to  the  Medical  Library  of  a 
Russian-English  Dictionary  edited  by  Stan- 
ley Jablonski  of  the  National  Library  of  Med- 
icine, Academic  Press,  1958,  was  sent  as  a 
part  of  the  N.I.H.  Russian  translation  pro- 
gram. This  dictionary  will  fill  a long  felt 
need.  A student  with  a good  knowledge  of 
English  medical  terminology  and  with  some 
linguistic  background  should  be  able  with 
the  use  of  the  dictionary  to  understand  a 
fairly  complex  medical  article.  In  the  para- 
medical field,  because  the  Russian  language 
developed  terminologies  based  almost  en- 
tirely on  words  of  Slavic  origin,  translation 
is  difficult. 

Mrs.  Esther  Howard 

Medical  Librarian 


EDITORIAL  PAGE— 

(Continued  from  Page  67) 

These  are  the  things  your  South  Dakota 
Heart  Association  is  doing  to  lessen  the  toll 
in  this  disaster.  Due  to  a planned  attack 
some  heart  diseases  can  be  prevented,  a few 
can  be  cured  and  almost  all  can  be  helped  by 
proper  treatment.  Support  of  this  plan  is  en- 
tirely by  voluntary  giving.  There  have  been 
many  victories  over  heart  disease.  There  has 
been  progress. 

W.  F.  Stanage,  M.D. 

President, 

South  Dakota  Heart  Association 
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THE  CREIGHTON 
UNIVERSITY  SCHOOL 
OF  MEDICINE 
POSTGRADUATE 
CONFERENCE 
April  14,  15.  16.  1959 
The  Cheighton  University 
School  of  Medicine  will  pre- 
sent a Postgraduate  Confer- 
ence at  the  Creighton  Mem- 
orial-St.  Joseph’s  Hospital  on 
April  14,  15  and  16,  1959. 
April  14  will  be  devoted  ex- 
clusively to  Surgery,  April 
15  to  Obstetrics  and  Gyne- 
cology, and  both  specialities 
will  be  represented  on  April 
16.  Guest  speakers  in  Sur- 
gery will  be  Edwin  H.  Elli- 
son, M.D.,  Professor  and  Di- 
rector of  the  Department  of 
Surgery,  Marquette  Univer- 
sity School  of  Medicine; 
Merle  M.  Mussehnan,  M.D., 
Professor  and  Chairman  of 
the  Department  of  Surgery, 
University  of  Nebraska  Col- 
lege of  Medicine;  and  James 
M.  Sullivan,  M.D.,  Associate 
Professor  of  the  Department 
of  Surgery,  Marquette  Uni- 
versity School  of  Medicine. 
Guest  speakers  in  Obstetrics 
and  Gynecology  will  be  C. 
Paul  Hodgkinson,  M.D., 
Gynecologist-Obstetrician  in 


This  is  your 

MEDICAL  ASSOCIATION 


Chief,  Henry  Ford  Hospital; 
and  R.  G.  Holly,  M.D.,  Pro- 
fessor of  Obstetrics  and 
Gynecology  and  Chairman  of 
the  Department,  University 
of  Nebraska,  College  of  Med- 
icine. 


16  COMPLETE 

BASIC  SCIENCE 

Sixteen  candidates  passed 
the  examination  before  the 
Board  of  Examiners  in  the 
basic  sciences  held  in  Ver- 
million, Dec.  5 and  6. 

South  Dakota  residents 
who  received  certificates 
from  the  board  include  A.  L. 
Portela,  Mitchell;  Ida  Pearce 
and  F.  L.  Peninger,  Rapid 
City;  T.  Cjakowski,  Veblen; 
R.  A.  Nelson,  Watertown; 
and  N.  Hastetter  and  R.  K. 
Kramer,  Yankton. 

Residents  of  other  states 
passing  the  examination  were 
M.  J.  Pohhunek,  Berwyn, 
111.;  H.  A.  Jordan,  Bradley, 
111.;  C.  H.  Gangluff,  Melrose 
Park,  111.;  D.  A.  Evans,  J.  C. 
Larsen,  and  E.  F.  Siekerka, 
Chicago,  111.;  L.  R.  Selby, 
Lebanon,  Tenn.;  R.  N.  Dott, 
Dallas,  Texas,  and  W.  R.  Zer- 
vic,  Milwaukee,  Wise. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  exam- 
inations (Part  II),  oral  and 
clinical  for  all  candidates  will 
be  conducted  at  the  Edge- 
water  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board 
from  May  8 through  19,  1959. 
Formal  notice  of  the  exact 
time  of  each  candidate’s  ex- 
amination will  be  sent  him 
in  advance  of  the  examina- 
tion dates. 

Candidates  who  partici- 
pated in  the  Part  I Examina- 
tions will  be  notified  of  their 
eligibility  for  the  Part  H 
Examinations  as  soon  as  pos- 
sible. 

The  deadline  date  for  the 
receipt  of  new  and  reopened 
applications  for  the  1960  ex- 
aminations is  August  the 
first,  1959.  Candidates  are 
urged  to  submit  their  appli- 
cations as  soon  as  possible 
before  that  time.  Require- 
ments for  Application  may 
be  obtained  by  writing  to  the 
secretary: 

Robert  L.  Faulkner,  M.D. 

2105  Adelbert  Road 

Cleveland  6,  Ohio 
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SIXTY-THIRD  ANNUAL  MEETING 
SIOUX  VALLEY  MEDICAL  ASSOCIATION 
SHERATON-MARTIN  HOTEL.  SIOUX  CITY,  lA. 


Tuesday,  February  24,  1959,  9:30  A.M.  - 3:30  P.M.  10:30 

Clinics  at  St.  Vincent’s  Hospital 
7:00  P.M.  Smoker  at  Hotel 
Wednesday,  February  25,  1959 
Scientific  Program  all  day  at  Hotel  11:00 

Dinner  Dance 

Thursday,  February  26,  1959 

Scientific  Program  all  day  at  Hotel  11:30 

A.A.G.P.  Accreditation  for  18  hours, 

„ , 12:00 
Category  I 

SPONSORED  BY  THE  UNIVERSITY  OF 
SOUTH  DAKOTA,  SCHOOL  OF  MEDICINE 

PROGRAM  1:00 

Tuesday,  February  24,  1959 
St.  Vincent’s  Hospital 

1:30 

MORNING  SESSION 

Monitor:  Dr.  David  Kaplan  2:00 

9:30  PATHOLOGY  “Protein  Bound  Iodine” 

Dr.  J.  M.  Brown 
10:00  UROLOGY  Dr.  L.  B.  Pierson 

(1)  “Ureteral  Tumor” 

(Case  Report) 

(2)  “Testicular  Tumor”  Dr.  E.  M.  Honke  2:30 

(Case  Report) 

(3)  “Congenital  Anomlies  of  the  3:00 

Genitalia”  Dr.  J.  A.  McFarlane 


CLEARWATER  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . • living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulf  way  Blvd.  South 

Clearwater  Beach,  Florida 


Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


7:00 

7:30 


8:50 

9:30 


10:15 

10:30 


11:15 

12:00 

1:00 

1:30 

2:15 


OBSTETRICS-GYNECOLOGY 
“Emotional  Aspects  of  Pregnancy.” 

Dr.  G.  W.  Rowney 
Monitor:  Dr.  Robert  C.  Mugan 
ORTHOPEDICS  “Elbow  and  Forearm 
Fractures  of  a Child.” 

Dr.  A.  Blenderman 

PEDIATRICS  “Erythroblastosis  Still  a 

Problem.”  Dr.  O.  A.  Stauch 

Luncheon  — Master  of  Ceremonies: 

Dr.  E.  J.  Tierney 


AFTERNOON  SESSION 

Monitor:  Dr.  F.  J.  Lohr 
GENERAL  PRACTICE  “Inversion  of 
Uterus  Immediately  Following 

Delivery.”  Dr.  R.  C.  Mugan 

INTERNAL  MEDICINE  “Chronic 

Pyelonephritis”  Dr.  G.  C.  Spellman 

SURGERY 

(1)  “Hiatal  Hernia”  Dr.  C.  L.  Beye 

(2)  “Cancer  of  Thyroid”  Dr.  C.  A.  Jacobs 

(3)  “Upper  G.  I.  Tract” 

Dr.  A.  J.  Callaghan 
Monitor:  Dr.  A.  J.  Callaghan 
RADIOLOGY  “Newer  Diagnostic  Uses  of 
Isotopes”  — Dr.  W.  S.  Thoman 

B. E.N.T.  “Middle  Ear  Infection  — 
Adequate  Care  and  Treatment.” 

Dr.  M.  J.  Ryan 

EVENING  SESSION 

Registration  — Mezzanine  Floor, 
Sheraton-Martin  Hotel 
SMOKER  — featuring  Dr.  L.  A.  Coffin, 
Farmington,  Iowa,  the  General  Prac- 
titioner of  the  Year. 

'The  members  of  the  Woodbury  County 
Medical  Society  will  be  your  hosts. 
Wednesday,  February  25,  1959 
Sheraton-Martin  Hotel 
MORNING  SESSION 
Movie  — “Traumatic  Hernia  of  the 
Diaphragm.” 

Oscar  P.  Hampton,  Jr.,  M.D.,  St.  Louis, 
Missouri,  Assistant  Professor  of  Clinical 
Orthopedic  Surgery,  Washington  Univer- 
sity School  of  Medicine. 

“Life  Saving  Measures  in  Multiple  In- 
juries.” 

Intermission 

Harold  A.  Ladwig,  M.D.,  Omaha,  Nebr. 
Assistant  Professor  of  Neurology  and 
Psychiatry,  Creighton  University  School 
of  Medicine. 

“Neurological  Localization  and  Diagnosis 
of  Cerebral  Vascular  Accidents.” 

C.  D.  Cox,  Ph.D.,  Vermillion,  S.  Dakota. 
Professor  of  Bacteriology,  University  of 
South  Dakota  School  of  Medicine. 
“Important  Bacteriological  Problems  in 
Medicine  Today.” 

Luncheon  Meeting 

AFTERNOON  SESSION 
Movie:  “Abnormalities  of  the  Extra- 
Hepatic  Biliary  System.” 

L.  P.  Leinfelder,  M.D.,  Iowa  City,  Iowa, 
Professor  of  Ophthalmology,  University 
of  Iowa  School  of  Medicine. 

“Eye  Problems  in  General  Medicine.” 
Oscar  P.  Hampton,  Jr.,  M.D. 

“Treatment  of  Fractures  and  Fracture 
Dislocations  about  the  Ankle.” 
(Continued  on  Next  Page) 
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Tetraoyciine  with  Citric  Acid  LEDERLE 


EDERLE  laboratories,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


SOUTH  DAKOTA 


3:00  Intermission 

3:15  Harold  A.  Ladwig,  M.D. 

“Treatment  and  Rehabilitation  of  Cere- 
bral Vascular  Diseases.” 

EVENING  SESSION 

5:30  Social  Hour,  Assembly  Room. 

Your  Hosts:  Ken  Harmon  and  Ray  Cu- 
sack, Cusack-Harmon  Company. 

7:00  Dinner  and  Dance,  Ballroom. 

Thursday,  February  26,  1959 
Sheraton-Martin  Hotel 

MORNING  SESSION 

9:00  Movie:  “Splenectomy  in  the  Treatment 
of  Hypersplenism.” 

9:30  W.  H.  Masters,  M.D.,  St.  Louis,  Missouri. 
Associate  Professor  of  Obstetrics  and 
Gynecology,  Washington  University 
School  of  Medicine. 

“Infertility,  a Family  Unit  Problem.” 


10:15  Intermission 

10:30  Lewis  E.  January,  M.D.,  Iowa  City,  Iowa 
Professor  of  Medicine,  University  of  Iowa 
School  of  Medicine. 

“The  Electrocardiogram  in  Myocardial 
Infarction.” 

11:15  Wallace  W.  McCroiy,  Iowa  City  Iowa 
Professor  of  Pediatrics. 

“Management  of  Nephritis  and  Pyelone- 
phritis in  Children.” 

12:00  Luncheon  Meeting 

AFTERNOON  SESSION 
1:00  Movie:  “Action  of  the  Heart  Valves.” 
1:30  W.  H.  Masters,  M.D.,  St.  Louis,  Missouri. 
“Habitual  Abortion.” 

2:15  Wallace  W.  McCrory,  Iowa  City,  Iowa. 

“Steroid  Theraphy  in  Renal  Disease.” 
3:00  Intermission 
3:15  Lewis  E.  January,  M.D. 

“Rehabilitation  of  Farmers  with  Heart 
Disease.” 


LADIES  ENTERTAINMENT 
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KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  528  Kansas  City  St. 


February  25,  1959 

Luncheon:  One  o’clock  at  the 
Normandy,  Transportation 
from  the  Sheraton-Martin  will 
be  furnished. 

R.S.V.P.  Mrs.  Frank  D.  McCarthy 
3827  Orchard  Street 
Sioux  City,  Iowa 

February  26,  1959 

Coffee:  Nine  to  Eleven  in  the 
Morning  at  the  Sheraton- 
Martin. 


OFFICERS 

Dr.  R.  P.  Carroll — President 
Laurel,  Nebraska 
Dr.  J.  M.  Krigsten — Vice-Pres. 

Sioux  City,  Iowa 
Dr.  E.  H.  Sibley — Secretary 
Sioux  City,  Jowa 
Dr.  A.  K.  Myrabo — Treasurer 
Sioux  Falls,  South  Dakota 

PROGRAM  COMMITTEE 
Dr.  H.  E.  Rudersdorf,  Chairman 
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SOME  MEMORIALS  ON  CRAWFORD  W. 
LONG.  THE  FIRST  PERFORMER  OF  AN 
ETHER  ANESTHESIA* 

By 

Kenneth  Redman,  Ph.D.** 


“The  first  patient  to  whom  I administered 
ether  in  a surgical  operation  was  Mr.  James 
M.  Venable,  who  . . . consulted  me  on  several 
occasions  in  regard  to  the  propiety  of  remov- 
ing two  small  tumors  . . . , but  would  post- 
pone from  time  to  time,  having  the  operations 
performed,  from  a dread  of  pain.  At  length, 
I mentioned  to  him  the  fact  of  my  receiving 
bruises  while  under  the  influence  of  the 
vapour  of  ether,  without  suffering,  and  as  I 
knew  him  to  be  fond  of  and  accustomed  to 
inhale  ether,  I suggested  to  him  the  probabil- 
ity that  the  operations  might  be  performed 
without  pain.  He  consented  to  have  one 
tumor  removed  . . . The  ether  was  given  to 
Mr.  Venable  on  a towel,  and  when  fully  under 
its  influence,  I extirpated  the  tumor  . . . He 
gave  no  evidence  of  suffering  during  the  op- 
eration, and  assured  me  after  it  was  over  that 
he  did  not  experience  the  slighest  degree  of 
pain  . . .”1  Thus  Dr.  Crawford  W.  Long  des- 
cribed the  first  performance  of  a surgical 
operation  under  ether  anesthesia,  March  30, 
1842,  at  Jefferson,  Georgia. 

Crawford  Williamson  Long  was  born  No- 
vember 1,  1815,  near  the  small  town  of 

*Much  of  the  background  for  this  paper  was  ob- 
tained from  the  book  on  Long’s  life  by  his  daugh- 
ter, Mrs.  Frances  Long  Taylor.  1 
**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


Danielsville,  Jefferson  County,  Georgia,  the 
son  of  James  and  Elizabeth  (Ware)  Long.  He 
was  named  in  honor  of  his  father’s  friend, 
William  H.  Crawford,  United  States  Minister 
to  France.  After  graduating  from  the  Univer- 
sity of  Georgia  in  1835,  he  taught  school  for 
a year  at  the  academy  at  Danielsville  because 
of  his  youth,  before  taking  up  the  study  of 
medicine. 

He  read  medicine  with  Dr.  Grant  at  Jeffer- 
son, Georgia  and  studied  medicine  at  Tran- 
sylvania University  and  the  University  of 
Pennsylvania,  the  latter  then  being  the  lead- 
ing medical  school  in  the  United  States.  After 
graduation  from  the  University  of  Pennsyl- 
vania in  1839,  where  he  had  studied  under 
such  eminent  professors  as  George  B.  Wood 
and  Robert  Hare,  he  spent  eighteen  months 
in  New  York  “walking  the  hospitals  . . . 
specializing  in  surgery  and  witnessing  much 
suffering.”^  Acceding  to  his  father’s  wishes, 
he  returned  to  Georgia  to  practice.  He  first 
settled  in  Jefferson,  Georgia  in  1841,  where 
he  bought  out  the  practice  of  his  old  pre- 
ceptor, Dr.  Grant. 

Jefferson,  in  Jackson  County  in  northwest 
Georgia,  was  a frontier  village  in  a territory 
which  had  only  recently  been  occupied  by  the 
Cherokee  Indians.  The  roads  were  notoriously 
bad  and  it  was  120  miles  to  the  nearest  rail- 
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road.  Communications  were  necessarily  slow 
and  the  pioneer  spirit  of  helping  fellow  men 
prevailed.  It  was  under  these  conditions  that 
Long  was  prompted  by  a humanitarian  mo- 
tive and  a scientific  spirit  to  perform  the  first 
surgical  operation  under  ether  anesthesia  in 
1842;  charging  two  dollars  for  the  operation 
and  twenty-five  cents  for  the  ether. 

Long  continued  to  give  ether  for  operations 
as  the  occasion  in  a country  practice  would 
permit.  “In  1845  he  administered  ether  in 
delivering  his  own  child,  and  this  was  also 
the  first  recorded  use  of  anesthesia  in  child- 
birth.”3  His  use  of  ether  anesthesia  was  well 
known  to  both  physicians  and  the  laity  in  the 
surrounding  territory,  including  the  Univer- 
sity of  Georgia,  where  his  use  of  ether  as  an 
anesthetic  became  the  subject  of  a chemistry 
lecture. 

After  living  in  Atlanta  for  one  year.  Long 
moved  to  Athens  in  1851,  where  he  started  a 
practice  with  his  younger  brother.  Dr.  H.  R.  J. 
Long.  As  was  the  southern  custom  of  the 
time,  they  established  a drug  store  in  con- 
junction with  their  medical  practice.  The 
building  is  still  in  use  and  is  now  known  as 
247  East  Broad  Street.  The  first  drug  ad- 
vertisement is  found  in  the  Southern  Banner 
for  October  23,  1851.  The  drug  store  was 
maintained  for  many  years  and  was  event- 
ually developed  into  a large  wholesale  as  well 
as  retail  business.  It  was  here,  too,  that  Craw- 
ford Long  became  interested  in  the  boy 
Joseph  Jacobs,  thus  starting  him  out  on  a long 
and  honorable  career  in  pharmacy.  Long  died 
in  Athens,  Georgia,  June  16,  1878,  while 
ushering  a new  life  into  this  world. 

The  Ether  Controversey 
The  ether  controversey  has  been  adequately 
covered  by  Taylor^  and  others  (5,  6,  7,  8,  9, 
10,  11,  12),  so  only  a brief  review  will  be  given 
here: 

1.  Charles  T.  Jackson,  a chemist  of  Boston 
claimed  to  have  etherized  himself  into  uncon- 
ciousness  in  February,  1842,  and  thereby  first 
conceived  the  idea  of  ether  anesthesia.  There 
was  no  witness  to  the  act.  Since  he  used  it 
to  overcome  the  effects  of  chlorine  gas,'* 3 
which  use  was  suggested  by  Pereira  in  18- 
39, ''3  the  claim  is  not  valid. 

2.  Dr.  Crawford  W.  Long  administered 
ether  for  surgical  anesthesia,  March  30,  1842. 
He  had  witnesses. 

3.  Dr.  Horace  "Wells,  a dentist  of  Hartford, 


Connecticut,  tried  ether  as  an  anesthetic  with 
Dr.  Marcy  early  in  1845,  but  thought  it  in- 
ferior to  nitrous  oxide,  which  he  had  pre- 
viously introduced  into  practice.  A public 
demonstration  of  nirous  oxide  in  January, 
1845,  however,  partly  failed  and  was  met 
with  ridicule. 

4.  William  T.  G.  Morton,  a dentist  of  Boston, 
consulted  Jackson  about  an  anesthetic  in  1846, 
who  suggested  ether.  On  October  17,  1846, 
Morton  administered  ether  with  aromatic 
essences  to  disguise  the  “secret”  at  an  opera- 
tion performed  by  Dr.  J.  C.  Warren  at  the 
Massachusetts  General  Hospital.  Said  Dr. 
Warren  of  the  operation,  “Gentlemen,  this  is 
no  humbug.”* 4 The  show  had  been  shrewdly 
staged  by  Morton  and  a newspaper  reporter. 
Morton  obtained  a patent  on  his  “Letheon” 
in  November,  1846. ''3  The  use  of  anesthetics 
spread  rapidly  from  this  time  on. 

5.  The  claims  of  the  four  contestants  were 
never  settled  to  the  satisfaction  of  any  of 
them  during  their  life  times,  or  to  some  of 
their  supporters  even  now.  All  of  the  con- 
testants became  embittered;  Wells  committed 
suicide,  Morton  died  of  apoplexy,  Jackson 
died  hopelessly  insane,  and  although  Long 
lived  a useful  life  to  the  end,  the  mention  of 
ether  anesthesia  was  forbidden  in  his  house- 
hold for  many  years. 

In  recent  times  medical  historians  gen- 
erally agree  that  Long  was  the  first  man  to 
use  ether  for  the  purpose  of  surgical  anes- 
thesia and  that  Morton  was  the  first  to 
demonstrate  its  use  before  a large  profes- 
sional gathering.  The  American  Medical  As- 
sociation, however,  gives  credit  to  Morton 
as  the  discoverer  of  ether  anesthesia,  since  he 
was  the  first  to  publish  a report  on  his  experi- 
ments.'*6  As  Hesseltine  has  pointed  out, 
“What  a strange  set  of  values?”''®  Morton 
was  not  interested  in  a purely  humanitarian, 
scientific  discovery  as  Long  was.  Morton 
didn’t  give  the  world  anesthesia  — he  tried 
to  sell  it.  The  importance  of  the  ether  cen- 
tury was  summed  up  by  Dr.  Henry  Knowles 
Beecher,  Massachusetts  General  Hospital’s 
anesthetist  in  chief  as  follows:  Anesthesia 
“was  perhaps  man’s  greatest  and  most  orig- 
inal discovery  ...  If  at  a stroke,  the  world’s 
poverty  were  to  be  wiped  out,  this  would 
hardly  be  greater  than  the  fact  of  clinical 
anesthesia.”*^ 

(Continued  on  Page  86) 
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CHANGING  RESPONSIBILITIES  OF 
LAND-GRANT  INSTITUTIONS  IN 
TEACHING  AND  RESEARCH* 

By 

H.  M.  Briggs.  Ph.D.** 


The  fathers  of  our  land-grant  colleges 
would  be  amazed  if  they  could  see  the  scope, 
magnitude,  and  continuing  growth  of  the 
children  they  helped  give  life.  But,  in  the 
words  of  that  well-worn  phrase  — “You  ain’t 
seen  nothin’  yet.”  The  enrollment  of  our  land- 
grant  schools  has  grown  all  out  of  proportion 
to  what  was  formerly  conceived  as  their 
ultimate  size. 

The  Job  Increases 

The  reasons  for  that  growth  have  been 
many.  Among  the  more  important  reasons 
have  been,  (1)  an  increasing  population,  (2) 
a greater  proportion  of  college  age  youth  at- 
tending colleges  and  universities,  and  (3)  an 
increase  in  the  scope  of  programs  provided 
by  land-grant  schools.  Yes,  the  program  has 
grown  but  don’t  forget  there  is  more  ahead 
than  most  of  us  can  even  dream  today.  All 
one  has  to  do  to  get  some  idea  of  what  lies 
ahead  is  to  look  at  the  “tidal”  wave  of 
youngsters  now  in  the  5th  and  6th  grade. 
Then  recall  there  are  enough  little  brothers, 
sisters,  cousins,  and  neighborhood  playmates 
behind  them  to  keep  up  the  number  as  far 
as  we  can  see  — or  to  the  maternity  wards 
that  still  remain  full. 

* Portions  of  an  address  given  before  the  American 
Association  of  Agricultural  College  Editors  at 
Madison,  Wisconsin  on  August  6,  1958. 
**President,  South  Dakota  State  College. 


Curricula  ’Will  Change 

Not  only  will  the  numbers  of  students  in- 
crease but  we  are  going  to  be  expected  to  do 
a different  job.  More  and  more  science  will 
be  needed  in  the  curricula.  That  is  not  just 
because  the  Russians  are  enjoying  racing 
their  sputniks  against  our  explorers.  Modern 
living  and  modern  production  demands  more 
science.  A few  years  ago,  for  example,  we 
talked  about  the  “approximate  analysis”  of 
feeds  in  animal  nutrition  — and  that  is  just 
the  primer  of  a modern  course.  If  it  were 
not  we  would  be  well  behind  and  not  ahead 
of  many  livestock  feeders. 

There  must  also  be  more  of  the  social 
sciences  and  the  humanities.  Man  no  longer 
lives  in  isolation.  A rancher  with  head- 
quarters 60  miles  from  town  is  far  less  iso- 
lated from  the  world  than  his  grandfather 
would  have  been  living  in  a village,  a small 
town,  or  even  a metropolitan  area. 

How  will  we  get  the  necessary  work  in  four 
years  of  college?  There  are  several  ways.  To 
start  with  many  students  can  study  much 
harder  than  they  do  today.  Then  you  will 
see  less  of  the  “How  to  do  it  Courses.”  Voca- 
tional Agricultural  work  in  high  schools  and 
4-H  programs  take  care  of  much  of  that  need. 
Furthermore,  we  have  the  short  course  pro- 
gram that  can  be  used  — out  in  the  counties 
or  on  the  campus.  We  will  even  see  less  em- 
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phasis  on  production  for  many  of  our  agricul- 
tural students  and  find  more  of  them  given 
special  training  on  processing  and  marketing. 
After  all  we  already  have  two  persons  off  the 
farm  working  on  food  processing  and  distri- 
bution for  each  worker  on  the  farm,  and  the 
ratio  will  increase. 

Specialization  Will  Increase 

We  will  see  greater  and  greater  specializa- 
tion in  our  land-grant  schools.  But  you  can’t 
get  too  much  specialization  in  4 years  and  still 
get  the  essential  fundamentals.  We  will  see 
more  enrollers  doing  graduate  study  as  they 
prepare  themselves.  We  will  even  see  many 
agricultural  disciplimes  going  to  five  year 
programs. 

We  must  remember  that  the  original  con- 
cept of  the  land-grant  college  was  “to  serve 
all  the  people.”  They  have  done  that  well.  To 
maintain  that  record  we  will  have  to  put  in- 
creased effort  into  the  teaching  of  science  — 
both  basic  and  applied.  More  emphasis  will 
go  into  technology  and  engineering.  Our  en- 
rollments in  the  agricultural  division  of  our 
land-grant  schools  have  already  declined  in 
proportion  to  the  total  student  population  and 
this  trend  will  continue.  Our  farms  were  the 
principal  source  of  agricultural  students  and 
there  is  a decreasing  number  of  units  to  send 
such  students  and  a declining  number  of 
such  units  to  which  they  can  return;  but  that 
doesn’t  mean  the  individual  farmer  needs  less 
education  — quite  the  contrary  is  true. 

More  of  the  land-grant  colleges  that  have 
not  achieved  full  university  status  will  do  so. 
Greater  and  greater  emphasis  will  be  placed 
on  advanced  study.  Present  day  professional 
training  standards  will  look  very  mediocre  in 
the  future.  There  will  be  additional  effort  to 
develop  more  students  to  their  utmost  po- 
tential. 

Maybe  football  is  a good  illustration  of 
what  will  happen  to  land-grant  education.  For 
years  the  standard  procedure  was  to  hit  the 
center,  try  the  end,  pass,  and  if  you  hadn’t 
made  10  yards  then  punt.  Now  watch  a game. 
Some  well  developed  specialists  can  go  all 
the  way  from  almost  any  place  on  the  field 
— and  usually  do  sometime  during  a game. 
But  those  “football  specialists”  require  a lot 
of  special  training  before  they  cover  those  big 
yardages  — and  so  will  the  scientists  that 
close  the  big  gaps  in  our  knowledge. 


Research  Will  Become  More  Basic 

Research  work  at  our  land-grant  colleges 
will  become  more  basic  than  many  of  you 
dream.  We’ll  be  working  far  more  on  the 
“why”  and  then  find  the  application  that  will 
make  the  “how”  useful  in  increasing  or  pro- 
viding more  profitable  production. 

The  easy  things  in  research  have  been  done 
but  there  are  a lot  of  “hard  nuts”  to  crack. 
There  is  where  the  best  of  our  scientists  will 
work.  The  end  product  will  be  a higher  level 
of  technology  applied  to  agriculture.  Top  and 
average  production  levels  will  be  achieved, 
that  will  make  todays  concepts  strictly  “Horse 
and  Buggy.” 

Experiment  station  programs  of  the  future 
will  be  less  concerned  with  routine  testing. 
Look  at  what  our  top  producers  are  doing  to- 
day. Give  them  an  idea  that  research  has 
uncovered  and  they  all  have  it  in  commer- 
cial use  long  before  an  experiment  station 
completes  a long  and  laborious  test,  covering 
say  three  to  five  years.  Just  look  at  the  im- 
mediate adoption  of  stilbestrol  implants  in  the 
ears  of  grazing  cattle.  Most  states  hadn’t 
finished  even  preliminary  tests  until  cattle- 
men had  heard  of  the  gains  in  progress  and 
were  jabbing  pellets  in  ears.  There  will  be  a 
place  for  routine  tests  but  we  will  no  longer 
regard  them  as  the  most  productive  ap- 
proaches. New  techniques  in  the  laboratory 
and  in  the  field  will  provide  artificial  chal- 
lenges and  conditions  long  before  nature  can 
be  expected  to  do  it.  Most  experiment  sta- 
tions have  been  doing  an  increased  amount 
of  testing  of  proprietory  compounds.  Some 
experiment  station  workers  have  been  called 
“drug  chasers”  — they  may  uncover  some 
facts  but  a great  part  of  their  contribution  is 
providing  copy  for  the  staffs  of  advertising 
agencies. 

The  Big  Things  Are  Undiscovered 

As  we  meet  on  the  campus  of  the  Univer- 
sity of  Wisconsin,  I am  inspired  to  tread  the 
same  paths  used  by  stalwarts  of  yesteryear. 
There  was  Babcock,  Henry,  Cole  and  Hart,  to 
mention  only  four  great  pioneers  in  their 
respective  fields.  If  they  were  looking  over 
the  shoulders  of  current  research  workers 
they  might  say,  “We  have  cracked  the  surface, 
now  let’s  really  dig.” 

What  don’t  we  know?  Answer  that  one 
and  you  outline  problems  for  research 
workers  in  the  decades  ahead. 
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HEPARIN  — IN  MAN  AND  MACHINE 
By 

Baird  A.  Thomas* 

Kalamazoo,  Michigan 


The  marked  decline  in  the  mortality  rate 
from  postoperative  thromboembolism  which 
has  been  brought  about  by  anticoagulant 
therapy  has  broadened  the  use  of  anticoagu- 
lants in  the  treatment  of  one  of  the  most  com- 
mon and  deadly  of  the  spontaneously  occur- 
ring thromboses  — coronary  thrombosis. 
Initially  cardiologists  were  hesitant  to  pres- 
cribe anticoagulants  in  coronary  thrombosis 
because  it  was  thought  that  occlusion  of  the 
coronary  arteries  was  frequently  caused  by  a 
subintimal  hemorrhage  which  might  be  ag- 
gravated by  prolonging  the  clotting  time  of 
the  blood.  Furthermore,  it  was  felt  that  once 
the  thrombosis  had  occurred  anticoagulants 
would  be  of  little  value.  More  recent  in- 
vestigations have  shown  that  properly  ad- 
ministered anticoagulant  therapy  is  definitely 
beneficial  in  coronary  thrombosis. 

The  prognosis  in  an  attack  of  coronary 
thrombosis  depends  principally  on:  (1)  the 
extent  of  the  original  infarction;  (2)  whether 
or  not  the  thrombus  subsequently  grows  and 
increases  the  size  of  the  infarction;  and  (3) 
whether  or  not  a mural  thrombus  forms  and 
gives  rise  to  emboli.  The  rationale  for  anti- 
coagulant therapy  in  coronary  thrombosis  is 
to  prevent  the  extension  of  the  thrombus  in 
the  vessel,  and  to  prevent  the  formation  or 
growth  of  a mural  thrombus. 

* Sales  Education  Department,  The  Upjohn  Com- 
pany. 


Anticoagulant  therapy  is  merely  an  ad- 
dition to  the  conventional  treatment  for  cor- 
onary thrombosis.  When  an  immediate  effect 
is  desired  heparin  must  be  used.  For  pro- 
longed maintenance  of  reduced  coagulability, 
either  heparin  or  a prothrombin  depressant 
(Dipaxin,  dicumarol,  etc.)  may  be  used,  de- 
pending on  which  drug  best  fits  the  patient’s 
need.  At  present  a very  popular  form  of 
anticoagulant  therapy  is  the  combined  hep- 
arin and  prothrombin  depressant  regimen. 
By  starting  both  drugs  as  soon  as  possible 
after  the  diagnosis  of  coronary  occlusion  has 
been  made,  a prompt  reduction  in  coagul- 
ability is  obtained  and  provision  is  made  for 
prolonged  inhibition  of  coagulability  during 
convalescence.  By  checking  the  coagulation 
time  and  prothrombin  concentration  the  dos- 
age of  heparin  may  be  tapered  off  as  the 
anticoagulant  effect  of  the  prothrombin  de- 
pressant is  obtained.  In  effect,  the  patient  is 
maintained  on  heparin  for  the  first  2 or  3 
days  and  subsequently  on  a prothrombin  de- 
pressant until  the  danger  of  further  throm- 
bosis and  embolism  is  past.  Combined  ther- 
apy of  the  two  anticoagulants  is  probably  the 
regime  of  choice  when  the  patient  can  be 
hospitalized  and  good  laboratory  facilities 
for  the  accurate  determination  of  prothrom- 
bin concentration  are  available. 

The  use  of  a prothrombin  depressant  alone 
has  been  advocated  by  some,  but  this  has  the 
distinct  disadvantage  that  reduction  of  coag- 
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ulability  is  not  manifested  for  a minimum  of 
36-48  hours,  depending  on  the  prothrombin 
depressant  that  is  administered. 

Anticoagulants  offer  an  encouraging  posi- 
tive treatment  for  coronary  thrombosis.  Ex- 
perience to  date  indicates  that  the  over-all 
death  rate  can  be  definitely  reduced  and 
complicating  thromboembolic  phenomena  al- 
most eliminated  in  those  patients  who  sur- 
vive the  immediate  effects  of  the  attack. 

The  Council  of  Drugs  in  the  January  4, 
1958  edition  of  the  J.A.M.A.  approved  the  use 
of  heparin  sodium  as  an  adjunct  in  the  man- 
agement of  hyperlipemia  associated  with 
atherosclerosis.  After  reviewing  and  evaluat- 
ing the  laboratory  and  clinical  evidence  of  the 
lipid-clearing  effect  of  heparin  it  was  voted  to 
expand  heparin  use  beyond  its  anticoagulant 
effect.  As  a single  dose  of  heparin  will  in- 
fluence the  blood  lipids  for  several  days  but 
will  only  affect  blood  coagulability  for  hours, 
it  appears  that  the  lipid-clearing  effect  is  in- 
dependent of  its  anticoagulant  activity. 

It  is  the  general  consensus  that  the  primary 
effect  of  heparin  on  blood  lipids  is  a change  in 
their  physical  state  rather  than  any  sig- 
nificant reduction  of  lipid  concentration. 
Authoritative  evidence  has  been  presented  to 
show  that  heparin  injections  will  convert 
lipoproteins  of  a low  density  to  lipoproteins 
of  a high  density.  These  same  low  density 
lipoproteins  are  the  lipids  present  in  high 
concentration  in  atherosclerosis,  and  this  high 
concentration  is  believed  by  some  to  be  the 
causative  factor  in  sclerotic  lesions.  It  has 
also  been  presented  that  the  low  density 
lipoproteins  are  thought  to  contain  an  abnor- 
mally large  proportion  of  cholesterol.  The 
evidence  of  a direct  association  of  high  blood 
cholesterol  and  atherosclerosis  has  been 
strongly  advocated  by  some  authorities  in 
recent  years. 

As  previously  stated,  beneficial  results  and 
increased  survival  time  after  proven  myo- 
cardial infarction  treated  by  heparin  therapy 
have  been  recorded.  Whether  the  increased 
longevity  of  a postinfarcted  individual, 
following  heparin  therapy,  is  due  to  the 
anticoagulant  activity  or  its  effect  on 
the  blood  lipids  has  not  been  fully  deter- 
mined. However,  there  is  strong  evidence  to 
support  the  theory  that  prolonged  hyper- 
lipemia is  at  least  one  factor  connected  with 
the  development  of  atherosclerotic  cardio- 


vascular disease.  Therefore,  a substantial 
shift  in  the  physical  state  of  the  blood  lipids 
would  appear  desirable.  This  physical  trans- 
formation could  be  an  attempt  at  preventive 
control  before  the  development  of  symptoms 
as  well  as  an  attempt  to  delay  or  reverse  the 
process  after  symptoms  have  appeared.  As 
the  influence  of  heparin  on  cholesterol  con- 
centration is  uncertain,  no  well  established 
minimum  effective  dosage  has  been  deter- 
mined. To  partially  obviate  bleeding  episodes 
the  most  commonly  employed  dosage  regime 
has  been  200  mg.  of  heparin  injected  sub- 
cutaneously twice  weekly. 

Prior  to  the  year  1948  only  three  congenital 
cardiac  lesions  — (a)  patent  ductus  arteriosus; 
(b)  coarctation  of  the  aorta;  and  (c)  the  sys- 
temic-pulmonary artery  anastomotic  pro- 
cedure for  tetralogy  of  Fallot  were  operable. 
Today,  however,  many  congenital  and  ac- 
quired heart  lesions  formerly  considered  un- 
suited to  surgical  intervention  can  be  treated 
by  direct  vision  cardiotomy.  The  pump- 
oxygenator,  or  heart-lung  machine  now  al- 
lows a direct  approach  and  use  of  these  ma- 
chines is  now  preferred. 

Gibbon  is  generally  credited  with  being  the 
first  to  successfully  achieve  perfusion  of  an 
entire  animal  with  a pump-oxygenator.  Fol- 
lowing these  experiments  of  Gibbons’  in  the 
late  thirties,  many  men  successfully  per- 
formed direct  vision  surgery  using  machines 
of  their  own  adaption,  including  Lewis  and 
his  colleagues,  Lillehei  and  many,  many 
others.  Drs.  J.  H.  Kay  and  R.  M.  Anderson  of 
St.  Vincent’s  Hospital  in  Los  Angeles  have 
recently  developed  a new  simple  heart-lung 
machine  incorporating  many  of  the  features 
of  the  pump-oxygenators  of  the  past. 

Regardless  of  the  type  of  pump-oxygenator 
employed,  the  patient  is  heparinized  before 
using  the  machine.  The  pump-oxygenator  it- 
self is  primed  with  heparinized  blood  drawn 
within  approximately  24  hours  of  use.  Using 
the  Kay-Anderson  heart-lung  machine,  the 
patient  receives  heparin  in  the  amount  of  3 
mg/kg.  of  body  weight.  The  machine  is  filled 
with  2 liters  of  blood  protected  by  80  mg.  of 
heparin.  Throughout  the  perfusion,  heparin 
protected  blood  is  used  for  any  replacement 
that  is  needed.  Only  after  the  pump-oxygen- 
ator is  no  longer  functioning  is  citrated  blood 
employed. 

Heparin  is  the  anticoagulant  of  choice  in 
(Continued  on  Page  86) 
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PRESIDENT’S  PAGE 


Pharmacist  Friends: 

Christmas  has  come  and  gone,  inventory  should  be  all  over  with  and  everyone  back  to  nor- 
mal again.  I hope  everyone  enjoyed  a good  holiday  business  and  that  the  New  Year  has  much  in 
store  for  everyone. 

The  New  Year  is  probably  a good  time  for  us  to  all  take  inventory  of  ourselves.  What  have 
you  done  during  the  last  year  to  help  Pharmacy  in  South  Dakota.  Many  of  us  could  do  more 
I am  sure,  so  let’s  make  a 1959  resolution  to  do  all  we  can  to  further  the  cause  of  Pharmacy  in 
South  Dakota  and  in  the  nation. 

The  1959  Legislature  is  now  in  session,  your  help  may  be  needed.  Your  Executive  Com- 
mittee, at  a meeting  in  Pierre  in  December,  picked  district  captains,  representing  every  sena- 
torial district  in  South  Dakota.  If  your  district  captain  calls  on  you  for  help,  please  make  the 
necessary  contacts.  If  all  of  us  contact  our  various  legislators,  the  combined  effort  should  pro- 
duce our  desired  results. 

Along  with  the  passing  of  1958,  we  also  saw  the  end  of  Mr.  Harold  Tisher’s  term  on  the 
State  Board  of  Pharmacy.  Twelve  years  Mr.  Tisher  served  the  pharmacists  of  South  Dakota 
on  the  Board,  and  for  twelve  years  he  served  them  well.  I wish  we  could  do  something  more 
for  him,  but  for  now,  in  behalf  of  the  Association  I will  just  say  THANKS  HAROLD  for  a job 
well  done. 

Have  you  paid  your  Commercial  and  Legislative  Section  dues?  This  is  a very  important 
part  of  our  State  organization,  especially  during  this  legislative  year.  Send  your  dues  to  Bliss 
Wilson  in  Pierre. 

Sincerely  yours, 

Vere  Larsen 
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Advances  In 
Drug  Research 


CALIFOHNIAN,  BRITON  REPORT  ON 

DECADE  OF  CORTISONE  DRUGS  IN 
ARTHRITIS  THERAPY 

The  fourth  generation  of  anit-inflamma- 
tory  hormones  is  proving  thirty  to  forty  times 
more  effective  than  the  first,  cortisone,  phys- 
icians from  Los  Angeles  and  London  recently 
told  a conference  jointly  sponsored  by  the 
New  York  Academy  of  Sciences,  Merck 
Sharp  and  Dohme  Research  Laboratories,  and 
the  Schering  Corporation. 

Dr.  Edward  W.  Boland,  St.  Vincent’s  Hos- 
pital, Los  Angeles,  and  Dr.  Oswald  Savage, 
West  London  Hospital,  were  the  physicians. 
The  conference  was  held  to  review  ten  years 
of  research  with  cortisone  and  its  derivatives, 
and  to  suggest  the  implications  of  new  re- 
search • — notably  the  new  form  whose  generic 
name  is  dexamethasone. 

Dr.  Boland,  one  of  the  first  physicians  to 
use  dexamethasone  (Merck’s  Decadron),  re- 
ported on  patients  who  had  been  under  treat- 
ment for  six  to  nine  months.  Twenty-eight 
of  these  patients  had  previously  been  treated 
successfully  with  prednisolone.  “The  average 
daily  dose  was  11.25  milligrams  for  pred- 
nisolone,”he  reported,  “and  1.35  milligrams 
for  dexamethasone.  The  average  dose  of 
dexamethasone  was  about  one-eighth  that  of 
prednisolone  . . . 

Of  forty-three  patients  who  had  been 
poorly  controlled  on  prednisolone,  seventeen 
were  adequately  controlled  on  dexameth- 
asone,  though  with  more  adverse  side  re- 
actions than  occur  in  the  general  run  of 
cases. 

However,  Dr.  Boland  concluded:  “The  over- 
all incidence  of  unwanted  side  effects  from 
dexamethasone  was  about  the  same  as  from 


prednisolone  when  equally  effective  anti- 
rheumatic doses  were  given.” 

Dr.  Savage,  who  received  the  first  cortisone 
sent  to  England  by  Merck  in  1951  and  who  has 
pioneered  treatment  of  rheumatoid  arthritis 
and  other  conditions  in  England,  reported 
that  the  newest  drug  had  enabled  him  to  re- 
lieve some  severe  cases  of  arthritis  in  which 
all  other  forms  of  treatment  had  failed. 

Of  twenty  patients  placed  on  cortisone 
therapy  eight  years  ago,  Dr.  Savage  noted, 
ten  are  still  able  to  work  and  five  are  “com- 
fortable” at  home.  Five  of  the  twenty  have 
died,  but  only  one  of  a condtion  which  could 
be  connected  with  arthritis  and  the  hormone 
treatment  for  it. 

In  his  conclusion.  Dr.  Savage  commented: 
“As  a practicing  doctor  with  a present  ex- 
perience of  corticosteroids  of  over  eight  years, 
I am  convinced  that,  with  the  severe  type  of 
disease,  these  drugs  can  make  the  whole  dif- 
ference to  the  lives  of  a considerable  number 
of  patients.  In  my  experience,  they  have  en- 
abled men  and  women  who  were  regarded  as 
crippled  to  become  independent,  to  be  less  of 
a burden  to  their  families,  to  regain  their 
morale  and  often  to  return  to  and  remain  at 
their  previous  occupations.” 

Dexamethasone  was  discovered  almost 
simultaneously  earlier  this  year  by  Merck 
and  by  Schering  Corporation  scientists.  The 
Schering  drug  (Deronil)  is  expected  to  be 
marketed  soon  in  the  United  States. 


PENICILLIN  MAY  KILL  BY  PREVENTING 
NORMAL  CELL  WALL  FORMATION 
Penicillin  seems  to  kill  bacteria  by  pre- 
venting them  from  forming  normal  cell  walls, 
thereby  causing  them  to  burst  as  they  divide. 
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Human  cells,  encased  by  a membrane,  do  not 
have  cell  walls  and  therefore  are  not  affected. 

A review  of  the  evidence  leading  to  this 
hypothesis  was  presented  recently  by  Dr. 
Bernard  B.  Davis,  Professor  of  Bacteriology 
and  Immunology,  Harvard  University,  before 
a gathering  of  research  scientists  at  Lederle 
Laboratories  Division,  American  Cyanamid 
Company. 

It  has  been  known  for  some  time  that 
lysozyme,  a bacteria-killing  substance  found 
in  human  tears  and  in  other  body  substances, 
has  the  effect  of  producing  protoplasts  — that 
is,  bacteria  which  are  encased  in  cell  mem- 
branes but  which  lack  cell  walls.  These  pro- 
toplasts are  normally  found  in  an  environ- 
ment in  which  their  internal  pressure  is 
greater  than  the  pressure  surrounding  them, 
and  they  burst. 

More  recent  investigations  have  shown 
that  bacteria  grown  in  the  presence  of  peni- 
cillin also  form  protoplasts,  indicating  that 
penicillin  works  to  kill  invading  bacteria  in 
much  the  same  way  as  the  lysozyme  found 
in  human  tissues.  The  chemical  reactions 
responsible  for  this  effect,  however,  are  still 
not  known. 

Dr.  Davis  outlined  some  of  the  present 
work  in  inducing  similar  phenomena  in 
pathogenic  cells  by  depriving  them  of  ma- 
terial essential  for  the  formation  of  cell  walls. 

The  Harvard  scientist  suggested  that  can- 
cer investigators  seek  compounds  that  will 
cause  just  such  a fatal  imbalance  in  the  nu- 
cleus, membrane,  or  wall  of  cancer  cells. 

Dr.  Davis  delivered  the  second  Lederle 
Science  Lecture  of  the  1958-1959  series.  The 
Lecture  Program  brings  investigators  of  in- 
ternational reputation  before  the  Lederle  re- 
search staff  to  consider  broad  problems  con- 
fronting medical  research. 


HORMONE  TREATMENT  OF  LEUKEMIA 

Leukemia,  serious  skin  diseases,  eye  and 
intestinal  disorders,  and  others,  as  well  as 
rheumatoid  arthritis,  are  now  being  treated 
successfully  with  synthetic  adrenal  hormones. 

Reports  on  progress  in  treating  a variety 
of  diseases  were  made  before  more  than  400 
scientists  who  gathered  to  review  a decade 
of  therapy  with  these  drugs,  called  “the  anti- 
inflammatory steroids”  — from  the  original, 
cortisone,  to  the  newest,  dexamethasone. 


The  conference  was  sponsored  by  the  New 
York  Academy  of  Sciences,  Merck,  Sharp 
& Dohme  Research  Laboratories,  and  the 
Sobering  Corporation. 

Use  of  these  steroids  has  brought  about  a 
“revolution”  in  the  treatment  of  various  blood 
disorders,  including  leukemia,  reported  Dr. 
William  Dameshek  of  Tufts  University.  He 
said  they  have  become  an  essential  item  in 
the  management  of  leukemia,  auto-immune 
hemolytic  anemia  and  other  disorders  of  the 
blood. 

“In  some  cases,”  he  said,  “the  steroids  mod- 
ify the  course  of  acute  leukemia  in  relatively 
small  doses;  in  massive  doses,  they  may  often 
induce  complete  clinical,  hemotological  and 
bone  marrow  remissions.”  (They  do  not,  how- 
ever, “cure”  the  disease.) 

Dr.  Daniel  M.  Gordon,  Cornell  University, 
reported  on  seventy  patients  who  had  been 
treated  for  eye  diseases  with  dexamethasone 
(Merck’s  Decadron)  with  “a  high  degree  of 
success.” 

“Dexamethasone,”  Dr.  Gordon  said,  “is  a 
highly  potent  anti-inflammatory  steroid 
which  has  approximately  twelve  times  the 
potency  of  prednisone  . . . Side  effects  have 
been  minimal,  in  view  of  the  high  doses 
necessary  in  ophthalmic  disease,  especially 
in  chronic  patients. 

Dr.  Victor  H.  Witten,  New  York  University, 
discussing  skin  disorders,  commented:  “Ad- 
ministration of  these  corticosteroids  have 
made  it  possible  to  rehabilitate  patients  with 
heretofore  disabling  dermatoses,  and  to  save 
the  lives  of  persons  with  previously  fatal  di- 
seases of  the  skin.” 

Dr.  Leon  Goldman,  University  of  Cin- 
cinnati, also  reporting  on  the  treatment  of 
skin  disease,  stated  that  dexamethasone 
(Schering’s  Deronil),  was  successfully  used  in 
the  treatment  of  46  children  and  208  adults, 
with  “no  gastrointestinal  reactions  observed 
so  far.”  (Gastric  distress  has  been  described 
by  some  physicians  as  an  adverse  “side  effect” 
of  the  steroids.) 

Dr.  Walter  L.  Palmer,  University  of 
Chicago,  offered  evidence  that  this  “weak- 
ness” of  the  steroids  may  be  the  result  of 
confusion. 
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“The  evidence  does  not  warrant  the  con- 
clusion that  peptic  ulcers  occur  excessively 
in  patients  receiving  steroid  therapy,”  he  re- 
ported. “Of  240  patients  with  chronic  ulcera- 
tive colitis  treated  with  large  amounts  of 
steroids,  nine  had  histories  of  ulcers  previous 
to  treatment  with  the  steroids  . . but,  of  the 
240,  only  two  developed  ulcers.” 

Dr.  Samuel  C.  Bukantz,  Children’s  Asthma 
Research  Institute,  Denver,  reported  that  the 
steroids  were  uniformly  effective  in  controll- 
ing allergic  symptoms  and  that,  with  dexame- 
thasone  as  with  the  older  steroids,  very  few 
and  only  minor  adverse  reactions  were  ob- 
served. 

Dr.  Margaret  H.  D.  Smith,  also  New  York 
University,  reporting  on  the  successful  use  of 
steroids  in  childhood  tuberculosis,  said  there 
is  “a  definite  advantage”  to  supplementing 
anti-bacterial  drugs  with  small  doses  of 
Meticorten. 


NEW  METHODS  FOR  TREATING  MENTAL 
ILLNESS  UNDERWAY  IN  HAITI 

Details  of  the  Haiti  Psychiatric  Institute, 
the  world’s  first  hospital  in  which  treatment 
of  the  mentally  ill  will  be  based  primarily  on 
drug  therapy,  were  announced  recently  by 
Dr.  Nathan  S.  Kline,  director  of  research  at 
Rockland  State  Hospital,  Orangeburg,  New 
York. 

The  Institute,  which  will  begin  operation  in 
February  1959,  is  located  in  Port-au-Prince, 
Haiti.  It  will  be  under  the  direction  of  Dr. 
Louis  Mars,  noted  psychiatrist  and  Minister 
of  Foreign  Affairs  for  the  country  of  Haiti. 

The  project  is  being  financed  by  three  of 
this  country’s  leading  pharmaceutical  com- 
panies: Schering  Corporation,  Bloomfield, 
N.  J.;  Hoffmann-LaRoche,  Inc.,  Nutley,  N.  J.; 
Wyeth  International,  Radnor,  Pa.,  and  the 
Haitian  Government.  It  will  be  carried  out 
under  the  auspicies  of  MEDICO  (Medical  In- 
ternational Corporation),  the  Government  of 
Haiti  and  the  Department  of  Mental  Hygiene 
of  the  State  of  New  York.  Dr.  Kline  will  serve 
as  consultant  to  the  Haitian  program. 

In  addition  to  substantial  financial  grants 
to  the  project,  the  companies  will  provide  the 
primary  drugs  to  be  used:  The  tranquilizers 
perphenazine  (Trilafon)  from  Schering  and 
meprobamate  (Equanil)  from  Wyeth;  and  the 
psychic  energizer  iproniazid  (Marsilid)  from 
Hoffmann-La  Roche.  All  of  these  drugs  are 
now  in  wide  use  in  this  country  in  the  treat- 


ment of  mental  and  emotional  disorders. 

Funds  supplied  by  these  companies  are 
being  used  for  the  building  of  the  clinic  in 
Haiti,  consisting  of  two  wards  of  ten  beds 
each,  an  out-patient  department  and  other 
necessary  laboratory  and  administrative 
facilities.  The  Government  of  Haiti  is  furn- 
ishing the  land  and  operational  funds  for  the 
project.  In  addition  to  the  usual  scientific 
records,  a sound  motion  picture  is  being  made 
by  MEDICO,  under  the  direction  of  Academy 
Award  winning  film  producer.  Erica  Ander- 
son. 

In  commenting  on  the  results  that  are  ex- 
pected to  come  from  the  study.  Dr.  Kline 
said,  “Our  first  objective  is  to  improve  the 
care  and  treatment  of  mentally  ill  persons  in 
Haiti.  While  doing  this,  we  hope  to  determine 
if  presently  available  drugs  and  adequate 
treatment  facilities,  especially  for  out- 
patients, are  not  a more  economical  and  more 
socially  constructive  method  of  treatment 
than  the  traditional  method  of  institutional- 
izing mental  patients.  It  may  be  learned,  for 
example,  that  multi-million-dollar  mental 
hospitals  are  unnecessary. 

“If  we  are  successful  in  proving  this,  then 
we  will  have  provided  an  example  of  how 
such  treatment  centers  can  be  established  in 
other  parts  of  the  world  where  care  of  the 
mentally  ill  is  not  adequate.  This  will  be  a 
great  accomplishment  for  mankind.” 


V.  E.  FARRAR.  '12  S.D.S.C.  GRAD.  DIES 

Verne  Eugene  Farrar,  66,  a graduate  of 
South  Dakota  State  College  in  Pharmacy  in 
1912,  died  of  a heart  attack  November  29  at 
San  Diego,  California. 

Mr.  Farrar  was  born  in  1892  at  Langford. 
He  was  graduated  from  the  S.D.S.C.  school  of 
pharmacy  in  1912,  served  in  the  medical  corps 
in  World  War  I and  resided  in  Langford  until 
1940,  when  he  purchased  a pharmacy  in  Aber- 
deen, selling  it  in  1945  and  retiring  until  1949, 
when  he  purchased  a store  in  Los  Angeles 
with  his  son-in-law  and  made  his  home  in 
Glendale,  California. 

Active  in  civic  affairs,  he  was  a member 
of  the  South  Dakota  and  California  phar- 
maceutical associations,  the  Masonic  Lodge, 
lOOF,  American  Legion,  Eastern  Star, 
Scottish  Rite  and  Elks. 

He  is  survived  by  his  widow,  Mrs.  Lettie 
(Holcomb)Farrar,  and  a daughter  Mrs.  Billie 
Vine,  both  of  San  Diego. 
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SOME  MEMORIALS  ON  CRAWFORD  W. 
LONG.  THE  FIRST  PERFORMER  OF  AN 
ETHER  ANESTHESIA— 

(Continued  from  Page  77) 

To  commemorate  Long’s  discovery,  the 
University  of  Georgia  holds  Crawford  W. 
Long  Day  exercises  each  year  and  there  is  a 
Crawford  W.  Long  Memorial  Association 
dedicated  to  the  task  of  perpetuating  Long’s 
memory  with  the  proper  recognition  that  he 
so  justly  deserves.  The  following  are  some 
of  the  memorials  to  Long:  Birthplace  and 
statue  at  Danielsville,  Ga.,  building,  two 
tablets  and  monument  at  Jefferson,  Ga., 
dormitory,  bronze  medallion  and  monument, 
and  library  collection  at  the  University  of 
Georgia,  Athens,  hospital,  bronze  medallion, 
tablet,  and  portrait,  Atlanta,  commemorative 
stamp,  first  issue  April  8,  1940  at  Jefferson, 
Ga.,  monument  at  grave,  Athens,  Ga.,  portrait 
and  other  articles  in  Smithsonian  Institution 
and  Statue  in  Statuary  Hall,  Washington, 
D.  C.,  portrait  in  Royal  Society  of  Medicine, 
England,  Bronze  medallion.  University  of 
Pennsylvania,  Philadelphia. 
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HEPARIN  — IN  MAN  AND  MEDICINE— 

(Continued  from  Page  81) 
heart-lung  machines  because  it  works  in  vi- 
tro, has  a rapid  response,  is  non-toxic  and  may 
be  quickly  neutralized  if  necessary. 

The  three  uses  of  heparin  previously  dis- 
cussed emphasizes  the  versatility  of  this  com- 
plex chemical  substance.  The  exact  mode  of 
action  of  heparin  is  unknown.  Under  the  im- 
petus of  further  laboratory  and  clinical  in- 
vestigation its  modus  operandi  may  be  un- 
covered with  a future  extension  of  usage  to 
now  unknown  conditions. 

Heparin  was  discovered  by  McLean  in 
Howell’s  Laboratory  in  the  year  1918  in  the 
course  of  his  investigation  of  the  nature  of 
thromboplastin.  He  first  prepared  the  sub- 
stance that  opposes  the  effect  of  thrombo- 
plastin from  liver.  Therefore,  it  is  from  the 
Latin  word  for  liver  (hepar)  that  the  name  is 
derived.  In  the  commercial  manufacture  of 
heparin,  lung  tissue  was  found  to  be  a less  ex- 
pensive and  better  source  of  heparin  than 
liver,  and  at  the  present  time  heparin  is  de- 
rived almost  solely  from  beef  lungs.  Heparin, 
which  is  a complicated  chemical  substance,  is 
presently  referred  to  as  a mucoitin  polysul- 
furic  acid.  The  original  preparations  of 
heparin  were  crude  extractions  and  often 
contained  a great  deal  of  extraneous  material. 
Today  U.S.P.  Heparin  is  put  through  eight 
separate  extraction  processes  to  arrive  at  a 
finished  solution.  As  a finished  product,  the 
heparin  is  pyrogen  free  and  uniform  in  its 
degree  of  potency. 


THE  MONTH  IN  WASHINGTON 

The  Office  for  Dependents  Medical  Care 
has  decided  that  this  year’s  contracts  for 
medicare  between  the  Defense  Department 
and  state  medical  societies  and  other  groups 
will  be  negotiated  by  mail.  ODMC  felt  that 
the  whole  field  had  been  pretty  thoroughly 
gone  over  last  year  and  furthermore  that  ad- 
ministrative costs  are  no  longer  an  issue. 
States  will  be  supplied  copies  of  proposed  de- 
partment changes  in  contracts  45  to  60  days 
prior  to  expiration  dates,  according  to  Brig. 
Gen.  Floyd  L.  Wergeland,  head  of  medicare. 
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Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  Is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


*A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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covering  the  homes  and  real 
property  of  druggists  and 
professional  men  is  an  im- 
portant segment  of  the  in- 
surance business  done  by 
Druggists  Mutual.  In  this 
field,  also,  we  emphasize  our 
constant  endeavor  to  pro- 
vide complete  insurance 
coverage  at  lower  cost.  Why 
not  benefit  from  Druggists 
Mutual  ability  to  give  you 
‘the  best  for  less’  in  coverage 
of  dwelling  and  real  prop- 
erty, just  as  given  by  our 
‘specialized  insurance  serv- 
ice’ for  professional  pur- 
poses. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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LETTERS 

TO  THE  MEDICAL  DIRECTOR 


Dear  Doctor: 

Rauvera*  was  used  on  five  patients  with  essen- 
sential  hypertension  varying  from  moderate  to 
severe.  The  highest  blood  pressure  was  220/130 
and  the  lowest  180/105. 

All  patients  have  shown  a consistent  response 
to  the  drug  and  the  continuation  therapy  has 
effected  a good  control  so  far  . . . approximately 
two  to  three  months.  In  four  patients  systolic 
blood  pressure  was  reduced  from  20  to  50  mm. 
Hg  and  the  diastolic  from  10  to  15  mm.  One 
patient,  who  had  a pressure  of  220/130  has 
had  a phenomenal  response,  and  I brought  the 
systolic  down  to  165  and  the  diastolic  to  95. 

M.  D.,  Wisconsin 


Dear  Doctor: 

Rauvera  has  produced  satisfactory  reductions  of 
blood  pressure  in  every  hypertensive  case  in 
which  I have  used  it. 

M.  D.,  Colorado 


Dear  Doctor: 

Rauvera  tabs  are  my  choice  for  hypertension 
over  170  . . . they  give  me  the  best  results. 

M.  D.,  Texas 


Comment:  It  is  interesting  to  note  that  no 
adverse  side  effects  were  reported  in  connec- 
tion with  Rauvera' s effective  antihyper- 
tensive action. 


*Rauvera  contains  1 mp.  alseroxylon  (purified  Rauwolfia 
serpentina  alkaloid),  3 mg.  alkavervir  (V’eratrum  viride 
fraction)  in  each  scored  tablet. 


SMITH-DORSEY  • Lincoln,  Nebraska 
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■ prompt,  aggressive 
antibiotic  action 
I a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (250  mg./250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (525  mg./I2S,000  u.),  bottles  o/  16  and  100. 
Suspension  (12}  mg.ll2},000  u.  per  } cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


AMO  'HrCOSTATIH*®  ARE 


SqyiBB 


Squibb  Quality  — the  Priceless  Ingredient 


*»»TiTeCUM  ®,  •UWTCItl*®' 


SQUiSa  TKAOeiUUIX* 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stabiiity  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Ge!gy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


new  Slerazolidiri  o...... 

prednisone-phenylbutazone,  Geigy 
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PRODUCTS  OF  DISTINCTION  FROM  THE  PURDUE  FREDERICK  COMPANY 


proBilagol 

LIQUID 

cholecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


A unique 
cholecystokinetic- 
cholagogue, 
‘ProBilagol’  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 


Cerumenex 


DROPS 


For  easy,  safe, 
painless  removal 
of  ear  wax— 
without 

instrumentation 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 
of  4,695  patients 
(ages 

3 months  to  83  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  econ- 
omy, prescribe  ‘Cerumenex’  Drops 
in  the  regular  15  cc.  bottle,  pack- 
aged with  cellophane  wrapped 
blunt-end  dropper, 

t Complete  bibliography 
available  on  request 


CERUMENEX  _ CONTAINS  CERAPiJN*  IN  PROPTLENE  GLYCOL 

WHH  CMUORBUTANOL  '•BRANO  Of  TftlETNANOiAMJHE  BOtY  • 

fEPTIDE  QLEATCrCOHOEHSATE  U.S,  AHO  fOREtSN  PATENTS  PENOlNC 


Supply:  Bottles  of 
12  and  6 fluid  ounces. 


[ wttuTol  bowel  corrective 


TABLETS  J QHAHUVBS 


IN  CONSTIPATION 


Assures  bowel 
correction 
and  rehabilitation 
because  it  “...acts 
in  a way  almost 
indistinguishable 
from  the  normal  " 
physiologic  ' 
mechanism../'*  V 

. without 

mucosal  irritation  due 
to  chemical  contact 

without 

incompatibilities ' 
to  antacids  and 
other  medications 

Supply:  Tablets,  small  and  ' ; 
easy  to  swallow, 
in  bottles  of  100.  5 

Granules,  cocoa-flavored,  f 
in  S and  i ovnee  canisters.  ^ 

1.  HriTn>ii1,  A.  L.,  Luwpn.sluiii,  A.:  Quart. 
Kcv.  S.iir.  OK.t.  & Gmipc.  (Doc.)  1957 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

NEVU  YORK  14,  N.Y.  | TORONTO  1,  ONTARIO 


©Copyright  1959,  The  Purdue  Frederick  Company 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 

Trlacetyloleandomycin,  Wyeth 
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QUALITY  FJ  PRODUCTS 
'ffSTlGE  ANO 


Dependaljle 

. . . an  exact 
deseription 

Lilly  gallons  are  prime  examples  of  dependable 
pharmaceuticals.  They  are  consistent  in  appear- 
ance, odor,  flavor,  and  therapeutic  effect — from 
the  first  ounce  of  one  bottle  to  the  last  ounce  of  the 
next,  gallon  after  gallon. 

Feature  Lilly  Products  in  yom  prescription  de- 
partment. You  can  depend  on  them  for  uniform 
refills.  For  convenient  service,  send  your  orders 
to  us. 


WE  ARE  A 


DISTRIBUTOR 


BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


If  You 

are  Planning 
a New 

Office  Building 


A card  or  letter  will  bring  you  a 
complimentary  copy  of  our  newly 
published  32-page  catalog.  Medical 
and  Dental  Office  Buildings. 

• Floor  Plans 

• Exteriors 

• Typical  Interiors 

• Profession-Proven 
Specifications 

• Prices 


Illustrates: 


CROUP  practice 


of  buildings  we  are 

prepared  to  construct  for  you 
anywhere  in  the  Midwest. 


Professional  Office  Buildings*  Inc. 


'The  pioneers  in  prafessional  designing  and  building/ 


One  of  a series  of 
expertly  designed 
medical  offices  that 
can  be  constructed 
for  you  at  a price 
much  lower  than 
you  think. 


DOCTOR'S  PARK 


MADISON,  V/ISCONSIN 


ALpine  6-3166,  CEdar  3-0412 
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enamine . . . 


effective 

management 


to  moderate 
ertension 


g^Yeratrite" 


Prescribed  with  confidence  8,863,769  times  \eratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite I gr. 

Phenobarbital gr. 


♦Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


71 


I 


On  the  contrary,  the  problem  here  in  Kabul  is  not 
enough  food ! 

Fighting  hunger  in  places  like  Kabul  is  just  one 
task  of  the  UN’s  19  Specialized  agencies  and  inter- 
national organizations.  Elsewhere,  UN  teams  com- 
bat floods,  wage  war  against  disease,  fight  illiteracy. 
In  these  practical  ways,  the  UN  brings  new  hope 
and  happiness  into  the  lives  of  peoples  less  for- 
tunate than  we  are— at  the  same  time  cuts  down  the 
discontent  that  could  easily  erupt  into  another  war. 

By  narrowing  this  gap  in  education,  health  and 


IN 

KABUL 

VERY 

FEW 


nutrition  between  the  world’s  “haves”  and  “have 
nots”...as  well  as  providing  a forum  for  political 
discussion ...  the  UN  has  become  mankind’s  last 
great  instrument  of  peace. 

Be  an  ambassador  of  the  UN  in  your  community. 
The  world’s  leaders  actively  suppoi’t  the  UN... but 
your  good  will,  understanding  and  support  are  the 
best  guarantees  of  its  success.  For  the  informative 
free  pamphlet  “The  UN  in  Action,”  address: 
United  States  Committee  for  the  United  Nations, 
Box  1958,  Washington  13,  D.  C. 


UN 


\ -f 


WE  BELIEVE 

UNITED  STATES  COMMITTEE  FOR  THE  UNITED  NATIONS,  BOX  1958,  WASHINGTON  13,  D.C 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


INVESTIQATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 

tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 

tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smtgel,  J.  O., 
et  al.;  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m§d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;iT/IR/?X 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


36 


S.D.J.O.M.  FEBRUARY  1959  - AD V. 


Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 


Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declines.'  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.^  Even  on  long-term  administration  side 
actions  “. . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential. 

Rautensin" 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 

1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  57:410,  1956.  2.  Gilchrist, 
A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  J:67,  1957. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoin,  Nebraska 
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in 

this  capsule 

lives  the 
most  widely 

used 


the  most 
widely  useful 
antibiotic 
in  the 
world 

Achromycin®  V 

Tetracycline  with  Citric  Acid  Lederle  ^ 

SUPPLIED  IN  CAPSULES  OF  250  MG. 

WITH  250  MG.  CITRIC  ACID. 

AI^D  lOO  MG.  WITH  lOO  MG.  CITRIC  ACID. 


LEDERLE  LABORATORIES,  A DIVISION  OF  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


the  higher 
blood  levels  of 
potassium 
penicillin  V 

Gompoc 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


(POTASSIUM  PENICILLIN  V) 


IDICATIONS 

pinstall  penicillin-sensitive  organisms.  When 
mbined  with  Sulfas,  Compocillin-VK  is 
pecially  effective  in  treating  mixed  infections 
ch  as  may  occur  in  the  respiratory  or  urinary 
ict. 


^SAGE 

inge  is  from  125  mg.  (200,000  units)  three 
lies  daily  to  250  mg.  (400,000  units)  every 
!ir  hours.  Children’s  dosage  is  determined  by 
dy  weight.  When  combined  with  sulfa  triad, 
ige  is  one  Filmtab  three  times  daily  to  two 
mtabs  every  four  hours. 

PPLIED 

'MPOCILLIN-VK  Filmtabs:  125  mg.  (200,000 
^its),  bottles  of  50  and  100;  250  mg.  (400,000 
its),  bottles  of  25  and  100. 

mpocillin-VK  Granules  for  Oral  Solution : 
40-cc.  and  80-cc.  bottles.  When  reconsti- 
;ed,  each  tasty  5-cc.  teaspoonful  of  cherry- 
vored  solution  represents  125  mg.  (200,000 
its)  of  potassium  penicillin  V. 


'MPOCILLIN-VK  with  Sulfas:  Each  Filmtab 
[itains  125  mg.  (200,000  units)  of  potassium 
jiicillin  V and  500  mg.  of  sul- 
liamides.  At  all  pharmacies.  Qj&Wt 


■H  The  highest  levels  of  Filmtab  Compocillin-VK. 

The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  Vz  hour,  and 
at  I hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 


®flLMTA8— FILM-SEALED  TABLETS,  ABBOTT;  PAT.  APPLIED  FOR. 


40 


S.D.J.O.M.  FEBRUARY  1959  - ADV. 


UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  he  sucked  and  will  dissolve  like  a lozenge 


can  be  easily  swallowed  (small  tablet  size) 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  vigran 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 

provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bj,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  A 5,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  B, 3 mg. 

Vitamin  B„ 3 mg. 

Vitamin  B^ 2 mg. 

Niacinamide  25  mg. 

Calcium  Pantothenate 3 mg. 

Vitamin  Bjj 5 meg. 

Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 

Vigran'®  is  a Squibb  trademark 
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Until  the  discovery  of  decadron*  by  Merck  sharp  & dohme,  when  your  diabetic  patients  were 
also  in  need  of  corticosteroid  treatment,  you  were  often  faced  with  a difficult  therapeutic  dilemma. 
Diabetes  mellitus  was  a recognized  contraindication  to  the  use  of  corticosteroids,  since  they  not 
only  aggravated  the  existing  diabetic  symptoms,  but  often  precipitated  latent  diabetes. 


NOW  EVEN 

many  diabetic  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

Decadron— the  new  and  most  potent  of  all  anti-inflammatory  corticosteroids— is 
remarkable  for  its  virtual  absence  of  diabetogenic  effect  in  therapeutic  doses. 


OEXAMETHASONE 


to  treat  more  patients 
more  effectively 


In  clinical  trials  with  some  1,500  patients  glycosuria 
was  noted  in  only  two,  transitory  glycosuria  in  another 
two,  and  flattening  of  the  glucose  tolerance  curve  in 
one.  There  were  no  instances  of  aggravation  of  existing 
diabetes,  no  increase  in  insulin  requirements.  Patients 
whose  diabetes  was  severely  aggravated  on  predniso- 
lone showed  good  tolerance  when  transferred  to 
DECADRON. 

MORE  patients  can  be  treated  with  DECADRON  than 
with  other  corticosteroids,  because  in  addition  to  being 
practically  free  of  diabetogenic  activity,  therapy  with 
DECADRON  is  also  practically  free  of  sodium  retention, 
potassium  depletion,  hypertension,  edema  and  psychic 
disturbances.  Cushingoid  effects  are  fewer  and  milder. 
DECADRON  has  not  caused  any  new  or  "peculiar”  re- 
actions, and  has  produced  neither  euphoria  nor  depres- 
sion, but  helps  restore  a “natural”  sense  of  well-being. 

*DECADRON  is  a trademark  of  Merck  & Co.,  Inc.,  ©1958  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  iNC.,  PHILADELPHIA  1,  PA. 
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IN  OFFICE  SURGERYt  J 


ELECTIVE  AND  TRAUMATIC 

use 


XYLOCAINE®  Hci  solution 

(brand  of  ildoeaine*) 

as  a local  or  topical  anesthetic 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


U S.  PAT.  NO.  2.441.498 


MADE  IN  U S A. 
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'IS 


new  3 -way 
build-up  for 
the  under  par 
child . . . 


j Improve  appetite  and  energy 

1 with  ample  amounts  of  vitamins  — B,,  Be,  8,2. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
Other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,a. 


new 


NCREI^XJSr 

WITH  IRON  SYRUP 


* 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  In  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc.)  contains; 


1-Lysine  HC1 300  mg. 

Vitamin  612  Crystalline 25  mcgm. 

Thiamine  HC1  (Bi) 10  mg. 

Pyridoxine  HC1  (Be) b mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off.  ^ 
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t 


m 


running  noses 

w and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed -release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first'-the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Eof/i  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  ...  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 

One-half  of  this  formula  is  in  the  outer 


layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


Triaminic 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  W of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Vlfander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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AMES 


CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of  “postchole- 
cystectomy syndrome”  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.;  J.  Internat.  Coll.  Surgeons  28:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 

tract  disorders... 


DECHOLIN 


"therapeutic  bile” 


//vr/rocholeresis  with  Dfxholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  functional  G.I.  distress...  DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
334  gr.  (250  mg.)  and  extract  of  belladonna  ’/e  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY.  INC 
E Ik  hoft  » I ndiona 
Toronto  • Conodo 


*Using  combined  drug  therapy  with 
i'LAQU-^NIL  or  Aralen®  as  maintenance  therapy. 
With  Plaquenil  or  Aralen  alone  62%  grade  1 and  t'l 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin;  Cieveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure; 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose;  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 


1ft  Ki  Y 


WHENEVER  SULFAS  ARE  INDICATED 


provides  therapeutic  suifa  ieveis  for  24  hours... Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  Gm.  daily  dose.  No  crystalluria.  i 


Sulfamethoxypyridazine  Lederle 


^ with  low  incidence  of  sensitivity  reactions . . . Extremely  low 
in  toxic  potential.  2. 3 No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  ^ Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  * when  recommended  schedule  is  used. 


TABLETS.  0.5  6m.,  bottles  of  24  and  100.  ^ ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin.  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604.  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

♦Reg.  U.S.  Pat.  Off. 


SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  S PONT  IN® 

(Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis^. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported^, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a short  space  of  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  t)  0 

with  a serious  infection.  UUMjOtt 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  11  adults  and  six  children  who  received 
adequate  therapy. i®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  al..  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  al..  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  al..  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  al..  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  al..  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 


PRONOUNCED  TAY-O 
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Skin  and  soft  tissue  infections 
infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


Cenitourinary  infections 

Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacterial  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


Conditions  treated 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


No.  of 
Patients 


558 
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65 

90 

44 

31 

28 
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in  the 
patient: 

95%  effective  in  published  cases^'^ 
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f Antibiotic  A 2-10  units  ■ Tao  2-15  meg. 

, Antibiotic  B 5-30  meg.  S Antibiotic  D 2-15  meg. 

[ Antibiotic  C 5-30  meg.  H Antibiotic  E 5-30  meg. 

f centage  of  organisms  inhibited  by  the  range  of 

t icentrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed  — stable  in  gastric  acid/  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  — “practically  tasteless”^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules-250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension- 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  at.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Oiansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  al.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medical  Encyciopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C..  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children -flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers- 5 drops  (approx. 
25  mg.  of  TAO)  and  10  drops  (approx.  25  mg.  of 
TAO).  10  cc.  bottle. 

Tao-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

TaOMID’^  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Orai  Suspension, 
bottles  of  60  cc. 

intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 

^TRADEMARK 
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IN  OFFICE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


INFILTRATION  NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE^  HCl  SOLUTION 

(brand  of  lidocoine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  Q,  Mass.,  U.S.A. 
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HYDROXYZINE  PAMOATE 

1 m ■- 


1 
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+ as  designated  by  the  A.M.A.  Council  On  Drugs,  1958 


Specific  Antihistaminic  Effect 

reduces— erythema,  excoriation 
and  extent  of  lesions^'^ 


Psychotherapeutic  Potency 

relieves— tension,  anxiety 
and  itching/'^ 


Recommended  Oral  Dosage: 

50  mg.  q.i.d.  initially;  adjust  according  to 
individual  response. 

References : 1.  Feinberg,  A,  R.,  et  al. : J.  Allergy 
29:358  (July)  1958.  2,  Eisenberg,  B.  C.,  Clinical 
Medicine  5:897-904  (July)  1958.  3.  Robinson, 
H.  M.,  et  al.:  J.A.M.A.  151:604-606  (June  16) 
1958.  4.  Robinson,  H.  H.,  et  al. : So.  Med.  J. 
50:1282  (Oct.)  1957. 

•Trademark 


Supplied  as: 

Vistaril  Capsules— 25  mg.,  50  mg.,  100  mg, 
Vistaril  Parenteral  Solution — 10  cc.  vials 
and  2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  (as  the  HCl) 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.  Inc.,  Brooklyn  6,  N.  Y. 


RATIONALE 

"It  appears  that  there  is  now  available  In 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium 
metabolism  seen  in  the  vast  majority  of 
hypertensive  patients.  The  use  of  this  agent 
[DIURIL]  may  stand  the  test  of  time  as  the 
most  vital  and  specific  weapon  in  the 
treatment  of  a relatively  non-specific  disease 
in  which  the  only  specific  abnormality  known 

is  one  of  sodium  metabolism 

Chlorothiazide  now  appears  to  be  the  drug  of 
choice  when  initiating  therapy  in  the 
average  hypertensive  patient." 

Reinhardt,  D.  J.: 

Delaware  State  Med.  J.  30:1,  January  1953. 

RESULTS 

“We  have  presented  a group  of  48  patients 
previously  treated  with  a variety  of 
antihypertensive  agents."  “Upon  the  addition 
of  chlorothiazide  to  their  regimens,  there 
was  realized  an  additional  blood  pressure 
lowering  effect  of  23  mm.  systolic  and 
11  mm.  diastolic." 

Bunn,  w.  H.,  Jr.: 

Ohio  State  Med.  J.  54:1168,  September  1958. 

MINIMAL  SIDE  EFFECTS 

"There  is  an  extremely  wide  range  between 
therapeutic  and  toxic  dosage,  and  no 
significant  side  effects  and  no  sensitivity  to 
the  drug  as  yet  have  been  observed.” 

“. . . it  seems  desirable  to  add  potassium 
chloride  4 Gm.  per  day  . . . in  cases  of 
hypertension " 

Herrmann,  G.  R.,  Hejtmancik,  M.  R.,  Graham,  R.  N. 
and  Marburger,  R.  C.: 

Texas  State  J.  Med.  54:639,  September  1958. 

dosage:  one  250  mg.  tablet  DIURIL  b.i.d.  to  one 
500  mg.  tablet  DIURIL  t.i.d. 

supplied:  250  mg.  and  500  mg.  scored  tablets  DIURIL 
(Chlorothiazide)  bottles  of  100  and  1000. 

OtORn.  is  a trademark  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co.,  inc. 

Trademarks  outside  the  U.S.: 

CHLOTRIDE,  CLOTRIDE.  SALURIC. 
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Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professionol  Appointment- 
Book  Sent  to  you  FREE  upon  request. 


in  very  special  cases 
a very  superior  brand 

^ specify 

★ ★ ★ 


84-  Proof  Schieffelin  & Co.,  New  York 


THAT 


' Distinctive 


Leopold 

Document 

Desk 


The  Document  Desk  by  Leopold  !$ 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 


■ MEMBER,  WOOD  OFFICE  FURNITURE  INSTITUTE 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.'’-®'^- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsaiicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsaiicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered  Pabiriff  Tablets 


Each  tablet  contains: 

Acetylsaiicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2%  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  niicrogranis  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


Upjohn 


♦TRADEMARK,  REO.  U.S.  PAT.  OFF. 


COPYRIGHT  1958,  THE  UPJOHN  COMPANY 
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OXYPHENCYCLIMINE  HYDROCHLORIDE 


POTENT  ANTICHOLINEROIC  ACTION 


curbs  secretion  when  excessive 
normalizes  motility  when  overactive 


Activity  appears  to  he  restricted  to  the  desired  site  of  action. 
Predictable  therapeutic  response  in  refractory  cases. 

Potency  and  Prolonged  Duration  of  Action 
10  mg.  b.i.d.  Average  Dose  • Supplied  as: 

10  mg.  white,  scored  tablets 


References:  1.  Finkelstein,  Murray:  Journal  of 
Pharmacolopry  and  Experimental  Therapeutics,  in 
press.  2,Winkelstein,  Asher:  Paper  in  preparation. 
^Trademark 
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Science  for  the  world's  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 


just  two  tablets 

at  bedtime 

After  full  effect 
one  tablet 
suffices 


RauwiloM  provides  effective  Rauwolfia 
action  virtually  free  from  side  effects.,  .the 
smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  significantly  less  toxicity 
than  reserpine . . . and  with  a lower  incidence 
of  depression.  Tolerance  does  not  develop. 

Rauwiloid  is  initial  therapy  for  every 
hypertensive  patient.  ...Dosage  adjust- 
ment is  never  a problem... 

• 

When  more  potent  drugs  are  needed,  prescribe  one 
of  the  convenient  single-fablet  combinations 


alseroxylon  1 mg.  and  alkavervir  3 mg. 


alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Many  patients  with  severe  hypertension  can  be  maintained 
on  Rauwiloid  alone  after  desired  blood  pressure  levels  are 
reached  with  combination  medication. 


Norfhridge,  California 


"Doctor,  I get  so  mad  at  everyone  when  I diet.” 

‘Dexamyl’  Spansiile  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine’ 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  . Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — dexedrine! 


^ SMITH  KLINE  & FRENCH  LABORATORIES 

*T.M.  Reg.  U.S.  Pat.  Off.  tT.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


MARCH  ir  1959 


i-S 


assures 
a more 
decisive 

response 


in  almost 
every  common 
bacterial 
infection 

llosone’^"'  (erythromycin  ester,  Lilly)  — as  the  propionate 


o 

r. 

■)^osone  provlde^'the  speed,  potency, 
apd  cert^ty  of  jiarenteral  antibiotic 
therapy  r^s  u^drpassed  safety 

and  the  easftof  oral  administration. 

'L-  i 

Usual  dosage  fof  adults  is  one  or 
two  '250-mg.  PuJVules®  every  six 
\hours3ccordinsJp  severity  of  infec- 
tion. For  optimum, effect,  administer 
on  an  empty  stomach.  Supplied: 
RuJvU^^f  JSG  mg.,  and  125  mg.  for 
pediatnc  use. 

Parenteral  Performance 
in  Every  Pulvule 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


OtUUTf  / H&fAftCH  / IRTEQRITT 


Medical  Convention -Rapid  City— June  20,  21,  22,  23 


^^Hpi^btericy  progestational  agents  [such  as  norlutin]  ’ 
frequently  have  the  power,  when  administered  iR  adequate 
dosage,  to  arrest  and  suspend  myometrial  contractions  inci- 
dent to  spontaneous  abortion.”*  This  is  the  conclusion  of 
a group  of  investigators  who  studied  patients  with  threat- 
ened (and  in  some  cases  habitual)  abortion.  The  study 
group  was  compared  with  a control  group  which  was 
treated  with  bed  rest  and  mild  sedation  only.  In  this  con- 
trol group,  the  salvage  rate  was  15.5  per  cent.  In  the  group 
receiving  norlutin,  19  of  45  pregnancies  were  continued— 
a salvage  rate  of  42.2  per  cent  . ^ 


Control  Group 
(Treated  with 
bed  rest  and 
mild  sedation) 


Study  Group 
(Treated  with 
NORLUTIN) 


Number  of  pregnancies  salvaged 


Percentage  of  pregnancies  salvaged 


15.5^0 


42.2% 


Adapted  from  Hodgkinsoa  et  ali* 


Conditions  involving  deficiency  of 
progesterone,  such  as  primary  and  secondary  amenorrhea,  menstrual 
irregularity, 'functional  uterine  bleeding,  endocrine  infertility,  habit- 
ual abortion,  threatened  abortion,  premenstrual  tension,  and  dys- 
menorrhea. 

5-mg.  scored  tablets,  bottles  of  30. 


‘Hodgkinson,  C.  E;  Igna,  E.  J.,  & Bukeavich,  A.  E:  Ann.  New  York  Sc.  tl  -753 

1953.  > .-  ^ 
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to  salvage 

the  failing  pregnancy 


(noi>*thiadrone,  Park<*;l)avb) 
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NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON—the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patientst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

’CDECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1958  Merck 
& Co..  Inc. 

MERCK  SHARP  & DOHME 

division  of  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


DEXAMETHASONE 


treats  patients 
more  effectively 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Gelgy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 


new  Slerazolldiri  c... 

prednisone-phenylbutazone,  Geigy 


03759 


PR0NOU:^^ED 


designed  fi 


superior  Ci 


■positive^ 


77  com 


infections 


(triacetyloleandomycinX 


Capsules  / OM  Suspension 

IJ  ^-j!  ] 


Miscellaneous 

(adenitis,  enteritis,  enterocolitis, 
subacute  bacteria!  endocarditis,  fever, 
hematoma,  staphylococcus  carriers, 
osteomyelitis,  tenosynovitis,  septic 
arthritis,  acute  bursitis,  periarthritis) 


30 


Conditions  treated 


ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsillitis 

Pneumonia 

Infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchiolitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 


Skin  and  soft  tissue  infections 
Infected  wounds,  incisions  and 
lacerations 
Abscesses 
Furunculosis 
Acne,  pustular 
Pyoderma 

Other  skin  and  soft  tissue 
(infected  burns,  cellulitis, 
impetigo,  ulcers,  others) 


Genitourinary  infections 
Acute  pyelitis  and  cystitis 
Urethritis  with  gonorrhea  or  cystitis 
Pyelonephritis 
Salpingitis 

Pelvic  inflammation  with  endometriosis 


No.  of 
Patients 


558 

258 

65 

90 

44 

31 

28 


230 

41 

51 

58 

43 

19 

18 


Cured 


448 

208 

58 

66 

38 

29 

17 


Improved 

80 


Failure 


in  the 
patient: 


95%  effective  in  published  cases^' 


er  90%  effective 
ainst  resistant  staph 


yiPARATIVE  TESTS  BY  THREE  METHODS 
SC,  TUBE  DILUTION,  CYLINDER  PLATE) 
130  STAPHYLOCOCCI* 


] 90.0% 

97.7% 


Antibiotic  A 2-10  units  ■ Tao  2-15  meg. 

Antibiotic  B 5-30  meg.  H Antibiotic  D 2-15  meg. 

Antibiotic  C 5-30  meg.  B Antibiotic  E 5-30  meg. 

FjCentage  of  organisms  inhibited  by  the  range  of 
C centrations  listed  foreaeh  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,'^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable  — ‘‘practically  tasteless”^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules— 250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension— 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat., 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.;  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  3.  Mellman,  et  ai.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H., 
et  at.:  Antibiotics  Annual  1957-1958,  New  York,  N.  Y., 
Medicai  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinical  situations 

Tao  Pediatric  Drops 

For  children— flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers-5  drops  (approx. 
25  mg.  of  Tao)  and  10  drops  (approx.  25  mg.  of 
TAO).  10  cc.  bottle. 


TaO-AC  (Tao  analgesic,  antihistaminic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 


TAOMtD‘*‘  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 

Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 
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Provides  fast,  high  blood  and  tissue  concentrations — Because  Erythrocin  Stearate  is  rapidly 
absorbed,  patients  get  therapeutic  blood  and  tissue  levels  within  30  minutes — and  effective  concentra- 
tions for  at  least  six  hours. 

Supported  by  an  unparalleled  safety  record— -During  all  the  years  Erythrocin  has  been  prescribed, 
serious  reactions  have  been  practically  nonexistent.  Unlike  penicillin,  allergy  is  no  problem.  And,  in 
contrast  to  “broad  spectrum”  action,  the  normal  intestinal  flora  is  virtually  unaltered  with  Erythrocin 
therapy.  And  only  recently,  a well-known  investigator  said,  “Erythromycin  is  by  far  the  least  toxic  of 
the  commonly  used  antibiotics.*” 

Offers  bactericidal  action — Unlike  broad-spectrum  antibiotics,  Erythrocin  is  classed  as  a bac- 
tericidal agent.  It  offers  lethal  action  against  common  coccic  invaders— resulting  in  prompt  clinical 
responses. 


Provides  convenient  dosage  forms — Usual  adult  dose  is  250  mg.  four  times  daily.  Children’s  dosage 
is  reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®  (100  and  250  mg.), 
bottles  of  25  and  100.  Also,  in  oral  suspension  and  for  intramuscular  and  intravenous  use. 


for  those  penicillin>sensitive  organisms 


The  Higher  Blood  Levels 
of  Potassium  Penicillin  V 


COMPOCILLIN-VK  Indications— Against  all  organisms  sensitive  to  oral  penicillin  therapy.  For 
prophylaxis  and  treatment  of  complications  in  viral  conditions.  As  a prophylaxis  in  rheumatic  fever 
and  in  rheumatic  heart  disease. 


COMPOCILLIN-VK  Dosage — Depending  on  the  severity  of  the  infection,  the  usual  adult  dose  is  125 
mg.  to  250  mg.  (200,000  to  400,000  units)  every  four  to  six  hours.  For  children,  dosage  may  be  reduced 
in  proportion  to  body  weight. 


COMPOCILLIN-VK  Supplied — In  Filmtabs,  125  mg.  (200,000  units),  bottles  of  50  and  100;  250  mg. 
(400,000  units),  bottles  of  25  and  100.  For  oral  solution,  Compocillin-VK  comes  in  40-cc.  and  80-cc. 
bottles.  When  reconstituted  with  water,  each  appealing  (it’s  a clear  red  solution) 

5-cc.  teaspoonful  represents  125  mg.  (200,000  units)  of  potassium  penicillin  V. 
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against  serious  and  resistant  coccal  infections 


An  Important 
Lifesaving  Antibiotic 


The  dramatic  story  of  Spontin  can  never  really  begin  to  be  told. 

In  little  more  than  a year,  this  potent  antibiotic  has  compiled  an  incredible  record  for  saving  lives 
—and  often,  after  all  other  therapy  had  failed.  Majority  of  successes  involved  patients  critically  ill  with 
staphylococcal  infections — conditions  that  had  resisted  all  other  known  antibiotic  therapy. 

Meanwhile,  careful  attention  to  dosage  recommendations  has  practically  eliminated  toxicity  and 
side  effects  as  serious  obstacles  to  therapy.  Also,  recent  improvements  have  been  made  in  the  manu- 
facture of  Spontin;  the  drug  is  now  made  from  pure  crystals. 

So  far,  Spontin  has  proved  to  be  a good  answer,  perhaps  the  best  answer  to  the 
resistant  staphylococcal  problem — and  of  real  value  in  other  serious  coccal  infections. 


QMrott 


1.  sixth  Annual  Symposium  on  Antibiotics,  Washington,  0.  C.,  Oct.  15, 16,  17,  1958, 


Prepared  from  pure  crystals 


Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  Enterococci^ 

Provides  Bactericidal  Action  Against  Coccal  infections* 
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A few  suggestions  on  how  to  give  your  patient  a diet  he  can  ^‘stick  to” — 

The  Low 
Calorie  Diet 


—and  a glass 
of  beer,  at 
your  discretion, 
for  a 
morale-booster 


A diet  that  calls  for  lamb  chops  when  they 
aren’t  on  the  restaurant  menu  is  an  invitation 
to  “slip  off.”  But  a diet  outline  that  lets 
your  patient  fill  in  the  details  provides  incen- 
tive to  stick  to  his  diet. 

He  must  remember  that  a candy  bar  equals 
a hamburger  in  calories  only.  An  alternative 
must  be  equivalent  in  nutrition,  too. 


Fresh  fruits  or  vegetables  such  as  celery 
and  radishes  make  good  low-calorie  nibbles. 
Spices  and  herbs,  lemon  and  vinegar  add 
zest  with  few  or  no  calories. 

Have  your  patient  keep  a calorie  count. 
Then  with  a glass  of  beer  * to  brighten  meals,  he 
is  more  hkely  to  follow  a balanced  diet  later. 

*104  Calories/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — A merica  ’s  Beverage  of  Moderation  \| 

If  you'd  like  reprints  of  12  special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


Of  course,  women  like 


rpHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
' psychic  instability  attendant  the  con- 
I dition,  but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
' they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 

I the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion  to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


“Premarin’’ 

whole  menopause,  (and  how  else  i | 
it  to  be  treated?),  let  your  choice  b 
“Premarin,”  a complete  natural  es 
trogen  complex. 

“Premarin,”  conjugated  estrogen  : 
(equine),  is  available  as  tablets  am  ^ 
liquid,  and  also  in  combination  witi 
meprobamate  or  methyltestosterone 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — Bi,  Be,  B12. 


^ 


strengthen  bodies  with  needed  protein 

Through  the  action  of  i-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. 


new 


WITH  IRON 


Lysine-Vitamins 

iUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl«  oz. 
Each  teaspoonful  (5  cc.)  contains: 


l-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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“It  is  concluded  that 
the  addition  of 

i j 

{ buffering  agents  to 

acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!’' 


’Sadove,  Max  S.  and  Schwartz,  Lester:  An  EvaJua- 
tion  of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer®  Aspirin. 


I 

i 


L 
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more  than  tetracycline  alone 


tamed  easily  at  the  antibacterial  attack 


level  until  the  infection  is  conquered. 


•V  CONTAINS 
TETRACYCLINE  PHOSPHATE 
COMPLEX  FOR  A DIRECT 
ATTACK  ON 
THE  PRIMARY 
INFECTION 


Mysteclin-V  strikes 
directly  at  all  tet- 
racycline sensitive  organisms  — most 
pathogenic  bacteria,  certain  large  virus- 
es, Endamoeba  histolytica.  It  provides 
all  benefits  of  tetracycline  in  the  effec- 
tive phosphate  complex  form.i  Patient 
response  is  rapid  because  initial  high 
peak  blood  serum  levels  may  be  main- 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR  A SPECIFIC  DEFENSE 
AOAINSTSECONDARYMON- 
ILIAL  SUPERINFECTION 

Mysteclin-V  protects  patients  against 
antibiotic  induced  intestinal  moniliasis 
and  its  complications, 
including  vaginal  and 
anogenital  moniliasis. 
This  protection  is  pro- 
vided by  Mycostatin, 
the  antifungal  antibi- 
otic, with  specific  ac- 
tion against  Candida 
(Monilia)  albicans.t 


BOTH  ARE  OFTEN  NEEDED  WHEN 
BACTERIAL  INFECTION  OCCURS 

MYSTECLIN-V 


SQUiee  TETRACYCLINE  PHOSPHATE  COMPLEX  (suMYCIn)  AND  NYSTATIN  (mYCOSTATIN) 

Capsules  (250  mg./250,000  u),  bottles  of  16  and  100. 

Haif'Strength  Capsules  (125  mg./ 125,000  u),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u per  5 cc.).  2 oz.  bottles. 

Pediatric  Drops  (100  mg./ 100.000  u per  cc.),  10  cc.  dropper  bottles. 


References:  l.  Crunk,  G.  a.  ; Naumann,  D.  £ , anij  Casson,  K. : Antibiotics 
Annual  1957-1958,  New  York,  Medical  Encyclopedia  Inc.  1958,  p.  397  • 

2.  Newcomer.  V.  D.  ; Wright,  E.  T.,  and  Sternberg,  T.  H.  . Antibiotics  Annual 
1954-1955,  New  York,  Medical  Encyclopedia  Inc.,  1955,  p.  686. 


Squibb  '|||| 


Squibb  Quality-the  Priceless  Ingredient 


mycostatin"' 


Fiber  of  skeletal  muscio  relaxed  iphotomiaogtaphs} 


Methocarbamoi  Robins 


none 

1 

7 

0 

1 

5 
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• Highly  potent  — and  long  acting. 

• Relatively  free  of  adverse 
side  effects.’ 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.’ 

REFERENCES:  1.  Carpenter, E.  B.:  Southern  M.J.  51:627, 
1958.  2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Lewis, 
V/.  B.:  California  Med.  90:26,  1959.  4.  O’Doherty,  D.  S., 
and  Shields,  C.  D. : J.A.M.A.  167 : 160, 1958.  5.  Park,  H.  W. : 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531, 1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Fiber  of  skeletal  muscle  in  spasm 


Summary  of  six  published  clinical  studies; 

ROBAXiN  BENEFtCtAL  IN  92.4%  OF 
SKELETAL  MUSCLE  SPASM  CASES 


NO. 

PATIENTS 

RESPONSE 

“marked” 

moderate 

Carpenter^ 

33 

26 

6 

"pronounced" 

Forsyth® 

58 

37 

20 

“good" 

lewis® 

38 

25 

6 

O’Doherty  & 

“excellent” 

Shields'* 

17 

14 

2 

“significant" 

Park® 

30 

27 

— 

Plumb® 

"gratifying" 

60 

55 

— 

TOTALS 

238 

184 

. 34 
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(14.4®/r.) 
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IN  OFFICE  SURGERY  J 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  ^rst... 
as  a local  anesthetic 
or  a topical  anesthetic 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000:  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  of  lidocaine*) 
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in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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The  Story  of 


Kent 


H ow  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke.  This  is  the 
“micronite”  Filter. 

The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles. .. and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 

KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  m any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the 
booklet,  “The  Story  of  Kent,”  write  to: 


P.  Lorillard  Company,  Research  Department 
200  East  42nd  St.,  N.Y.  17,  N.Y. 


SCHERING  CORPORAlfOM  • BLOOMFIELD,  NEW  JERSEY 


enables  your  patient  to  escape 
peptic  ulcer  symptoms 

PRANTAL 


Relief  from  gastric  hypermotility  and  hypersecretion  by 
Prantal  aids  physiological  healing  of  the  ulcer.  Witb  hir, 
freedom  from  pain  and  other  distressing  idcer  symptoms, 
your  patient  feels  secure  in  his  personal  relationships,  rela- 
tively certain  of  freedom  from  exacerbations. 

Rx  the  form  that’s  best  for  him 

for  adjusting  dosage— Pbantal  Tablets,  100  mg. 
for  prolonged  relief— Prantal  Repet abs,  100  rag. 
with  sedation—PRANTAh  with  PhenobarbUal  Tablets, 
100  mg.  with  16  mg.  phenobarbital. 


O • 

' V'.''  ■'  . , ■ 
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Prantal®  Methylsulfate,  brand  of  diphemanil  methylsulfate. 
Repetabs,®  Repeal  Action  Tablets. 
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ILOSONE"  assures  a decisive  response 

in  common  bacteria!  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone^”  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  effect,  administer  on  an  empty 
stomach.  Supplied  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  Antibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269,  1954- 
1955. 
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PENETRATING  LARYNGEAL  WOUND 
WITH  UNCOMPLICATED  RECOVERY 
John  B.  Gregg,  M.D. 

Howard  B.  Shreves.  M.D. 

Sioux  Falls,  South  Dakota 


Recently  an  unusual  injury  to  the  larynx 
was  observed.  In  this  instance  a penetrating 
wound  was  sustained  but  the  patient  re- 
covered without  incident  and  without  any 
special  treatment.  This  case  is  considered 
worthy  of  documentation. 

Case  Presentation: 

A twenty-two  year  old  man  was  struck  in 
the  neck,  anteriorly,  by  a piece  of  stone  which 
chipped  off  the  piece  upon  which  he  was 
working.  The  wound  bled  for  a few  minutes 
and  then  stopped  spontaneously.  A mild 
choking  sensation  in  the  throat  along  with 
slight  respiratory  obstruction  was  noted  im- 
mediately after  the  accident.  There  was  slight 
cough  soon  thereafter  and  a short  time  later 
he  coughed  out  a piece  of  stone  estimated  to 
have  been  1.0  x 0.5  x 0.5  cm.  Following  this 
there  was  intermittent  slight  hemoptysis  for 
about  three  hours.  Hoarseness  was  noted  im- 
mediately after  the  accident  and  it  persisted 
for  about  thirty-six  hours. 

Examination  of  the  neck  showed  a small 
perforation  wound  in  the  skin  overlying  the 
right  side  of  the  lower  portion  of  the  thyroid 
cartilage  with  a tract  extending  in  a su- 
perior, medical  direction.  (See  Figures  1 and 
2.)  There  was  no  palpable  defect  in  the  con- 
tour of  the  thyroid  cartilage  or  the  cricoid 
cartilage.  The  trachea  was  normal.  In  the 


Figure  No.  1 

Photograph  of  the  neck  area  showing  the  wound 
in  the  skin  overlying  the  right  side  of  the  anterior 
portion  of  the  thyroid  cartilage. 
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Figure  No.  2 

Schematic  illustration  outlining  the  important 
anatomical  structures  in  relation  to  the  neck 
wound.  CA — carotid  artery,  internal  jugular  vein 
and  vagus  nerve;  TC — thyroid  cartilage;  CC — 
Cricoid  cartilage;  T — trachea;  W — direction  of 
entry  of  the  foreign  particle. 

subcutaneous  tissues  surrounding  the  larynx 
and  in  the  right  side  of  the  neck  in  the  para- 
laryngeal  and  tracheal  spaces  there  was  a 
small  amount  of  crepitation,  suggesting  sub- 
cutaneous emphysema.  Indirect  laryngoscopy 
revealed  a moderate  amount  of  edema  of  the 
mucosa  covering  the  arytenoids  and  a small 
ulcer  in  the  mucosa  covering  the  inter- 
arytenoid area,  to  the  left  of  the  midline.  A 
small  perforation  was  seen  in  the  mucosa  of 
the  anterior  tracheal  wall,  below  the  true 
vocal  cords,  just  to  the  right  of  the  midline. 
Vocal  cord  function  was  normal  and  the  air- 
way was  adequate.  A few  small  flecks  of 
fresh  blood  were  visible  in  the  upper  trachea 
and  in  the  larynx.  (See  Figure  3.)  The  re- 
mainder of  the  examination  of  the  throat 
and  respiratory  structures  was  normal. 

X-rays  of  the  cervical  region  (See  Figure  4) 
showed  emphysema  in  the  soft  tissues  of  the 
neck  anteriorly.  A small  amount  of  free  air 


Figure  No.  3 

Diagram  illustrating  the  anatomy  of  the  neck  area, 
approximately  through  the  level  of  the  true  vocal 
cords.  The  arrow  demonstrates  the  path  of  the 
projectile  in  its  course  through  the  neck  struc- 
tures, into  the  larynx.  G — glottis;  M — muscle;  C — 
carotid  artery;  IJV — internal  jugular  vain;  E — 
esophagus;  TC — thyroid  cartilage. 

was  present  in  the  mediastinum  anteriorly. 
The  heart  and  lungs  were  normal,  otherwise. 

This  man  was  admitted  to  the  hospital  for 
observation  and  treatment.  The  cough  per- 
sisted for  twenty-four  hours  but  there  was  no 
respiratory  embarrassment.  Temperature, 
pulse  and  respiration  remained  entirely  nor- 
mal. The  hoarseness  was  still  present,  but 
diminished  in  severity,  the  following-  morn- 
ing. No  respiratory  difficulty  was  exper- 
ienced at  any  time  in  the  hospital,  and  there- 
fore he  was  discharged  home  thirty-six  hours 
after  the  accident.  Post-hospitalization,  no 
sequellae  were  encountered,  and  an  unevent- 
ful recovery  was  made.  He  returned  to  work 
within  three  days. 

Injuries  to  the  head  and  neck  area  are  com- 
mon occurrences  in  war  and  peacetime  acci- 
dents, often  with  serious  results  because  of 
the  numerous  important  and  vital  structures 
contained  therein.  In  the  neck  region  crush- 
ing, lacerating,  penetrating,  or  other  dis- 
rupting wounds  carry  potentially  a high  mor- 
tality, primarily  because  of  the  vascular,  neu- 
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Figure  No.  4 

Lateral  x-ray  view  of  the  neck  showing  subcutan- 
eous emphysema  in  the  peri-laryngeal  tissues. 


rological  and  respiratory  components  which 
pass  through  it.  Of  these  structures,  injury  to 
the  larynx  and  trachea  can  potentially  lead 
to  fatality  as  rapidly  as  any  other  injury  be- 
cause of  the  embarrassment  to  respiration. 
However,  complicating  injuries  to  the  upper 
respiratory  system  in  the  neck  are  not  com- 
mon. 

Thompson  and  Negus  ^ report,  “These  (tra- 
cheal injuries)  are  rarely  met  with  in  prac- 
tice. We  have  seen  cases  due  to  injury  with 
stenosis  of  the  trachea  and  in  addition,  a 
fistula  into  the  esophagus.”  Hanckel,^  Maisel 
et  al,3  Boyce, 4 Scott, ^ Longmire,®  and  Mit- 
chel  and  Davis'^  and  FogelmanS  have  all 
reported  tracheal  injuries.  In  a review  of  the 
patients  admitted  to  the  Grady  Memorial 
Hospital  since  1948,  Gray,  Howard  and  Har- 
rison^  found  nine  with  tracheal  injuries. 
There  were  two  kick  wounds,  two  bullet 
wounds  and  five  knife  stab  wounds  involving 
the  trachea.  Two  deaths  occurred  in  this 
series.  They  reported  that  the  literature  con- 


tains only  two  comparable  civilian  records. 
All  agree  that  injury  to  the  trachea  is  poten- 
tially serious  immediately  and  as  a source  of 
sequellae. 

Tracheao-esophageal  fistula  as  the  result  of 
deep  laceration  or  penetrating  wound  is  very 
possible.  Stenosis  is  also  a potentially  serious 
and  distressing  complication  of  injury  to  the 
trachea.  Early  suture  of  the  defect,'^  if  pos- 
sible, is  the  treatment  of  choice.  If  the  defect 
is  small,  conservative  treatment  may  be  elec- 
ted, but  many  who  are  managed  conserva- 
tively eventually  develop  stenosis,  regard- 
less. If  stenosis  develops,  plastic  repair  be- 
comes necessary.  Prevention  of  this  sequella 
is  important. 

Injuries  to  the  larynx  are  somewhat  more 
common  than  injuries  to  the  trachea,  but 
these  are  also  infrequent.  Jackson re- 
ported, “In  no  part  of  the  literature  of  trau- 
matology is  there  such  a dearth  of  data  as  in 
wounds  of  the  larynx.  Most  of  the  cases  are 
buried  in  the  broad  classification  of  injuries 
of  the  neck.”  In  a series  of  seventeen  cases  of 
laryngo-tracheai  injury  treated  by  the  sur- 
gical service  of  the  Harlem  Hospital  over  a 
ten  year  period,  Nach  and  Rothman^  ^ found 
fourteen  with  direct  wounds  of  the  larynx 
and  trachea.  Three  were  of  the  subcutaneous 
rupture  type.  Thirteen  were  lacerations  and 
one  was  a bullet  wound.  The  mortality  in 
this  series  was  5.8%.  Giles  ^ 2 reported  one 
case  of  suicidal  laryngectomy,  and  Suggit^^ 
observed  a severe  cut-throat  injury  to  a 
child’s  larynx.  Cliffy  ^ reported  upon  shrap- 
nel injuries  to  the  larynx.  Concerning  in- 
juries to  the  larynx,  Thompson  and  Neguses 
have  stated,  “The  larynx  may  receive  com- 
pound or  penetrating  wounds  in  various  ways, 
but  because  of  the  proximity  of  vital  struc- 
tures, wounds  of  this  type  are  usually  fatal. 
Stabs,  cuts  or  wounds  by  obliquely  directed 
missiles  have  the  danger  of  involving  the 
carotid  artery  or  internal  jugular  vein  and 
thus  causing  death;  pieces  of  shell  or  bullets 
traveling  fast  in  an  anterior-posterior  direc- 
tion will  hit  the  vertebral  column,  with  fatal 
result.  Even  if  no  vital  structure  be  injured, 
obstruction  to  respiration  at  the  larynx  or 
flooding  of  the  trachea  and  bronchi  with 
blood  further  diminish  the  number  of  cases 
reaching  the  hospital.  Of  all  battle  casual- 
ties, only  about  one  percent  with  wounds  of 
the  neck  reach  the  hospital.  A smaller  propor- 
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tion  still  show  involvement  of  the  larynx. 
Bullets  and  pieces  of  shell,  to  inflict  non-fatal 
injuries,  must  hit  transversely.  The  thyroid 
cartilage  is  the  most  exposed  to  non-fatal  in- 
jury; a battle  wound  of  the  cricoid  would  al- 
most certainly  cause  death.” 

Because  of  its  position  between  the  pro- 
truding mandible  above  and  the  thorax  be- 
low, the  larynx  is  protected  to  a certain  de- 
gree. Posteriorly,  the  vertebrae  offer  defense. 
Therefore  most  injuries  must  come  from 
either  a direct  anterior  direction  or  from  the 
lateral  aspect  if  the  larynx  is  to  be  involved. 

Following  injury  to  the  larynx,  immediate 
sequellae  of  import  are  those  of  bleeding  into 
the  respiratory  passage  and  leak  of  air  into 
the  soft  tissues  of  the  para-tracheal  area  and 
the  surrounding  spaces,  which  may  cause 
emphysema  with  embarrassment  to  respira- 
tion. The  emphysema  may  extend  through- 
out the  neck  and  into  the  mediastinum,  open- 
ing planes  for  the  spread  of  infection.  Sub- 
mucosal hemorrhage  with  hematoma  forma- 
tion may  cause  diminution  in  the  caliber  of 
the  respiratory  passages.  If  these  do  not 
occur,  inflammatory  edema  of  the  larynx  and 
trachea  may  develop  later  with  encroachment 
upon  the  air  passages.  Injury  to  the  recurrent 
laryngeal  nerve  may  easily  take  place  with 
injury  to  the  larynx  or  trachea.  Late  se- 
quellae following  laryngeal  injury  include 
chronic  suppuration  possibly  with  fistula  for- 
mation, chondronecrosis,  laryngeal  stenosis 
and  possibly  laryngeal  atresia. 

SUMMARY  AND  CONCLUSIONS 

Despite  their  relatively  exposed  and  acces- 
sible location  in  the  neck,  injuries  to  the 
larynx  and  trachea  are  not  commonly  ob- 
served in  the  usual  practice.  During  wartime 
when  many  persons  are  exposed  to  high 
velocity  missile  fragments,  injuries  in  this 
area  are  more  commonly  observed.  On  the 
battlefield,  laryngeal  and  tracheal  injuries 
carry  a high  mortality  and  morbidity  rate  be- 
cause of  the  alteration  in  respiratory  function 
and  the  potential  sequellae.  During  peace- 
time these  injuries  usually  receive  more 
prompt  attention  and  as  a result  should  have 
a higher  survival  rate  and  less  morbidity.  The 
treatment  of  laryngeal  and  tracheal  injuries 
must  be  governed  by  the  location  and  extent 
of  the  injury  and  general  condition  of  the 
patient.  Immediate  suture  of  tracheal  in- 
juries, if  possible,  helps  prevent  subsequent 


stenosis.  If  respiratory  embarrassment  is 
present,  tracheotomy  must  be  seriously  con- 
sidered. Stenosis  in  the  post-injury  period 
may  require  plastic  repair  of  the  trachea.  If 
laryngeal  injury  is  complicated  by  edema  and 
respiratory  obstruction,  tracheotomy  is  in- 
dicated. Laryngeal  stenosis  may  require 
plastic  repair  later.  Suppuration  can  be  pre- 
vented by  careful  debridement  of  the  wound, 
accurate  approximation  of  the  injured  tissues 
and  appropriate  antibiotic  therapy. 

A case  is  herewith  presented  in  which  a 
severe,  penetrating  wound  of  the  trachea 
occurred  when  a piece  of  stone  passed 
through  the  crico-thyroid  membrane  and  the 
inferior  portion  of  the  thyroid  cartilage,  into 
the  larynx,  causing  an  ulcer  in  the  interary- 
tenoid area  and  laryngeal  edema  of  mild  de- 
gree. The  patient  made  an  uneventful  recov- 
ery, without  complication.  Considering  the 
important  respiratory  structures  involved,  the 
large  neurological  and  vascular  components 
located  in  the  immediate  vicinity,  the  sequel- 
lae which  are  reported  to  occur  quite  often, 
and  the  laws  of  chance,  the  patient  herein 
described  was  indeed  fortunate  and  lucky  to 
have  had  so  little  difficulty  following  this 
injury. 
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THE  PRE-MARITAL  LECTURE 
C.  A.  Johnson.  M.D. 
Lemmon,  South  Dakota 


The  pre-marital  lecture  is  generally  thought 
of  as  some  sort  of  ‘birds  and  bees’  story  which 
will  help  to  establish  a compatible  life  for 
proposed  newlyweds. 

When  we  of  the  medical  profession  talk  to 
each  other,  we  stress  the  necessity  of  educat- 
ing the  candidates  about  the  differences  of 
gonadal  anatomy  and  the  various  ways  that 
their  social  functions  may  be: 

1.  Purposely  used 

2.  Enjoyed 

3.  Experimented  with,  and 

4.  Possibly  endured. 

According  to  Kinsey  and  his  well  known 
works  (and  I think  that  he  did  approach  the 
sexual  side  of  life  objectively)  and  Dr.  John 
Olivem’s  Sexual  Hygiene  and  Pathology,  most 
individuals  are  acquainted  with  all  four  of 
the  ideas  concerning  the  sex  organs,  the  sex 
act,  and  many  of  the  various  methods  of  ap- 
plication to  the  satisfaction  of  different  in- 
dividuals. 

The  sexual  know  how  of  homo  sapiens  is 
greater  than  Kinsey  reports  because  there 
are  certainly  many  individuals  who  knew 
enough  to  answer  his  questions  intelligently 
but  who  had  not  had  actual  experience  — 
but  they  still  would  ‘know  how’. 

The  current  situation  is  not  like  it  was  a 
hundred  years  ago  when  I attended  the  Uni- 
versity of  Kansas.  It  seems  that  in  a class  on 
Family  Relations  (whatever  they  are?)  the 
instructor  queried  the  class  as  to  who  might 
have  had  sexual  experience.  All  except  one 
farm  boy  from  South  Dakota  denied  all  ex- 

* Presented  at  S.  D.  Chapter  of  the  American 
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perience  and  he  freely  described  his  exper- 
iences of  sexual  intercourse,  masturbation, 
and  nocturnal  emissions.  The  instructor 
thought  that  the  South  Dakotan  might  have  a 
preference?  Yes,  the  boy  did,  he  liked  noc- 
turnal emissions  best  — because  one  meets  a 
better  class  of  people  that  way’. 

The  whole  point  of  the  proceeding  is  to  em- 
phasize that  tolerances  are  changing  from 
the  Victorian  attitude  to  one  of  enlightment. 
The  reasons  for  the  increase  in  sexual  know 
how  are  many.  Some  are:  emphasis,  educa- 
tion, faster  media  for  the  dissemination  of 
ideas  through  radio,  and  TV,  product  promo- 
tion policies,  and  an  attitude  of  acceptance  by 
the  public. 

All  of  this  adds  up  to  the  fact  that  the  ma- 
jority of  pre-marital  candidates  know  about 
the  birds  and  bees  and  it  is  embarrassing  for 
them  and  for  yourself  to  explain  known 
phenomena.  So  what  are  we  as  doctors  going 
to  talk  about  to  people  who  expect  to  be 
talked  to?  There  is  an  urgent  need  to  help 
both  young  and  old  people  establish  a life 
pattern  which  will  enhance  compatibility  and 
avoid  divorce  if  possible.  I think  there  are 
many  ways  to  do  this.  I use  as  a guide  the 
list  of  ideas  which  you  have  in  your  hands. 


IDEAS  FOR  COMPATIBLE  LIVING 
FOR  NEWLY  WEDS 

1.  Volume  of  voice  doesn’t  win  discussions. 
Don’t  shout. 

2.  Let  it  become  a habit  to  say  “please”  and 
“thank  you”  to  the  one  you  love.  Learn  to 
say,  “I’m  sorry.” 

3.  Never  swear  at  each  other. 
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4.  Never  air  your  troubles  in  public. 

5.  Don’t  go  to  bed  mad. 

6.  Don’t  discuss  sex  (mate)  with  other 
people. 

7.  Don’t  do  bathroom  chores  while  mate  is 
using  bathroom  for  other  purposes. 

8.  Don’t  sell  sex. 

9.  Go  to  bed  clean. 

10.  Keep  your  bed  interesting. 

11.  Remember  dates Bithdays,  Valentines 

Day,  etc. 

I never  give  the  same  pre-marital  lecture 
twice  because: 

1.  I can’t  remember  it 

2.  I don’t  plan  to  remember  it 

3.  Varying  levels  of  patient  intelligence 

4.  Obviously  varying  levels  of  sexual  know 
how 

5.  Previous  marriage  of  one  or  both  part- 
ners 

6.  Religious  barriers  relative  to  planned 
parenthood,  etc. 

In  spite  of  what  has  been  said,  as  doctors 
we  should  gear  our  delivery  on  the  basis  of 
logical  thinking  for  the  individuals  addressed 
and  not  expect  them  to  have  the  grasp  of  life 
problems  that  we  have. 

As  was  pointed  out  by  Dr.  Mary  Price  in 
her  lecture  on  “The  Doctor’s  Wife”  one  of  the 
attributes  of  being  married  to  a doctor  is 
that  he  understands  women  just  a little  better 
than  the  average  man  on  the  street,  — he 
should! 

Here  is  a fair  idea  of  the  pattern  I follow 
and  with  no  questions  asked  of  either  can- 
didate. “You  folks  are  getting  married  be- 
cause you  love  each  other  well  enough  to 
want  to  live  together  the  rest  of  your  life. 
Sex  is  important,  but  learning  to  live  together 
pleasantly  with  a minimum  of  friction  is  the 
most  important  aspect  of  marriage.  After  all, 
sexual  intercourse  may  be  the  highest  com- 
pliment a man  and  a woman  can  express 
toward  one  another  through  divinely  pleasur- 
able physical  contact,  but  sex  is  only  a small 
part  of  the  total  of  daily  life.  I am  not  going 
to  describe  various  methods  of  sexual  con- 
tact — the  right  of  newlywed  experimenta- 
tion should  not  be  denied  anyone.  You  know, 
my  old  physical  diagnosis  professor  Logan 
Clendening  frequently  described  the  cremas- 
teric reflex  as  “a  delightful  thing  for  brides 
to  play  with.” 

Here  are  a few  rules  for  establishing  a 


pleasant  and  rewarding  pattern  of  daily  and 
nightly  life. 

Number  1:  Volume  of  voice  doesn’t  win  a 
discussion.  After  all  people  in  love  do  not 
fight  — they  discuss!  Learn  not  to  shout,  be- 
cause when  we  shout  we  say  things  without 
thinking  and  then  we  wish  we  hadn’t  said 
them.  Now  doctors,  some  of  these  ideas  are 
as  clear  as  water  to  us  but  the  average  man 
and  woman  on  the  street  has  not  been  trained 
to  think  about  these  every  day  life  problems 
as  you  and  I have.  So  even  if  these  ideas  seem 
simple,  think  of  the  problem  as  logically  as 
possible  from  their  point  of  attempting  to 
understand  and  organize  these  thoughts. 

Number  2:  Let  it  become  a habit  to  say 
‘please’  and  ‘thank  you’  to  the  one  you  love. 
Above  all  learn  to  say  ‘I’m  sorry.’  This  too, 
is  simple  but  all  too  many  people  look  on 
their  marriage  license  as  some  sort  of  license 
to  berate  and  embarrass  their  mate — ie,  “I’ll 
ask  my  old  woman,”  “My  bag  will  decide,” 
“Ask  my  ole  man.”  These  are  deadly  expres- 
sions — decide  now  not  to  let  yourselves  fall 
into  this  trap  of  non  malicious  disrespect. 

Number  3:  Never  swear  at  each  other. 
Surely  this  needs  no  explanation. 

Number  4:  Never  air  your  troubles  in  pub- 
lic. No  matter  how  sour  the  situation  may 
be  never  make  a public  display  of  your  anger 
or  indignation. 

Number  5:  Be  sure  that  you  never  leave  the 
house  mad  and  better  yet  never  go  to  bed 
mad.  If  you  will  give  the  “old  work  bench”  a 
chance  it  will  solve  most  of  your  problems. 

There  is  a story  that  emphasizes  this.  It 
seems  as  though  a couple  retired  ‘out  of  sorts.’ 
Growled  she,  “Get  your  elbow  out  of  my 
back.”  Growled  he,  “Aw  shut  up!  and  besides 
that  isn’t  my  elbow.”  Coyly  whispered  she, 
“What  did  you  say  dear?” 

Number  6:  Don’t  discuss  sex  prowess,  or 
problems  of  your  mate  with  other  people. 
This  means  go  to  a reliable  person,  your  min- 
ister, your  doctor,  or  a marriage  counselor  to 
seek  advice.  Don’t  attempt  to  get  it  in  the 
pool  hall  or  across  the  bridge  table  — it  just 
isn’t  there! 

Number  7:  Don’t  do  bathroom  chores  while 
mate  is  using  bathroom  for  other  purposes. 
Early  in  married  life  this  will  enhance  the 
romantic  aspect  of  your  marriage.  After  you 
(Continued  on  Page  106) 
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THE  DOCTOR'S  WIFE:  HER  TREATMENT 
MEDICALLY,  SOCIALLY  AND  AT  HOME 
Mary  Price.  M.D. 

Armour,  South  Dakota 


During  the  social  hours  which  invariably 
accompany  medical  meetings,  one  may  almost 
always  see  a group  of  attractive,  nicely 
dressed  women  engaged  in  serious  and  some- 
times vehement  discussion.  These  ladies  are, 
of  course,  wives  of  doctors  who  have  tem- 
porarily deserted  them  for  social,  political,  or 
professional  reasons.  The  subject  of  their 
conversation  is  sometimes  disconcerting,  and 
apparently  so  universal  that  a summary  was 
found  in  one  of  Ann  Lander’s  Columns: 

“Oh,  for  the  life  of  a doctor’s  wife. 

It’s  a wonderful  life  — it’s  fine! 

You  struggle  to  fix  his  dinner  by  six. 

And  he  doesn’t  come  home  until  nine. 

You  play  the  host,  and  carve  the  roast 
And  pray  he’ll  return  from  his  call. 

He’s  invariably  late  to  a play  or  a date  — 
Or  he  doesn’t  turn  up  at  all! 

So  pity  the  spouse  in  the  doctor’s  house. 
The  spouse  of  the  house  sublime. 

For  though  she  is  wed,  it  may  truly  be  said. 
She  is  husbandless  most  of  the  time.” 

In  recognition  of  this  plaint,  it  was  thought 
desirable  to  give  consideration  to  the  doctor’s 
wife  and  her  feeling  about  her  relationship 
with  her  husband  and  the  medical  profession 
in  general.  Thus  the  survey  results  which  are 
reported  herewith. 

* Presented  at  the  S.  D.  Chapter  of  the  American 
Academy  of  General  Practice.  Sept.,  1958. 


A survey  of  this  nature,  to  be  valid,  should 
be  complete  enough  not  only  to  determine 
attitudes  but  also  to  determine  something  of 
the  situation  of  the  person  making  the  an- 
swer, and  should  be  concise  enough  to  en- 
courage answers  from  a good  portion  of  the 
group  surveyed. 

Technique  of  this  particular  survey  was  not 
an  attempt  to  cross-section  the  group  but  to 
receive  typical  answers  from  as  many  phys- 
ician’s wives  as  possible.  Forty  per  cent  (40%) 
answered  the  questionnaire  which  is  a good 
return.  The  23  questions  read  as  follows: 

1.  How  long  have  you  been  married? 

2.  How  many  children  do  you  have? 

3.  Does  your  husband  spend  (A,  enough;  B, 
not  enough)  time  with  the  family? 

4.  Does  your  husband  spend  (A,  less;  B,  the 
same  amount;  C,  more)  time  with  the 
family  than  your  neighbors’  husband’s  do? 

5.  Does  your  husband  make  enough  money? 

6.  Does  your  husband  share  his  income  ade- 
quately with  you? 

7.  Do  you  feel  that  he  is  more  apt  to  spend 
money  on  professional  equipment  than 
on  needed  home  appliances? 

8.  Do  you  resent  his  spending  money  to 
make  things  easier  for  the  “girls  at  the 
office”?  For  instance,  do  you  feel  that  he 
is  more  apt  to  buy  a new  bookkeeping 
machine  so  that  it  is  easier  to  get  out  the 
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monthly  statements,  than  he  is  to  buy  a 
new  washer-drier  to  make  wash  days 
easier?  If  the  answer  is  yes,  please 
elucidate. 

9.  Does  your  family  have  a family  doctor 
other  than  your  husband? 

10.  Does  your  husband  resent  your  seeking 
other  medical  advice? 

11.  Would  you  prefer  to  pay  full  medical  fees 
or  accept  “professional  courtesy”? 

12.  Do  you  feel  that  being  a doctor’s  wife  en- 
ables you  to  have  (A,  better  medical;  B, 
worse)  treatment  than  the  average  pa- 
tient? 

13.  Is  your  social  standing  in  the  community 
(A,  better  for  being  a doctor’s  wife;  B, 
worse)? 

14.  Would  you  like  to  know  (A,  more;  B,  as 
much  as  you  do;  C,  less)  about  your  hus- 
band’s practice? 

15.  Do  people  impose  upon  you  for  (A,  med- 
ical advice;  B,  medical  gossip)? 

16.  If  so,  do  you  find  this  hard  to  cope  with? 

17.  Do  your  husband’s  hours  disrupt  the  fam- 
ily meals? 

18.  If  so,  do  you  think  this  is  usually  neces- 
sary? 

19.  What  is  the  approximate  population  of 
your  town? 

20.  It  is  generally  believed  that  small  towns 
have  difficulty  in  securing  doctors  be- 
cause their  wives  do  not  want  to  live  in  a 
small  town.  Do  you  think  that  this  is 
true? 

21.  To  what  extent  did  you  influence  your 
husband’s  location? 

22.  What  is  your  pet  gripe  about  being  a doc- 
tor’s wife? 

23.  What  is  the  thing  you  like  best  about 
being  a doctor’s  wife? 

Judging  from  the  answers  received,  the 
average  South  Dakota  doctor’s  wife  has  been 
married  about  nineteen  years  and  has  three 
children.  Most  of  the  time  she  feels  that  her 
husband  spends  enough  time  with  her  and 
the  children  although  probably  not  as  much 
as  most  men  do  with  their  families.  However, 
one  in  twelve  thinks  that  her  husband  is 
home  more  than  most. 

Our  typical  wife  is  not  upset  about  the 
amount  of  income:  she  feels  that  her  Doctor 
makes  enough  money;  one  said  too  much.  It 
is  interesting  to  note  that  of  the  fifteen  who 
thought  that  their  husbands  did  not  earn 


enough,  40%  have  been  married  30  years  or 
more.  Population  apparently  does  not  affect 
the  amount  of  income  significantly.  The  one 
wife  who  felt  that  doctors  make  too  much 
money  lived  in  a town  of  between  3,000  and 
5,000  people.  98%  of  the  ladies  said  that  their 
husbands  share  their  income  adequately  with 
them,  although  15%  thought  that  the  doctor 
was  more  apt  to  spend  money  for  office 
equipment  than  for  needed  home  appliances. 
Only  three  percent  resented  money  spent  to 
make  work  easier  for  the  office  or  clinic  em- 
ployees. 

Of  particular  interest  to  general  prac- 
titioners should  be  the  report  that  46%  of  all 
families  represented  do  not  have  a family 
physician.  Eighteen  women  stated  that  they 
occasionally  consulted  specialists;  the  special- 
ties mentioned  were:  obstetrics,  8;  pediatrics, 
5;  surgery,  3;  and  G.  U.,  ophthalmology,  der- 
matology, and  internal  medicine,  each  one. 
Six  percent  stated  that  their  husbands  re- 
sented their  seeking  other  medical  advice. 

We  doctors  have  for  a long  time  been  dis- 
cussing the  question  as  to  whether  or  not  pro- 
fessional courtesy  might  not  well  be  sup- 
planted by  full  payment  of  medical  fees  by 
physicians.  There  is  no  doubt  about  the 
answer  to  this  problem  in  the  minds  of  the 
wives.  “No,”  they  chorus,  “Let’s  keep  pro- 
fessional courtesy!”  The  vote  to  this  effect 
was  60%  to  40%.  However,  the  small  town 
women  disagree  with  their  “big  city”  sisters. 
In  towns  under  5,000,  the  wives  favor  paying 
full  fees  52-48,  while  in  places  from  10,000  to 
40,000,  courtesy  won  64-36,  and  in  cities  over 
40,000,  the  decision  was  66-34  in  favor  of 
accepting  professional  courtesy. 

One  frequent  complaint  that  one  hears 
from  the  distaff  side,  is  that  no  one  ever 
pays  any  attention  to  them  when  they  or 
their  children  are  sick.  Yet  when  it  comes  to 
a definite  statement,  almost  % say  they  get 
better  than  average  medical  care,  18%  worse 
than  average  and  11%  feel  that  their  treat- 
ment is  no  different  from  that  given  any  one 
else.  However  a number  of  women  did  ex- 
press the  desire  that  doctors  would  not  as- 
sume that  they  knew  all  about  their  medical 
difficulties  and  would  give  more  concise  ex- 
planations as  to  treatment  and  prognosis. 

How  do  women  feel  about  their  social 
standing  in  the  community?  The  majority 
believed  that  it  was  better  for  being  a doc- 
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tor’s  wife.  However  a few  said  it  was  worse, 
and  about  10%  felt  that  it  made  no  difference. 

Most  of  the  wives  are  satisfied  with  what 
they  know  about  their  husband’s  practices, 
although  11%  would  like  to  know  a little 
more,  at  least  enough  to  know  when  then- 
next  door  neighbor  is  sick.  9%  fervently 
wished  they  knew  less. 

The  problem  of  handling  requests  for  med- 
ical advice  or  being  asked  for  medical  gossip 
apparently  is  not  as  great  as  one  might  think. 
Evidently  only  about  a third  found  that  this 
was  a serious  problem  and  only  17%  indicated 
that  it  was  hard  to  cope  with  these  demands. 

Does  the  doctor  disrupt  the  family  meals 
by  attention  to  his  practice?  Yes,  em- 
phatically and  consistently!  say  three  fifths 
of  the  wives,  while  another  fifth  say  occas- 
ionally, and  the  remainder  answer  no,  and 
often  add  in  an  almost  apologetic  tone  “of 
course,  my  husband  is  a specialist.”  Of  those 
who  find  meal  time  interruptions  disconcert- 
ing, almost  80%  consider  that  they  are  un- 
avoidable. 

It  has  frequently  been  said  that  small  towns 
are  unable  to  secure  M.D.’s  because  their 
wives  refuse  to  live  in  small  communities. 
Two  thirds  of  the  women  agreed,  although  a 
significant  number  said  that  the  husbands 
also  perferred  better  hospital  facilities  than 
were  generally  found  in  small  towns.  A sus- 
picious few  suggested  that  men  used  their 
wives  as  excuses  to  do  what  they  themselves 
wanted. 

In  contrast,  the  majority  of  wives  disclaim 
any  influence  upon  their  husbands’  choice  of 
location,  a fifth  said  they  had  moderate  in- 
fluence, about  a tenth  felt  they  had  very  little 
influence,  and  another  tenth  said  “a  lot.” 
This  includes  the  few  who  frankly  declared, 
“I  chose  the  location.” 

The  portion  of  this  discussion  which  should 
most  interest  male  physicians  are  the  answers 
received  to  the  question,  “What  is  your  pet 
gripe  about  being  a doctor’s  wife?”  An 
angelic  few  (22%)  said,  “I  have  no  complaints, 
I love  every  minute  of  it.”  Most  of  the  so- 
called  gripes  have  a peculiarly  pathetic  over- 
tone: “We  never  see  him,”  “I  have  to  be 
Mother  and  Daddy  too,”  “I  have  to  give  all 
the  discipline  because  Daddy  is  never  there,” 


“My  husband  is  so  overworked  and  always 
so  tired,”  “We  never  can  count  on  a meal  to- 
gether,” the  TELEPHONE!  — if  we  want  a 
private  conversation,  we  have  to  go  for  a 
ride!”,  “I  hate  knowing  that  if  there  is  some- 
thing I really  want  to  go  to.  I’ll  have  to  plan 
on  the  probability  of  going  alone  or  late.” 

Then  come  the  more  or  less  personal  com- 
plaints, all  of  which  should  be  considered 
seriously:  “We  never  can  count  on  a vacation 
— until  we’re  on  it,  and  then  it’s  shorter  than 
other  people’s.”  “The  continous  demands  for 
donations  — from  every  quarter,”  and  “She 
doesn’t  have  much  to  do,  let’s  ask  Mrs. 

Dr. to  head  this  drive,  or  serve 

as  chairman  here,  etc.”  Incidentally,  your 
wife  doesn’t  like  to  be  called  “Mrs.  Dr.”.  Who 
blames  her?  As  a couple  of  wives  said,  “I’d 
like  to  have  some  identity  of  my  own.” 

And  then  there  is  the  complaint,  “I’m  so 
lonely,  Joe  (or  John  or  Jim)  is  never  home 
and  I can’t  have  any  close  friends  because  I 
might  talk  too  much.”  True,  this  is  un- 
doubtedly the  feeling  of  a small  town  doc- 
tor’s wife,  but  in  South  Dakota,  a great  many 
of  us  are  from  small  towns. 

Next  is  the  repercussion  from  the  bridge 
table,  study  club,  ladies  aid,  etc.  “I’m  tired  of 
living  in  a gold  fish  bowl,”  “people  don’t  ap- 
preciate what  doctor’s  do,”  “Why  must  they 
talk  about  illness,”  “We’d  have  your  husband, 

but ,”  “Why  are  doctor’s  bills  so  high 

nowadays?”,  “You  mean  you  didn’t  even 
know  that  Emily  was  sick?  Why  she  lives 
right  next  door  to  you  and  she  uses  your  hus- 
band!” 

And  then  in  an  even  more  wistful  tone: 
“We  have  so  little  social  life,”  and  “When 
we  do  go  to  a party,  all  the  men  get  together 
at  one  end  of  the  room  and  talk  shop  — gay 
party!”  “I’m  tired  of  being  overcharged  be- 
cause I’m  a doctor’s  wife.”  “Why  do  patients 
try  to  force  a social  relationship?”  “Why 
can’t  the  doctor  remember  that  the  telephone 
can  also  be  used  to  call  home  when  he  won’t 
be  home  for  dinner?” 

Occasionally,  in  an  indignant  tone,  “Why 
do  people  pay  doctor’s  bill  last?”  “I’m  sick  of 
friends  and  relatives  who  try  to  sponge  off 
us,”  “mostly  I dislike  other  doctor’s  wives.” 
“Other  doctor’s  are  so  inconsiderate,”  “why 
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do  people  always  expect  a doctor’s  wife  to  be 
a snob?”  “Patients  make  me  so  mad,  they 
go  to  the  city  and  pay  any  fee  for  ‘important 
things’  and  then  come  back  and  complain 
about  my  husband’s  perfectly  reasonable 
charges.” 

Do  these  women  seem  unhappy?  Let’s  see 
how  the  next  question  works  out.  “What  do 
you  like  best  about  being  a doctor’s  wife?” 
An  amazing  33%  can’t  think  of  a thing!  Ac- 
tually only  15%  flatly  said  “Nothing,”  but 
8%  gave  no  answer  and  10%  said  “the  doc- 
tor.” The  first  time  I got  that  answer,  I 
thought,  “Why,  the  old  cutie!”  But  when  it 
was  reiterated  so  frequently,  I thought  that 
if  I had  asked  the  plumbers’  auxiliary  what 
they  liked  best  about  being  a plumber’s  wife, 
and  they  had  said  “The  plumber,”  the  answer 
would  have  been  perfectly  meaningless.  So 
I maintain  that  the  woman  who  can  name 
nothing  she  likes  about  being  a doctor’s  wife 
except  that  she  loves  her  husband,  says  “there 
is  nothing  special.” 

However,  here  is  something  to  build  up 
your  egos:  39%  of  the  women  who  answered 
said,  “I  am  proud  of  my  husband’s  accomp- 
lishments and  his  service  to  the  community, 
and  I am  happy  to  have  been  able  to  par- 
ticipate in  this.” 

An  almost  even  percentage  (20  and  24%) 
liked  best  their  financial  security  and  social 
prestige.  8%  appreciated  their  good  medical 
care  — including  having  a doctor  in  the  house 
when  a child  was  ill  at  night.  4%  were  proud 
to  have  a husband  who  was  happy  and  con- 
tented with  his  way  of  making  a living. 

Other  things  that  were  mentioned  were 
sharing  problems  and  similar  interests,  life 
is  never  dull,  opportunities  to  meet  stimulat- 
ing people  including  those  of  the  medical  pro- 
fession, being  able  to  have  a nice  home,  hav- 
ing good  vacations,  having  a husband  who 
understands  his  wife  better  than  non-medical 
men  do,  having  a husband  who  is  interested 
in  all  facets  of  family  life,  being  the  wife  of  a 
highly  educated  man,  access  to  books  and 
music,  and  meeting  the  challenge  of  providing 
a happy  home  environment  and  still  meeting 
the  civic  and  other  demands  with  dignity. 

CONCLUSIONS 

From  these  answers  which  the  doctor’s 
wife  has  given  to  the  questionnaire  each  can 
get  many  hints  as  to  how  to  improve  the 
treatment  of  the  doctor’s  wife,  medically. 
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socially  and  at  home.  However,  a few  points 
seem  worth  stressing:  1)  Give  your  wife  the 
comfort  of  having  a family  doctor.  2)  If  you 
are  consulted  by  the  wife  of  a doctor,  remem- 
ber that  her  medical  knowledge  is  less  than 
yours,  and  explain  the  diagnosis,  treatment 
and  probable  progress  of  the  condition  at 
least  as  clearly  as  you  would  to  any  other 
patient.  3)  realize  that  some  doctors  and  their 
families  would  sincerely  prefer  to  pay  med- 
ical fees  rather  than  accept  professional  cour- 
tesy. According  to  the  statistics  deduced  from 
this  small  questionnaire,  this  is  especially  apt 
to  be  true  of  the  wife  of  a doctor  from  a small 
town  where  the  opportunity  to  dispense  as 
well  as  accept  professional  courtesy  is  limited. 
Perhaps  the  gracious  acceptance  of  fees 
through  medical  insurance  would  be  a solu- 
tion to  this  problem.  4)  Socially,  treat  the 
doctor’s  wife  as  an  intelligent  woman,  and  5) 
as  a husband  make  an  effort  to  provide  your 
wife  with  a reasonable  degree  of  companion- 
ship and  social  dependability. 

Again  I refer  to  the  poem  from  Ann  Lan- 
der’s column  together  with  the  comment  of 
the  lady  who  had  occasion  to  send  it  in: 

“So  pity  the  spouse  in  the  doctor’s  house. 
The  spouse  of  the  house  sublime. 

For  though  she  is  wed,  it  may  truly  be  said. 
She  is  husbandless  most  of  the  time. 

“I’ve  been  a doctor’s  wife  for  22  years,  and 
although  every  word  in  the  poem  is  true,  I 
would  not  change  places  with  any  women  in 
the  world.  I’m  proud  of  my  husband  and  his 
profession.  When  I meet  someone  who’s  been 
helped  by  him,  that’s  proof  enough  for  me 
that  his  life  is  a noble  one.  (signed)  Mrs.  H.” 


FRED  F.  KEENE,  M.D.  ' 
1878—1959 

Fred  F.  Keene,  M.D.,  retired  Wessington 
Springs  physician,  died  at  a Sioux  Falls  hos- 
pital after  a brief  illness  on  January  19.  He 
was  born  July  10,  1878,  at  Morango,  Iowa,  and 
graduated  from  medical  college  at  Sioux  City. 
He  started  his  medical  practice  in  Wessington 
Springs  in  1908,  retiring  recently.  He  was 
married  in  Sioux  City,  in  1903.  In  1958,  he 
was  honored  by  the  South  Dakota  State  Med- 
ical Association  for  fifty  years  of  practice. 

Dr.  Keene  was  a major  in  the  Army  Med- 
ical Corps  during  World  War  I and  served 
overseas.  He  also  served  as  a member  of  the 
Wessington  Springs  school  board  for  a period 
of  eight  years. 
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A LIMITED  SURVEY  OF  HUMAN  SERA 
FOR  COMPLEMENT-FIXING  ANTIBODIES 
AGAINST  ARTHROPOD-BORNE 
ENCEPHALITIS  VIRUSES* 

Eugene  C.  Pirtle,  Ph.D. 

School  of  Medicine,  Vermillion.  South  Dakota 


INTRODUCTION 

South  Dakota  is  one  of  the  many  states  in 
which  repeated  activity  of  Western  Equine 
encephalomyelitis  (WEE)  and  St.  Louis  en- 
cephalitis viruses  has  been  demonstrated  in 
both  man  and  animals.  i Extensive  irrigation 
during  the  crop-growing  season  in  certain 
areas  of  western  South  Dakota  has  created  an 
ideal  environment  for  large  populations  of 
mosquitoes.  These  circumstances  prompted  a 
survey  of  human  sera  for  evidence  of  anti- 
bodies against  the  two  viruses  mentioned 
above,  and  in  addition,  the  virus  of  Eastern 
Equine  encephalitis  (EEE). 

The  lack  of  proper  isolation  facilities  did 
not  permit  serum-virus  mixtures  to  be  tested 
in  mice  for  evidence  of  protective  or  neu- 
tralizing antibodies.  As  an  alternative,  the 
serums  were  tested  with  specific  viral  anti- 
gens for  evidence  of  complement-fixing  anti- 
bodies. Although  variabilities  have  been 
noted, 2 the  demonstration  of  specific  comple- 
ment-fixing antibodies  usually  indicates  a 
relatively  recent  infection.  On  the  other 
hand,  neutralizing  antibodies  may  be  demon- 
strable for  extended  periods  after  the  disap- 

*  This  study  was  supported  by  a grant  from  the 

American  Medical  Association. 


pearance  of  complement-fixing  antibodies. 
The  ratio  of  clinical  to  sub-clinical  infections 
with  mosquito-borne  encephalitis  viruses  is 
extremely  low, 3 but  complement-fixing  and 
neutralizing  antibodies  may  be  produced  as 
readily  in  the  former  as  in  the  latter  type  of 
infection. 

It  is  the  purpose  of  this  paper  to  present 
some  of  the  results  obtained  from  the  serum 
survey  studies  and  to  consider  possible  im- 
plications of  the  findings. 
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MATERIALS  AND  METHODS 
Source  of  survey  serums.  Approximately 
250  single  serum  specimens  were  obtained  at 
random  from  a cross-section  of  hospital  pa- 
tients and  candidates  for  pre-marital  serology, 
most  of  whom  resided  in  the  general  vicinity 
of  Belle  Fourche,  South  Dakota.  Serums  were 
submitted  to  the  laboratory  under  separate 
code  numbers  and  stored  at  -20  C until  tested. 
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Test  antigens.  Specific  viral  antigens  for 
WEE,  EEE  and  St.  Louis  encephalitis  were 
purchased  from  Lederle  Laboratories,  Pearl 
River,  New  York.  In  the  early  phases  of  the 
study  with  WEE  and  EEE  antigens  a non- 
specific control  antigen  was  not  available. 
Consequently,  when  serums  were  tested  with 
WEE  antigen,  EEE  antigen  was  employed  as 
the  “control”  antigen,  on  the  basis  that  the 
two  viruses  bear  no  close  immunologic  re- 
lationship. When  the  serums  were  tested 
against  St.  Louis  encephalitis  antigen,  a non- 
specific control  antigen  was  made  available 
by  Lederle  Laboratories,  and  was  employed 
with  all  tests. 

Complemenl-fixation  test  employed.  A 

standard  method  was  used  throughout  the 
testing.  The  test  employed  2 units  of  antigen 
and  2 units  of  complement,  these  being  added 
to  serial  two-fold  dilutions  of  each  serum, 
ranging  from  1:8-1:256.  Incubation  was  car- 
ried out  at  4 C overnight,  followed  by  ad- 
dition of  the  hemolytic  system  the  following 
morning,  the  addition  of  the  latter  bringing 
the  final  volume  to  1.1  ml  in  each  tube.  Tests 
were  read  and  recorded  after  satisfactory 
hemolysis  was  observed  in  the  four-tube  com- 
plement control.  Three  or  44-  fixation  was 
taken  as  the  end  point.  Appropriate  controls 
of  all  reactants  were  included  with  each 
series  of  tests. 

RESULTS 

Table  I shows  the  results  of  complement- 
fixation  tests  when  the  number  of  indicated 
single  serum  specimens  were  tested  with  the 
designated  viral  antigens.  The  serums  tested 
against  EEE  and  St.  Louis  encephalitis  viral 
antigens  were  portions  of  the  original  234 
tested  initially  with  WEE  antigen.  A smaller 
number  tested  with  St.  Louis  antigen  resulted 
from  exclusion  of  some  serums  because  of 
their  previous  reactivity  with  control  anti- 
gen, depletion  of  others  by  previous  testing, 
and  also  because  a smaller  quantity  of  test 
antigen  was  available. 

The  number  of  positively  reacting  serums 
in  each  instance  was  based  on  specific  com- 
plement-fixation titers  in  an  initial  serum 
dilution  of  1:16  or  higher. 

DISCUSSION 

After  testing  was  completed  the  code  num- 
bers of  the  positive  serums  were  checked 
against  corresponding  clinical  records  on  file 


TABLE  I 


Results  of  Complement-Fixation  Tests  on  Single 
Serum  Specimens  Tested  with  Western  and  Eastern 
Equine  and  St.  Louis  Encephalitis  Antigens 


Viral 

Antigen 

Number  of 
serums 

Total  serums  showing 
positive  C.F.  titers 

Number 

positive 

% of  total 
serum  tested 

WEE 

234 

19 

8.1 

EEE 

230 

1 

0.4 

St.  Louis 

160 

5 

3.1 

encepha- 

litis 

in  Belle  Fourche,  South  Dakota.  None  of  the 
individuals  concerned  gave  present  or  past 
histories  compatible  with  clinical  encephalitis. 
It  is  suggested  that  the  presence  of  comple- 
ment-fixing antibodies  in  those  serums  in- 
dicated in  Table  I reflected  a relatively  recent 
subclinical  experience  in  the  serum  donors 
with  the  virus  for  which  they  had  correspond- 
ing antibodies.  It  was  determined  that  the  in- 
dividual whose  serum  reacted  positively  with 
EEE  antigen  had  visited  in  Missouri  a few 
months  before  serum  was  obtained.  Isolated 
activity  of  the  EEE  virus  has  been  reported 
from  Missouri.  ■> 

The  findings  obtained  from  this  relatively 
small  survey  are  not  intended  to  reflect  in 
any  sense  the  total  activity  of  WEE  and  St. 
Louis  encephalitis  viruses  in  the  area  from 
which  the  serums  were  obtained.  For  ex- 
ample, the  data  provide  no  information  on 
how  many  of  the  negatively  reacting  serums 
came  from  individuals  who  possibly  had 
specific  and  measurable  complement-fixing 
antibody  titers  at  a past  time,  even  though 
they  did  not  have  at  the  time  of  testing.  How- 
ever, the  findings  do  support  previous'reports 
of  the  continued  activity  of  both  WEE  and  St. 
Louis  encephalitis  viruses  in  South  Dakota. 

SUMMARY 

A survey  for  complement-fixing  antibodies 
in  single  human  serums  against  WEE,  EEE 
and  St.  Louis  encephalitis  viruses  is  described. 

It  is  pointed  out  that  the  complement- 
fixation  test  does  not  reflect  the  true  past  ex- 
perience with  these  viruses  because  of  the  in- 
stability of  complement-fixing  antibodies 
with  the  passage  of  time. 
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MINUTES  OF  THE  COUNCIL  MEETING 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 
JANUARY  18,  1959 


The  meeting  was  called  to  order  at  1:00 
P.M.  by  Chairman  T.  H.  Sattler,  M.D.,  The 
following  members  being  present:  Drs.  M.  M. 
Morrissey,  A.  A.  Lamport,  R.  A.  Buchanan, 
A.  P.  Reding,  C.  R.  Stoltz,  Magni  Davidson, 
P.  V.  McCarthy,  J.  J.  Stransky,  M.  C.  Tank, 
L.  C.  Askwig,  Paul  Hohm,  P.  P.  Brogdon,  C.  J. 
McDonald,  T.  H.  Sattler,  J.  D.  Bailey,  R.  H. 

; Hayes,  H.  E.  Lowe  and  E.  A.  Johnson. 

Dr.  McCarthy  moved  that  the  reading  of 
the  minutes  of  the  last  meeting  be  dispensed 
with,  as  they  were  published  in  the  Journal. 
Dr.  Stoltz  seconded  the  motion  and  it  was 
carried. 

Dr.  McCarthy  gave  the  report  of  the  Coun- 
; cil  committee  which  was  appointed  to  in- 
i vestigate  a retirement  plan  for  the  employees 
of  the  Association.  After  explaining  the  posi- 
tion of  the  employees  on  a participating  pro- 
i gram  he  moved  that  the  committee  be  dis- 
i banded.  Dr.  Lampert  seconded  the  motion 
and  it  was  carried.  Dr.  Reding  then  gave  a 
report  on  the  activities  of  the  Medical  Defense 
Committee.  Dr.  Brogdon  reported  on  the 
i recommendations  of  his  committee,  which  has 
: been  working  with  the  Medical  Defense  Com- 
mittee. The  recommendations  are:  1)  The 
Medical  Defense  Committee  should  remain 
separate  from  the  Grievance  Committee.  2) 
The  Medical  Defense  Committee  should  be 
reorganized  completely,  and  should  be  an  ac- 
tive committee.  3)  The  duties  of  the  Medical 
Defense  Committee  and  of  the  Grievance 
Committee  should  be  defined  so  that  there  is 
a minimum  of  overlapping  of  function.  4) 
The  Committee  also  recommends  that  in  the 
reorganization  of  the  Medical  Defense  Com- 
mittee, that  it  should  be  made  up  of  a quali- 
fied internist,  surgeon,  opthalmologist,  otolo- 
laryngologist,  orthopedic  surgeon,  radiologist, 
pathologist,  Ob-Gyn  man,  and  two  general 
practitioners.  Dr.  Lampert  moved  to  accept 
the  report  as  an  interim  report  and  to  request 
the  committee  to  implement  these  suggestions 
and  bring  to  the  next  regular  Council  meet- 
ing concrete  suggestions  and  amendments  to 
the  By-Laws  to  accomplish  the  recommenda- 


tions. Dr.  Reding  seconded  the  motion  and  it 
was  carried. 

Dr.  Davitt  Felder  of  St.  Paul  then  spoke  to 
the  Council  concerning  a proposed  medical 
school  in  St.  Paul. 

Dr.  Reding  reported  on  the  assessment  of 
physicians  for  funds  to  help  prosecute  the 
illegal  practitioners  in  South  Dakota.  Dr. 
Brogdon  moved  that  the  resolution  presented 
by  the  Watertown  District,  concerning  the 
penalty  of  not  paying  the  assessment,  be 
brought  up  at  the  next  House  of  Delegates 
meeting,  if  that  District  so  desires.  Dr. 
Davidson  seconded  the  motion  and  it  was  car- 
ried. It  was  suggested  that  the  Executive 
office  send  out  another  letter  to  those  phys- 
icians who  have  not  as  yet  paid  this  assess- 
ment. 

Dr.  Lampert  reported  that  the  resolution 
submitted  to  the  Council  at  the  last  meeting 
by  the  Grievance  Committee  had  been  with- 
drawn and  so  no  action  was  taken. 

Mr.  Foster  then  spoke  on  the  growth  of 
Association  activities  and  the  need  for  greater 
space.  Dr.  Hohm  moved  that  the  matter  be 
taken  up  by  the  Executive  Committee  and 
that  they  present  specific  suggestions  to  the 
Councilors  to  be  taken  up  in  the  separate  Dis- 
tricts at  a later  date.  Dr.  Hayes  seconded  the 
motion  and  it  was  carried. 

The  Council  then  nominated  three  men 
whose  names  will  be  presented  to  the  Gov- 
ernor for  appointment  of  one  of  them  to  the 
Board  of  Medical  and  Osteopathic  Examiners. 
Dr.  Lampert  nominated  Dr.  Magni  Davidson, 
Dr.  Stoltz  seconded  this  nomination.  Dr. 
Hayes  nominated  Dr.  Arthur  Reding.  Dr. 
Tank  seconded  this  nomination.  Dr.  Reding 
nominated  Dr.  Charles  McDonald.  Dr.  Brog- 
don seconded  this  nomination. 

Mr.  Foster  explained  the  AMA’s  campaign 
against  food  faddism  and  it  was  the  decision 
of  the  Council  to  support  this  campaign  in 
any  way  possible.  Dr.  Lampert  moved  that 
we  approve  the  AMA  campaign  and  offer  our 
cooperation  as  far  as  possible.  Dr.  Buchanan 
seconded  the  motion  and  it  was  carried. 
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Nominations  were  then  received  for  the 
Distinguished  Service  Award.  The  Yankton 
District  nominated  Dr.  Walter  Hard.  The 
Black  Hills  nominated  Rev.  and  Mrs.  Robert 

O.  Bates  of  Sturgis.  The  Watertown  District 
nominated  Dr.  R.  M.  Kilgard.  Dr.  Brogdon 
moved  that  the  Council  accept  all  three  nom- 
inations to  receive  the  award.  Dr.  Johnson 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  nominations  asked 
for  by  the  National  Foundation.  Dr.  Lamport 
moved  that  the  Association  participate  in 
their  program  and  nominated  C.  B.  McVay, 
M.D.,  Ronald  Price,  M.D.,  and  Warren  Jones, 
M.D.  as  the  names  to  be  submitted  to  them 
for  their  consideration.  Dr.  Stoltz  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  read  the  report  of  the  Committee 
on  Medical  School  Affairs.  The  Committee 
recommended  to  the  Council  the  allocation  of 
funds  for  two  medical  student  scholarships 
in  the  amount  of  $100.00  each,  and  also  $50.00 
to  help  defray  the  cost  of  a delegate  to  the 
Student  AMA  annual  meeting.  Dr.  Stoltz 
moved  that  the  Council  accept  this  recom- 
mendation. Dr.  Tank  seconded  this  motion 
and  it  was  carried.  It  was  recommended  by 
the  Committee  that  the  Council  approve  the 
Research  building  addition  at  the  University 
Medical  School.  Dr.  McCarthy  moved  that 
the  Council  accept  this  recommendation.  Dr. 
Davidson  seconded  the  motion  and  it  was  car- 
ried. The  Committee  recommended  to  the 
Council  that  the  South  Dakota  State  Medical 
Association  support  the  Teacher  Retirement 
legislation.  Dr.  Stransky  moved  that  the 
Council  take  no  action  on  this  recommenda- 
tion. Dr.  Hayes  seconded  the  motion  and  it 
was  carried. 

After  discussion  on  a request  asking  for  a 
larger  donation  to  the  Science  Fairs,  Dr.  Lam- 
pert  moved  that  the  local  districts  should  help 
send  any  local  winners  to  the  national  Science 
Fair  rather  than  increase  our  donation  to  the 
state  competition.  Dr.  McCarthy  seconded  the 
motion  and  it  was  carried. 

Mr.  Foster  read  the  resolution  submitted 
by  the  Pharmaceutical  Manufacturer’s  Asso- 
ciation. Dr.  Davidson  moved  that  the  Coun- 
cil refer  the  resolution  to  the  Liason  Com- 
mittee with  the  South  Dakota  Pharmaceutical 
Association  for  recommendations.  Dr.  Askwig 
seconded  the  motion  and  it  was  carried. 

Dr.  Brown  spoke  briefly  on  the  report  of 


the  Committee  on  Legislation  to  the  Council. 

REPORT  TO  THE  COUNCIL  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

The  Legislative  Committee  of  the  South 
Dakota  State  Medical  Assoication  met  on 
December  13,  1958,  at  Huron,  South  Dakota, 
with  the  following  members  present:  Drs. 
Lewis,  Bunker,  Van  Demark,  Swanson,  and 
Brown.  Dr.  Ruud  was  absent.  Karl  Gold- 
smith, John  Foster,  and  Phyllis  Sundstrom 
were  also  present.  The  following  subjects 
were  given  consideration  and  action  taken  on 
each  item  is  noted: 

1.  Licensure  and  Registration  of  Masseurs 
and  Masseuses  — A proposed  bill  was  sub- 
mitted to  the  Association  by  its  sponsors  and 
was  given  consideration.  Your  Committee 
recommends  that  our  Association  oppose  en- 
actment of  this  bill. 

2.  Certification  of  Psychologists  — This  bill 
was  presented  to  our  Association  by  the  or- 
ganization of  clinical  psychologists  of  the  State 
and  would  provide  for  certification  (in  fact, 
licensure)  of  psychologists  by  a State  Board 
for  that  purpose.  Your  Committee  believes 
and  recommends  that  the  psychologists 
should  form  a Board  of  Certification  for  their 
profession  on  a national  level  and  that  new 
State  legislation  is  not  indicated.  Your  Com- 
mittee also  recommends  that  if  such  a bill  is 
introduced  that  this  Association  actively  op- 
pose it. 

3.  Revisions  in  the  Law  Covering  Chiro- 
pody and  Podiatry  — After  studying  this  bill 
your  Committee  is  opposed  to  the  oroposed 
changes  in  the  Chiropody  law  and  recom- 
mends that  any  such  bill,  if  introduced,  be  op- 
posed by  this  Association. 

4.  Implied  Consent  Law  — The  intent  of 
this  Utah  law  has  been  found  desirable  by  the 
Traffic  Safety  Committee  of  our  Association 
and  the  Governor’s  Committee  on  Traffic 
Safety  and  it  is  our  understanding  that  a bill 
to  accomplish  this  purpose  will  be  introduced. 
Your  Committee  recommends  that  the  Asso- 
ciation support  this  bill. 

5.  Driver  Qualification  Law  — A list  of 
driver  qualification  requirements  and  other 
data  has  been  developed  by  the  Traffic  Safety 
Committee  of  the  South  Dakota  State  Med- 
ical Association  working  in  cooperation  with 
the  Governor’s  Committee  on  Traffic  Safety. 
It  is  our  understanding  that  a bill  will  be 
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drawn  and  presented  at  the  next  legislative 
session  embodying  these  principles.  Your 
Committee  recommends  that  our  Association 
support  this  bill. 

6.  Workmens  Compensation  Law  Revisions 
— It  is  our  understanding  that  the  Workmens 
Compensation  Committee  has  been  working 
on  a bill  to  accomplish  some  of  the  past  and 
present  objectives  of  this  Association.  This 
work  is  being  done  in  cooperation  with  other 
groups,  but  at  the  present  time,  is  not  fin- 
ished. It  is  our  understanding  that  this  bill 
will  provide  for  an  extension  of  medical  and 
hospital  benefits  and  the  establishment  of  a 
relative  value  fee  schedule.  The  Committee 
recommends  that  this  bill  be  supported  by 
the  Association. 

7.  Coroner’s  Law  — Provision  of  State’s  At- 
torney Ordering  Autopsies,  — On  reviewing 
past  actions,  the  Committee  recognizes  that 
the  Coroner’s  Bill  introduced  by  our  Associa- 
tion at  the  last  session  of  the  legislative  met 
with  severe  opposition  because  of  its  compli- 
cated nature.  There  is  reasonable  likelihood 
that  the  same  will  occur  again.  We  recom- 
mend support  of  any  effort  to  improve  the 
law  and  cooperation  with  the  State  Bar  Asso- 
ciation in  promulgating  such  legislation.  The 
Committee  further  feels  that  this  Association 
should  work  with  the  Judicial  Council  of  the 
legal  profession  for  further  indicated  im- 
provements in  the  law  at  subsequent  legisla- 
tive sessions,  and  suggests  that  the  appro- 
priate committee  of  this  Association  work 
with  the  Judicial  Council  of  the  legal  profes- 
sion during  the  interim  between  legislative 
sessions. 

8.  Indigent  Care  — Your  Committee  recom- 
mends support  for  an  appropriation  to  imple- 
ment the  enabling  legislation  which  was 
passed  at  the  legislative  session  two  years 
ago. 

9.  Revision  of  the  Basic  Science  Law  to 
Provide  Higher  Fees,  Etc.  — Your  Committee 
has  reviewed  the  action  of  the  Council  on  this 
subject  at  its’  May  meeting  and  agrees  with 
its  action.  The  Committee  believes  that  the 
bill  to  accomplish  this  purpose  would  be 
drawn  and  introduced  by  the  Basic  Science 
Board  and  that  it  should  be  supported  by  this 
Association. 

10.  Increase  in  Monthly  Rate  for  Custodial 
Senile  or  Aged  at  Yankton  State  Hospital  — 
Your  Committee  considered  recommendations 


advanced  by  the  Mental  Health  Committee  of 
our  Association  in  combination  with  the  Pro- 
fessional Advisory  Committee  of  the  South 
Dakota  Mental  Health  Association  with  re- 
gard to  revision  of  South  Dakota  laws  re- 
lating to  the  mentally  ill  and  mentally  re- 
tarded. Your  Committee  realizes  that  some 
action  is  indicated  in  this  field,  but  that  no 
definite  course  of  action  has  been  proposed 
up  to  this  time.  The  Committee  believes  that 
any  proposed  legislation  in  this  field  should 
be  considered  sympathetically,  but  this  can 
only  be  done  at  a later  date  when  it  is  final- 
ized. 

11.  Protection  of  Survey  Records,  Etc.  — 
The  Committee  has  received  recommenda- 
tions from  the  Ob-Gyn  Society  listing  the  de- 
sired contents  of  such  a bill  to  protect  records. 
When  a specific  bill  in  this  field  is  received 
by  the  Committee,  it  will  be  reviewed  and 
recommendations  presented  to  the  Council. 

Dr.  Lamport  moved  that  the  Council  accept 
the  Committee  on  Legislation’s  stand  on  items 
no.  1 and  2,  and  to  refer  no.  3 back  to  the 
Committee  for  their  opinion  on  the  new  bill 
submitted.  Dr.  Davidson  seconded  the  mo- 
tion and  it  was  carried. 

Dr.  Stransky  spoke  on  the  work  done  by  his 
Committee  on  the  implied  consent  and  driver 
qualification  laws.  Dr.  McDonald  moved  that 
the  Council  accept  Committee  on  Legisla- 
tion’s report  on  no.  4 and  5.  Dr.  Hayes  sec- 
onded the  motion  and  it  was  carried. 

Dr.  Morrissey  moved  that  the  Council  go  on 
record  as  asking  for  unlimited  Workmen’s 
Compensation  coverage,  subject  to  the  find- 
ings of  the  Workmen’s  Compensation  Com- 
mittee. Dr.  Davidson  seconded  the  motion 
and  it  was  carried. 

Dr.  Lampert  explained  some  of  the  work 
done  on  the  Coroner’s  Bill  in  the  past.  Dr. 
Lampert  moved  that  the  Council  permit  Dr. 
Morrissey  to  investigate  any  proposed  legis- 
lation and  to  decide  whether  we  should  sup- 
port it  or  suggest  alterations;  and  that  the 
Council  accept  the  Committee  on  Legisla- 
tion’s report  on  this  matter.  Dr.  Hayes  sec- 
onded the  motion  and  it  was  carried. 

Mr.  Eoster  read  a resolution  submitted  by 
the  Seventh  District  Medical  Society  con- 
cerning the  indigent  care  program.  The  reso- 
lution read  as  follows:  “That  the  Councilor  of 
the  Seventh  District  Medical  Society  be  in- 
structed to  recommend  to  the  Council  that  a 
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uniform  fee  schedule  for  indigent  care  be 
adopted  but  placed  on  a state  and  county 
level,  without  benefit  of  federal  governmental 
aid.”  After  a discussion  of  the  matter,  Dr. 
Morrissey  moved  that  the  Council  adopt  the 
report  of  the  Committee  on  Legislation  on 
indigent  care.  Dr.  Buchanan  seconded  the 
motion  and  it  was  carried. 

Mr.  Foster  explained  the  proposed  change 
in  the  Basic  Science  law.  Dr.  Stoltz  moved  to 
accept  the  Committee  on  Legislation’s  recom- 
mendation on  this  proposed  law.  Dr.  Reding 
seconded  the  motion  and  it  was  carried. 

Dr.  E.  Sheldon  Watson  spoke  to  the  Coun- 
cil on  the  changes  contemplated  in  the  mental 
health  laws.  He  specifically  mentioned  ratify- 
ing the  Interstate  Compact  on  Mental  Health; 
changes  in  the  legal  mill  levies,  so  counties 
could  appropriate  monies  for  mental  health 
centers  if  they  so  desired;  asking  the  State  to 
appropriate  $60,000  each  year  for  mental 
health  centers;  and  changes  in  the  termin- 
ology in  Title  30  to  bring  it  more  up  to  date. 
He  also  mentioned  that  the  Mental  Health 
Committee  proposes  to  completely  re-write 
Title  30  for  presentation  at  the  1961  legisla- 
ture. Dr.  Buchanan  moved  that  the  Council 
endorse  items  #3  and  #4  of  Dr.  Watson’s 
presentation.  Dr.  Morrissey  seconded  the  mo- 
tion and  it  was  carried.  Dr.  Tank  moved  that 
the  Council,  after  due  consideration,  take 
no  action  on  the  mill  levy  proposal.  Dr.  Hohm 
seconded  the  motion  and  it  was  carried.  Dr. 
McCarthy  moved  that  the  Interstate  Com- 
pact should  be  introduced  by  the  Mental 
Health  Association  or  Dr.  Baker  and  that 
only  incidental  support  be  given  this  matter 
by  the  Medical  Association.  Dr.  Stoltz  sec- 
onded the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  progress  of  the 
bill  to  protect  survey  records.  Dr.  Lamport 
moved  that  section  one  of  this  bill  be  amen- 
ded to  include  “and  hospital  staff  commit- 
tees.” Dr.  Askwig  seconded  the  motion  and 
it  was  carried.  Dr.  Tank  moved  that  the 
Council  accept  this  portion  of  the  Committee 
on  Legislation’s  report  as  amended.  Dr. 
Stoltz  seconded  the  motion  and  it  was  carried. 

Dr.  Lamport  discussed  the  Commission  on 
Medical  Care  Plans  report  to  the  AMA.  Dr. 
Brown  also  discussed  this  lengthy  report. 
After  much  discussion  by  the  Council,  Dr. 
McCarthy  moved  that  the  Council  defer 
action  until  the  report  is  published  in  the 


Journal  of  the  American  Medical  Association 
and  has  been  discussed  in  the  District  meet- 
ings; then  have  a special  Council  meeting  in 
April  and  take  action  on  the  matter  before 
the  60  day  limit  imposed  by  the  AMA  has 
been  passed.  Dr.  Davidson  seconded  the  mo- 
tion and  it  was  carried. 

Mr.  Foster  explained  the  proposed  survey 
of  South  Dakota  physicians  concerning  public 
service  work  done  by  doctors.  Dr.  McDonald 
moved  that  the  survey  be  conducted.  Dr. 
Stransky  seconded  the  motion  and  it  was 
carried. 

Dr.  Lampert  spoke  on  the  polio  vaccination 
program.  Dr.  Stoltz  moved  that  the  separate 
District  societies  be  encouraged  to  promote 
a stepped  up  polio  vaccination  program 
locally.  Dr.  Buchanan  seconded  the  motion 
and  it  was  carried. 

Mr.  Art  Sherwood  spoke  on  the  proposed 
program  of  blood  typing  all  school  children 
and  providing  them  with  identification  tags, 
similar  of  dog  tags.  Dr.  Davidson  moved  that 
the  matter  be  referred  to  the  School  Health 
Committee  and  that  they  study  the  program 
and  bring  their  recommendations  back  to  the 
Council.  Dr.  Lowe  seconded  the  motion  and 
it  was  carried. 

Dr.  Lampert  spoke  on  the  proposal  of  Social 
Security  for  doctors.  Dr.  Hayes  moved  that 
the  question  be  included  in  the  Public  Service 
survey  of  South  Dakota  doctors;  and  a flat 
“yes”  or  “no”  answer  should  be  requested. 
Dr.  Morrissey  seconded  the  motion  and  it  was 
carried. 

The  question  submitted  by  the  South  Da- 
kota Joint  Commission  for  the  Improvement 
of  the  Care  of  the  Patient  concerning  a fee 
schedule  for  charges  to  nurses  and  other  allied 
professions  was  referred  to  the  Committee  on 
Medical  Economics  on  motion  of  Dr.  Hohm. 
Dr.  Tank  seconded  the  motion  and  it  was  car- 
ried. 

Mr.  Foster  reported  on  the  question  of  rela- 
tive value  fee  studies.  Dr.  McDonald  moved 
that  each  Councilor  be  sent  a copy  of  the  sug- 
gested relative  value  study  for  South  Dakota, 
for  consideration,  and  action  be  taken  at  the 
next  Council  meeting.  Dr.  Hayes  seconded 
the  motion  and  it  was  carried. 

Dr.  Stoltz  moved  that  we  do  not  sub- 
mit any  recommendations  on  a revision  of 
the  fee  schedule  for  the  Division  of  Crippled 
Children  of  the  State  Health  Department 
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until  the  relative  value  study  has  been  acted 
upon.  Dr.  Davidson  seconded  the  motion  and 
it  was  carried. 

Mr.  Foster  read  a resolution  from  the 
Seventh  District  Medical  Society  concerning 
the  Fall  Hunters  Meeting.  The  resolution 
read  as  follows:  “The  Seventh  District  Med- 
ical Society  recommends  that  the  State  Med- 
ical Society  withdraw  from  the  sponsorship 
and  support  of  the  Fall  Hunting  Seminar  in- 
asmuch as  the  professional  content  of  pro- 
gram and  present  organization  of  this  pro- 
gram does  not  warrant  the  support  of  the 
State  Medical  Society,  and  that  under  the 
present  organization,  the  sponsorship  should 
( be  local.”  Dr.  Buchanan  moved  that  the  As- 
! sociation  continue  the  Fall  Hunters’  Meeting 
and  that  we  reject  the  resolution  submitted 
by  the  Seventh  District.  Dr.  Stoltz  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  explained  a bill  submitted  by 
' the  Hospital  Association  exempting  them 
, from  retail  sales  tax.  Dr.  Stoltz  moved  that 
the  Council  go  on  record  as  having  considered 
the  matter,  but  feel  that  it  is  a matter  for  the 
Hospital  Association  to  handle  and  that  the 
I Council  take  no  action.  Dr.  Hohm  seconded 
the  motion  and  it  was  carried. 

Nominations  were  then  made  for  the  names 
to  be  submitted  to  the  Governor  for  appoint- 
ment to  the  Board  of  Charities  and  Correc- 
, tions  to  fill  Dr.  Morrissey’s  place.  Dr.  Mor- 
'I  rissey  nominated  Dr.  J.  C.  Hagin  of  Miller, 

: Dr.  Reding  seconded  the  nomination.  Dr. 

Davidson  nominated  Dr.  Wallace  Arneson  of 
Sioux  Falls;  Dr.  Hayes  seconded  the  nomina- 
tion. Dr.  Morrissey  then  nominated  Dr.  Pres- 
ton Brogdon  of  Mitchell;  and  Dr.  Buchanan 
seconded  that  nomination. 

Mr.  Foster  explained  the  proposed  Health 
Museum  which  would  be  set  up  in  the  new 
Health  and  Welfare  Building  to  be  construc- 
ted at  the  State  Fair  Grounds.  The  exhibits 
would  be  furnished  by  various  health  asso- 
ciations and  voluntary  health  agencies  in  the 
state.  These  exhibits  would  be  of  a perma- 
nent nature.  Dr.  Stoltz  moved  that  the  Coun- 
cil endorse  the  idea  as  being  feasible.  Dr. 
Hayes  seconded  the  motion  and  it  was  car- 
ried. 

Mr.  Foster  explained  the  request  of  the 
Health  Insurance  Council  to  authorize  the 
Executive  office  to  write  letters  to  the  Dis- 
trict Societies  informing  them  of  the  avail- 


ability of  speakers  at  their  meetings.  Dr.  Mc- 
Carthy moved  that  the  Executive  office  be 
authorized  to  write  such  a letter.  Dr.  David- 
son seconded  the  motion  and  it  was  carried. 

The  meeting  adjourned  at  6:00  P.M. 


MEDICAL  SCHOOL  AFFAIRS 
COMMITTEE 

Marvin  Hughitt  Hotel 
Huron,  South  Dakota 
January  17,  1959 

Meeting  called  to  order  by  Dr.  C.  B.  McVay 
The  following  were  present:  Drs.  McVay, 
Jones,  Williams,  Price,  Jahraus,  Lam- 
pert,  Saxton,  Brown,  Morrissey,  Hard, 
Foster,  and  guest  Dr.  Felder. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

Dr.  Saxton  moved  that  the  Committee 
recommend  to  the  Council  of  the  South  Da- 
kota Medical  Association  the  allocation  of 
funds  for  two  medical  student  scholarships 
in  the  amount  of  $100.00  each,  and  also  $50.00 
to  help  defray  the  cost  of  a delegate  to  the 
Student  AMA  annual  meeting.  Seconded  by 
Dr.  Price  and  carried. 

Dr.  Hard  gave  the  following  resume  of 
Medical  Association  activities  at  the  Univer- 
sity of  South  Dakota  Medical  School. 

1.  Report  on  last  year’s  operation. 

2.  Legislation: 

a.  Budget 

b.  Research  building  addition 

Dr.  Jones  moved  that  the  Committee 
recommend  to  the  Council  of  the  South 
Dakota  State  Medical  Association  that 
the  requested  appropriations  for  the 
Research  building  addition  be  so  ap- 
proved. Seconded  by  Dr.  Saxton  and 
carried. 

c.  Body  Bequest  Law 

d.  Teacher  Retirement 

Dr.  Saxton  moved  that  the  Committee 
recommend  to  the  Council  of  the  South 
Dakota  State  Medical  Association  sup- 
port for  the  Teacher  Retirement  legisla- 
tion. Seconded  by  Dr.  Jahraus  and  car- 
ried. 

3.  Consideration  of  tuitions. 

4.  AMEF  Contributions. 

5.  Heart  Investigatorship. 

6.  Committee  Action. 

Meeting  adjourned  on  motion  at  10:00  P.M. 
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A provision  of  medical  and  hospital  service  to  the  aged  is  one  of  the  pressing  problems  of 
American  Medicine  today.  Our  senior  citizens  over  age  65  total  near  the  thirteen  million  mark 
at  the  present  time  and  their  numbers  will  be  double  within  a few  years.  Within  that  group 
are  three  categories  of  people,  whom  we  must  consider  separately. 

The  indigent  among  the  aged  are  reasonably  well  provided  with  medical  services,  though 
the  manner  in  which  this  service  is  provided  needs  much  overhauling.  Many  studies  and  ac- 
tivities of  our  Association  are  directed  toward  the  improvement  of  care  for  that  group  of  the 
aged.  The  second  group  within  the  aged  population  are  those  who  have  sufficient  means  to 
purchase  their  own  care  for  the  rest  of  their  days  in  that  manner  which  they  choose  from 
among  those  methods  available  at  present.  The  third,  and  possibly  the  largest,  group  of  aged 
is  composed  of  those  people  who  have  means  sufficient  to  live  comfortably  so  long  as  illness 
does  not  strike.  However,  when  illness  strikes,  their  means  are  insufficient  and  they  become 
‘medically  indigent’. 

Progress  during  the  last  year  to  provide  care  at  reasonable  rates  to  this  above  mentioned 
third  group  of  the  aged  has  been  phenomenal.  However,  the  medical  profession  cannot  rest  on 
its’  progress  to  date.  It  is  interesting  to  note,  however,  that  Blue  Shield  throughout  the  nation 
has  increased  its’  coverage  among  persons  over  65  by  170%  since  1951;  whereas  it’s  overall 
total  enrollment  increase  is  about  80%.  Currently,  over  two  million  Americans  over  age  65 
carry  some  form  of  health  insurance  in  private  insurance  companies.  65%  of  all  Blue  Shield 
plans  impose  no  age  limit  on  initial  group  enrollment,  and  six  plans  have  eliminated  age  limits 
on  initial  non-group  enrollment. 

Through  progress  in  providing  care  to  this  group  of  people  has  been  phenomenal,  the  year 
1959  will  probably  see  the  question  settled  whether  these  senior  citizens  receive  the  majority 
of  their  medical  services  through  a Federally  sponsored  program  or  are  permitted  to  remain 
among  those  covered  by  voluntary  means,  sponsored  or  approved  by  the  medical  profession. 
The  House  of  Delegates,  at  its  meeting  in  Minneapolis  in  1958,  passed  unanimously  the  following 
statement:  “It  is  recommended  that  the  American  Medical  Association,  the  constituent  and 
component  medical  societies,  as  well  as  physicians  everywhere,  expedite  the  development  of 
effective  voluntary  health  insurance  for  the  group  over  65  with  moderate  resources  or  low 
family  income;  that  physicians  agree  to  accept  a level  of  compensation  as  full  payment  for 
medical  services  rendered  to  this  group,  which  will  permit  the  development  of  such  insurance 
at  a reduced  premium  rate.” 

The  implications  of  this  statement  are  tremendous.  The  solution  of  the  problem  requires 
cooperation  of  each  and  every  physician. 

Sincerely, 

A.  A.  Lampert,  M.D. 

President 
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There  has  been  ample  documentation  of  the 
' impending  and  significant  shortage  of  doc- 
tors foreseen  in  this  country  in  the  next  ten 
r years.  The  Association  of  American  Medical 
Colleges,  the  United  States  Department  of 
Health,  Education  and  Welfare  and  the  Amer- 
ican Medical  Association  have  all  expressed 
their  concern  in  this  matter.  The  public  has 
been  alerted  to  this  need  repeatedly  by  num- 
erous articles  in  magazines,  and  other  per- 
iodicals in  the  past  year. 

Something  can  and  will  be  done  about  the 
situation.  It  is  basically  a public  respon- 
:j  sibility  and  the  public  through  its  govern- 
I mental  agencies  will  rise  to  the  occasion  and 
i endeavor  to  correct  it. 

Is  is  not  reasonable  then  that  the  medical 
profession  as  a whole  provide  the  guidance 
and  initiative  in  the  answer  to  this  problem 
before  actual  governmental  action  takes 
place? 

As  the  need  becomes  more  cruicial  the  fed- 
eral government  will  no  doubt  create  the 
needed  schools.  We  will  surely  be  paying  for 
these  then  through  increased  taxes  only  with- 
out significant  control  by  the  physicians  who 
believe  in  the  philosophy  of  free  enterprise 
in  medicine. 

It  is  apparent  that  to  provide  more  doctors 
we  must  expand  the  medical  teaching  ca- 
pacity both  by  enlarging  the  present  schools 
of  medicine  and  by  creating  new  ones. 

Our  present  medical  schools  are  making 
heroic  efforts  to  meet  the  need  by  increasing 
their  student  enrollment.  But  it  is  unreason- 


able to  suppose  that  this  enlargement  of 
classes  could  go  on  much  further  without  the 
possibility  of  jeopardizing'  the  quality  of 
training. 

Another  factor  in  this  increase  in  capacity 
of  medical  education  which  is  worthy  of 
some  consideration  is  the  increasing  num- 
bers of  the  government  (usually  state)  fi- 
nanced and  controlled  medical  schools.  In  a 
country  with  the  philosophy  that  we  have  of 
the  preservation  of  private  enterprise  it  ap- 
pears to  be  indicated  that  an  equal  or  near  to 
equal  balance  should  be  maintained  between 
government  institutions  and  private  ones. 

There  are  few  more  powerful  stimuli  to  the 
maintenance  of  quality  than  good  compe- 
tition. 

The  metropolitan  area  of  Minneapolis  and 
St.  Paul  represents  the  only  population  cen- 
ter between  Chicago  and  Seattle  with  enough 
clinical  material  to  support  another  school. 
A private  medical  school  without  state-im- 
posed admission  and  transfer  restrictions 
would  probably  aid  a great  deal  in  eventually 
satisfying  the  physician  needs  of  Montana  and 
the  Dakotas. 

Such  a medical  school  would,  according  to 
the  latest  rules  of  the  Association  of  Amer- 
ican Medical  Colleges,  have  to  be  connected 
with  an  existing  college  or  university  and 
give  basic  science  as  well  as  clinical  training. 
In  St.  Paul  there  are  several  fine  colleges 
giving  an  excellent  environment  for  a new 
medical  school.  One  of  these  colleges  in  par- 
ticular is  interested  in  having  such  a school 
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in  its  academic  structure. 

At  the  present  time  there  is  a more  than 
ordinary  possibility  of  the  city  of  St.  Paul 
and  Ramsey  County  building  a new  city  and 
county  hospital.  This  combined  with  the 
present  Wilder  Dispensary  and  the  medical 
complex  of  several,  surrounding  large  private 
hospitals  would  make  an  ideal  home  base  for 
a private  medical  school.  There  are  other 
large  private  medical  complexes  now  under 
consideration  in  Minneapolis  which  could 
benefit  immensely  from  academic  association 
with  such  a school. 

Such  an  undertaking  is,  as  everyone  realizes 
a very  costly  one.  For  a medium-sized  school 
having  around  70  students  in  a class  the  non- 
instructional  cost  would  be  about  350  thous- 
and dollars  a year  and  a minimum  instruc- 
tional cost  of  around  one  million  dollars  a 
year.  This  means  an  endowment  of  from  25 
to  30  million  dollars  to  provide  this  minimum 
of  annual  operating  expense. 

Preliminary  studies  show  that  there  is  more 
than  enough  private  wealth  in  this  area  from 
which  to  raise  such  an  endowment.  It  re- 
mains for  those  who  have  control  of  this  po- 
tential endowment  to  be  persuaded  to  under- 
write this  project.  The  need  is  a serious  one 
and  this  proposal  of  a new  private  medical 
school  already  appears  to  be  an  appealing  one 
to  most  responsible  citizens  who  have  been 
appraised  of  the  facts.  Physicians  have  a 
duty  to  society  to  give  their  support  to  such 
enterprise  as  this. 

N.A.M.E.,  Incorporated 

527  Lowry  Medical  Arts  Building 

St.  Paul  2,  Minnesota 

A group  of  over  180  physicians  in  the 
Minneapolis-St.  Paul  area  have  organized  the 
Northern  Association  for  Medical  Education 
(N.A.M.E.)  Inc.  This  has  been  incorporated 
as  a non  profit  organization  whose  purpose  is 
to  foster  the  development  of  a four-year 
private  medical  school  in  St.  Paul. 

Membership  in  this  organization  is  open  to 
all  physicians.  If  you  are  interested  in  this 
project  and  wish  to  join  this  organization 
please  write  to:  N.A.M.E.,  Inc.,  527  Lowry 
Medical  Arts  Building,  St.  Paul  2,  Minnesota. 

Officers  of  the  organization  are: 

Davitt  A.  Felder,  M.D. — President 
Edward  P.  Burch,  M.D. — Vice  President 
Ian  A.  Brown,  M.D. — Secretary 
Ben  Sommers,  M.D. — Treasurer 


THE  PRE-MARITAL  LECTURE— 

(Continued  from  Page  92) 

get  to  know  each  other  reasonably  well  this  is 
not  an  important  factor. 

Number  8:  Don’t  sell  sex.  This  rule  is  gen- 
erally for  the  girl  because  if  sex  becomes  a 
commercial  commodity  in  your  house  — you 
are  no  different  than  a prostitute.  The  only 
difference  is  the  number  of  men  and  the 
price. 

Number  9:  Go  to  bed  clean!  You  were  clean 
when  you  had  dates  — need  more  be  said  on 
this  point. 

Number  10:  Keep  your  bed  interesting.  This 
doesn’t  mean  that  you  should  “try  it”  stand- 
ing on  your  head  or  on  top  of  the  washing 
machine  on  spin.  It  does  mean  that  sexual 
intercourse,  no  matter  how  much  you  love  a 
person  can  become  deadly  routine  and  just 
as  boring.  Use  your  imagination:  Go  to  bed 
with  a nightgown  one  night,  pajamas  another, 
nothing  another,  pajama  tops  another,  bot- 
toms another.  If  you  enjoy  a drink,  have  a 
couple  drinks  and  go  to  bed;  go  to  bed  and 
then  have  a couple  drinks  — get  up  and 
scramble  eggs.  Anything  to  alter  the  pattern. 
If  both  of  you  keep  your  bed  interesting 
you’ll  have  no  trouble  with  a wandering 
mate. 

Number  11:  Remember  dates,  — Birthdays, 
Engagement  day,  Valentine’s  Day,  Anniver- 
sary day,  etc.  This  is  especially  for  the  boy 
— and  brother  if  you  don’t  remember  these 
dates  — she’ll  help  you  for  six  months  after- 
ward! 

Now  if  each  of  you  will  observe  the  first 
five  points  on  this  paper  little  or  no  trouble 
will  arise  from  the  other  six  points.  Do  either 
of  you  have  any  questions  or  would  either  of 
you  like  to  speak  to  me  alone?  (Pause)  If  not, 
good  luck  to  both  of  you.” 

Gentlemen,  this  is  only  a guide  and  some 
things  are  expressed  crudely.  It  does  no  good 
to  explain  things  in  terms  people  do  not 
understand.  Others  have  more  finesse’.  The 
variations  of  expression  are  to  demonstrate 
that  this  guide  will  work  for  all  social  levels. 
It  is  my  belief  that  much  good  back-yard 
psychology  is  practiced  by  all  of  us.  Our  prob- 
lem is  to  get  the  ideas  together. 
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MEDICAL  UBRARY  BOOKSHELF 


The  program  at  a recent  Academic  Science 
Institute  Seminar  was  a symposium  on  pre- 
professional training.  Most  of  those  in  the 
audience  were  high  school  science  teachers 
so  much  of  the  discussion  was  directed 
toward  secondary  schools.  The  three  speakers 
were  Miss  Elaine  Ruth  of  the  Nursing  Staff; 
Dr.  Michael,  Pathologist  and  instructor  in 
Pathology;  and  Dr.  Hard,  Dean  of  the  Med- 
ical School. 

Miss  Ruth  was  of  the  opinion  that  for  nurs- 
ing the  courses  taken  in  high  school  weren’t 
of  as  much  importance  as  scholastic  excel- 
lence along  with  the  establishment  of  good 
study  habits  and  the  ability  to  use  good  Eng- 
lish. Chemistry  in  high  school  wasn’t  essen- 
tial because  it  was  a requirement  in  the  four 
year  college  curriculum  leading  to  the  B.S. 
degree  in  nursing.  Because  mathematics  is 
not  a requirement  in  the  four  year  program, 
a certain  amount  of  knowledge  in  this  sub- 
ject would  be  helpful  and  would  be  needed 
for  computing  dosages. 

Dr.  Michael  spoke  at  some  length  about 
the  importance  of  the  medical  technologist  to 
the  pathologist  and  the  duties  that  are  ex- 
pected to  be  performed  in  the  laboratory  in- 
cluding chemical,  bacteriologic,  and  other  pro- 
cedures used  in  the  diagnosis,  study  and  treat- 
ment of  disease.  The  need  for  accuracy, 
earnestness  of  purpose,  and  cooperation  with 
the  pathologist  in  order  to  perform  efficiently 
and  avoid  costly  mistakes  was  stressed. 
Chemistry  was  all  important  in  the  subject 
field;  inorganic  and  organic  and  both  quan- 


titative and  qualitative  analysis  with  some 
schools  requiring  biochemistry  also.  Biology 
was  also  required  with  bacteriology  of 
especial  importance. 

According  to  a pamphlet  published  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  entitled  “Approved  Schools  of 
Medical  Technology,”  effective  Jan.  1,  1962, 
the  pre-technical  educational  requirements 
for  admission  to  a school  of  medical  tech- 
nology will  be  increased  from  two  to  three 
years  of  college  work  to  include  additional 
courses  to  broaden  the  science  background. 

Dr.  Michael  thought  that  the  Latin  which 
he  took  in  high  school  had  been  very  helpful 
to  him  in  his  profession. 

According  to  Dr.  Hard,  statistics  show  that 
there  has  been  a considerable  drop  in  the 
numbers  and  quality  of  students  entering  the 
field  of  medicine.  He  pointed  out  that  one 
reason  may  be  the  trend  away  from  the  fam- 
ily physician  who  formerly  was  a factor  in 
recruiting  for  the  medical  profession.  Cost  is 
another  factor  and  more  funds  are  needed  for 
assisting  worthy  students.  Also,  young  people 
today  are  looking  for  security  and  are  hesita- 
ting about  spending  nine  years  before  being 
self-supporting  when  four  years  in  vocational 
programs  would  give  quicker  economic  pros- 
pects. Dr.  Hard  stressed  the  importance  of 
intelligence,  proper  attitudes,  and  motivation 
as  desirable  characteristics  for  medical  stu- 
dents. 

Dr.  Hard  mentioned  as  worth  reading,  a 
timely  article  on  medical  education  written 


— 107  — 


SOUTH  DAKOTA 


by  James  B.  Conant,  former  president  of  Har- 
vard, entitled  “Education  for  the  Professions 
in  Europe  and  the  United  States”  Journal  of 
Medical  Education,  Jan.  1959.  In  1957  Dr. 
Conant  was  a Carnegie  grantee  for  the  study 
of  U.  S.  high  schools,  and  the  article  was 
based  upon  facts  gained  from  this  study.  He 
makes  a plea  to  professional  men  to  assume 
leadership  in  the  community  in  order  to  im- 
prove our  public  schools  and  particularly  to 
work  for  a more  comprehensive  program  for 
those  qualified  to  enter  the  professions.  He 
suggested  that  the  “academically  talented,” 
amounting  to  about  15  per  cent  in  a school 
with  average  distribution  of  ability,  and  from 
which  a large  number  of  the  future  members 
of  the  professions  such  as  law  and  medicine 
will  come,  should  have  the  following  courses 
from  grades  nine  to  twelve:  four  years  of  Eng- 
lish, three  years  of  history  and  social  studies, 
four  years  of  mathematics,  three  years  of 
science,  four  years  of  one  foreign  language, 
and  a variety  of  electives.  A trained  coun- 
cilor is  of  great  importance  and  should  be  on 
the  high  school  staff.  If  such  a program  is 
put  into  effect  those  responsible  for  recruit- 
ing for  the  professions  could  reach  down  into 
the  high  schools  and  secure  greater  numbers 
and  better  qualified  students. 

The  following  book  review  was  written  by 
Dr.  Floyd  Foltz  who,  this  fall  joined  the  med- 
ical staff  as  an  instructor  of  Anatomy.  He 
received  his  M.A.  degree  in  Zoology  from  this 
University  and  his  Ph.D.  in  Anatomy  from 
the  University  of  Kansas. 

Ciba  Foundation  Symposium  on  the  Cere- 
brospinal Fluid,  Production,  Circulation  and 
Absorbtion,  edited  by  G.  E.  W.  Wolstenholme 
and  Cecilia  M.  O’Connor;  335  pages;  Little, 
Brown  and  Company,  Boston,  1958. 

It  is  a rare  pleasure  indeed  when  some  of 
the  most  prolific  research  workers  in  a given 
field  see  fit  to  write  a symposium  covering 
the  major  topics  of  an  entire  subject.  Such  is 
our  good  fortune  in  this  case. 

Among  the  many  timely  questions  con- 
sidered at  this  symposium  were:  How  ac- 
curate is  the  present  information  concerning 
the  finer  structure  of  the  pia  arachnoid,  ara- 
chnoid villi,  choroid  plexuses,  and  the  inner- 
vation and  vascularization  of  these  struc- 
tures? What  is  the  arrangement  and  sig- 


nificance of  the  subarachnoid,  perivascular 
and  perineuronal  spaces?  Is  it  really  known 
where,  how  and  why  the  cerebrospinal  fluid 
is  produced  and  absorbed,  and  is  it  a secre- 
tion, excretion  or  transudate?  Is  the  process 
under  hormonal  or  neuronal  control,  are  there 
secretory  granules  in  the  choriodal  epithelium 
and  what  is  the  true  function  of  the  choroidal 
plexuses?  By  what  means  and  for  what 
reason  does  the  cerebrospinal  fluid  circulate, 
and,  finally,  how  may  all  these  fundamental 
considerations  be  correlated  with  clinico- 
pathological  observations  or  utilized  to  de- 
termine the  most  rational  modes  of  treatment. 

As  one  might  expect,  a collection  of  re- 
search papers  such  as  these  is  not  the  most 
efficient  way  of  presenting  a subject  effec- 
tively in  book  form.  However,  the  general 
excellence  of  the  material  more  than  com- 
pensates for  these  reservations.  Furthermore, 
the  number  of  topics  treated  is  very  large,  re- 
sulting in  a volume  useful  both  for  those  al- 
ready engaged  in  research  in  various  aspects 
of  the  field  as  well  as  for  those  wishing  an 
introduction  to  the  subject. 

Mrs.  Esther  Howard 

Medical  Librarian 


AMA  LAW  DEPARTMENT  SEMINARS 

The  Law  Department  of  the  AMA  will 
sponsor  three  regional  medicolegal  meetings. 
They  will  be  held  in  Washington,  D.  C.  on 
March  20-21;  in  Cleveland,  Ohio  on  April 
3-4;  and  in  Salt  Lake  City,  Utah  on  April 
17-18. 

These  meetings  will  begin  with  registration 
at  12:00  noon  on  the  first  day,  which  in  each 
instance  will  be  on  a Friday.  The  Friday 
afternoon  program  and  the  full-day  program 
on  Saturday  will  both  be  concluded  by  4:30 
P.M.  The  registration  fee  for  each  Conference 
will  be  $5.00. 

Some  of  the  subjects  that  will  be  included 
are:  Medical  and  Legal  Problems  Involved  in 
Narcotic  Addiction,  Traumatic  Neurosis,  The 
Approach  of  Medicine  and  the  Law  to  Con- 
tingent Fees,  Res  Ipsa  O Loquitur  in  Pro- 
fessional Liability  Cases,  Impartial  Medical 
Testimony,  and  the  Classic  Method  of  Cross 
Examining  an  Expert  Medical  Witness. 


— 108-^ 


MARCH  1959 


THE  MONTH  IN  WASHINGTON 


Contrary  to  the  usual  procedure  in  a first 
session,  the  86th  Congress  this  year  already 
is  getting  on  with  its  work,  particularly  in 
health  fields.  In  past  Congresses,  not  much  is 
accomplished  the  first  session,  with  most  bills 
held  over  to  the  second,  which  always  is  an 
election  year. 

The  session  was  only  weeks  old  when  action 
' was  under  way.  Here  are  some  of  the  de- 
velopments, portending  enactment  before  ad- 
journment of  a number  of  bills: 

L After  hearings,  a subcommittee  of  the 
Senate  Banking  and  Currency  Committee  re- 
ported favorably  on  a housing  bill  that  con- 
! tained  provision  for  mortgage  guarantees  for 
proprietary  nursing  homes.  Subsequently, 

' the  measure  was  passed  by  the  Senate. 

! At  this  writing  the  House  is  at  work  on  an- 
I other  housing  bill  that  also  contains  the  nurs- 
ing home  loan  section.  With  House  passage 
assumed,  the  question  is  whether  the  bill 
(containing  more  money  than  the  White 
House  wants  spent)  will  be  vetoed,  and  if 
" vetoed  whether  it  can  be  enacted  anyway 
by  two-thirds  majorities  in  both  houses. 

[|  2.  Without  bothering  with  hearings,  the 

House  Ways  and  Means  Committee  over- 
“ whelmingly  approved  the  Keogh  bill  to  en- 
I courage  retirement  plans  for  the  self-employ- 
, ment.  It  acted  in  line  with  the  committee’s 
''  established  procedure  to  quickly  reapprove 
bills  that  passed  the  House  the  previous  Con- 
gress, but  not  the  Senate.  The  Keogh  bill  is 
‘ identical  with  a measure  that  easily  cleared 
the  House  last  session  but  lost  out  in  the 
Senate. 

3.  Driven  forward  by  Chairman  Carl  Vin- 
son of  the  House  Armed  Services  Committee, 
legislation  to  extend  the  regular  and  doctor 
drafts  four  years  rolled  through  the  House. 
However,  indications  were  the  Senate  would 
take  its  time  and  give  careful  consideration 
to  the  need  for  a four-year  extension. 

4.  The  Senate  Labor  and  Welfare  Commit- 
tee, under  the  leadership  of  Chairman  Lister 
Hill  (D.,  Ala.),  demonstrated  its  interest  in 
legislation  for  the  aged.  Senator  Hill  named 
a subcommittee  to  make  a full  year’s  study 

: of  problems  of  the  aged,  taking  in  housing, 

employment  and  recreation,  as  well  as  med- 


ical aspects. 

Chairman  of  this  subcommittee  is  Senator 
Pat  McNamara,  Detroit  Democrat.  Other 
Democrats  are  Senators  John  Kennedy  of 
Massachusetts,  Joseph  Clark  of  Pennslyvania 
and  Jennings  Randolph  of  West  Virginia,  Re- 
publicans are  Senators  Everett  Dirksen  of 
Illinois  and  Barry  Goldwater  of  Arizona. 

5.  At  the  same  time,  three  members  of  the 
standing  health  subcommittee  of  the  Hill 
Committee,  Senators  Jacob  K.  Javits  of  New 
York,  Clifford  B.  Case  of  New  Jersey  and 
John  Sherman  Cooper,  all  Republicans,  asked 
Congress  to  authorize  a two-year  study  of  the 
health  problems  of  the  entire  population.  If 
approved  by  Congress,  the  investigation 
would  look  into  the  quality  and  quantity  of 
health  services,  problems  of  extending  health 
insurance,  special  problems  of  the  aged  and 
minority  groups,  and  the  distribution  of 
health  services. 


PENETRATING  LARYNGEAL  WOUND 
WITH  UNCOMPLICATED  RECOVERY-- 

(Continued  from  Page  90) 

14.  Cliff,  W.  M.,  Shrapnel  Lesion  of  the  Larynx. 
Eye,  Bear,  Nose  and  Throat  Monthly,  33:228, 
Apirl  1954. 

15.  Thompson,  St.  C.,  and  Negus,  V.  E.,  Diseases  of 
the  Nose  and  Throat,  Appleton-Century-Crofts, 
Inc.,  New  York,  Ed.  5,  1947,  pp.  546-49. 


A LIMITED  SURVEL  OF  HUMAN  SERA 
FOR  COMPLEMENIFIXING  ANTI- 
BODIES AGAINST  ARTHROPOD- 
BORNE  ENCEPHALITIS  VIRUSES— 

(Continued  from  Page  98) 

Pub.  Health,  48:336-343. 

2.  Hammon,  W.  McD.  1956  Encephalitis,  in  Diag- 
nostic Procedures  for  Viral  and  Rickettsial 
Diseases,  American  Public  Health  Association, 
Second  Edition,  New  York. 

3.  Burnet,  F.  M.  1955  Principles  of  Animal  Viro- 
logy.  pp.  234-235.  Academic  Press,  Inc.,  New 
York. 
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This  is  your 

MEDICAL  ASSOCIATION 


DR.  H.  RUSSELL  BROWN 
SURGICAL  PREXY 

Dr.  H.  Russell  Brown, 
Watertown,  was  elected 
president  of  the  South  Da- 
kota Chapter  of  the  Amer- 
ican College  of  Surgeons  at 
the  meeting  January  17,  in 
Huron.  Dr.  Brown  succeeds 
Dr.  L.  C.  Askwig  of  Pierre. 
Also  elected  was  Dr.  Wallace 
Arneson  of  Sioux  Falls,  who 
was  made  secretary.  Speak- 
ers on  the  program  included 
Dr.  Arneson;  Dr.  Davitt  Fel- 
der and  Dr.  Lloyd  McLean  of 
St.  Paul;  and  Drs.  Kendall 
Burns,  Robert  Nelson,  G.  I. 
W.  Cottam,  and  Robert  Van 
Demark,  all  of  Sioux  Falls. 
About  fifty  physicians  at- 
tended the  meetings. 


AMERICAN  GOITER 
ASSN.  MEETING 

This  meeting  will  be  held 
in  the  Drake  Hotel,  Chicago, 
Illinois,  April  30,  May  1 and 
2.  The  program  for  the  three 
day  meeting  will  consist  of 
papers  and  discussion  deal- 
ing with  the  thyroid  gland, 
its  physiology,  pharmacology, 
pathology  and  therapy. 


CANTON  CHAMBER 
NAMES  DR.  PARKE 
"MAN  OF  THE  YEAR" 

Dr.  L.  L.  Parke,  general 
practitioner  in  Canton  for 
forty-six  years,  was  named 
“Man  of  the  Year”  by  the 
Canton  Chamber  of  Com- 
merce at  its  annual  banquet 
at  the  Masonic  Temple  on 
Thursday,  January  8.  Dr. 
Parke  received  a lapel  pin 
proclaiming  him  as  “1958 
Man  of  the  Year.”  Dr.  Parke 
was  born  in  Lincoln  Town- 
ship in  Lincoln  County  the 
year  that  South  Dakota  be- 
came a State,  and  with  the 
exception  of  four  years  at 
the  University  of  Illinois  has 
lived  in  Canton,  since  he 
started  high  school  in  1905. 
He  has  been  mayor  of  the 
town,  a member  of  the  City 
Council,  and  served  a num- 
ber of  terms  as  Republican 
County  Chairman. 


PAN-PACIFIC 
SURGICAL  ASS'N 
MEET 

The  Eighth  Congress  of  the 
Pan-Pacific  Surgical  Associa- 
tion will  be  held  in  Honolulu, 


Hawaii,  Sept.  28  through 
October  5 in  1960. 

All  members  of  the  profes- 
sion are  cordially  invited  to 
attend  and  are  urged  to  make 
arrangements  as  soon  as  pos- 
sible if  they  wish  to  be  as- 
sured of  adequate  facilities. 

An  outstanding  scientific 
program  by  leading  surgeons 
promises  to  be  of  interest 
to  all  doctors.  Nine  surgical 
specialty  sections  are  held 
simultaneously. 

Further  information  and 
brochures  may  be  obtained 
by  writing  to  Dr.  F.  J.  Pin- 
kerton, Director  General  of 
the  Pan-Pacific  Surgical  As- 
sociation, Suite  230,  Alexan- 
der Young  Building  Hono- 
lulu 13,  Hawaii. 


NEWS  NOTES 
Dr.  Carl  Bridge,  who  form- 
erly practiced  at  Beresford, 
has  recovered  from  polio 
with  which  he  was  struck 
last  summer  while  serving  in 
the  Army  at  Fort  Sam  Hous- 
ton. He  is  in  the  Neurosur- 
gical Department  at  Brook 
Army  Hospital  in  Texas. 
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Dr.  E.  D.  Cowen,  longtime 
physician  in  Cottonwood, 
now  lives  in  Roaring  Springs, 
Pennsylvania,  after  spending 
the  last  few  years  since 
leaving  Cottonwood,  in  Flor- 
ida. He  is  now  living  with  a 
niece. 

H=  * 

Received  a report  that  Dr. 
John  A.  Dillon  formerly  of 
Rapid  City  and  Ellsworth 
Air  Force  Base,  passed  away 
November  18,  1958,  at  Austin, 
Texas. 

* * 

The  Seventh  District  Med- 
ical Society  met  at  Giovannis 
in  Sioux  Falls  on  Tuesday, 
February  3rd  to  hear  Dr. 
George  Loomis  of  the  Uni- 
versity of  Nebraska  speak  on 
“Acute  Renal  Failure.” 

* * * 

Dr.  Henry  Sydow  has  left 
Yankton  State  Hospital  and 
has  joined  the  staff  of  Mis- 
souri State  Hospital  at  Ful- 
ton, Missouri. 

* * 

Dr.  Wendell  White.  one- 
time Faith,  S.  D.  physician 
is  located  at  Lynwood,  Calif. 
^ ^ 

Dr.  Forrest  F.  Schraeder 

has  joined  the  staff  of  the 
Homestake  Hospital  in  Lead. 
* * * 

Dr.  Robert  Kelley  has  left 
the  staff  of  the  Homestake 
Hospital  and  is  now  located 
in  Beemer,  Nebraska. 

* * * 

Dr.  E.  T.  Nishimura,  form- 
erly at  Midland,  S.  D.  is  now 
with  the  Atomic  Bomb  Cas- 
ualty Commission,  but  plans 
to  join  the  staff  at  North- 
western University  in  July. 


S.  D.  PIONEER 
WRITES  MEMOIRS 

A long  time  doctor  at 
Mobridge  recently  completed 
a book  on  being  a doctor  in 
the  Dakotas  during  pioneer 
days. 

Eighty-seven-year-old  Doc- 
tor L.  C.  Shockey  recalls  the 
great  depression  of  the  early 
90’s  when  Grover  Cleveland 
was  president  in  his  book  en- 
titled “Prairie  Doctor  of  the 
Dakotas.” 

Shockey  was  born  at  Clin- 
ton, la.,  and  received  his  first 
formal  education  from  a 
prominent  woman  suffragist, 
Carrie  Chapman  Catt. 

Shockey,  who  served  60 
years  as  a physician,  tells  of 
treating  the  Indians  who 
lived  in  the  area  and  receiv- 
ing horses  for  his  fee. 

Shockey  retired  and  moved 
to  Mobridge  some  years  ago. 

The  book  is  being  edited 
by  Myrna  Cotton  of  Miller. 


25th  ANNUAL  MEETING 
SILVER  ANNIVERSARY 

The  American  College  of 
Chest  Physicians  will  hold  its 
Silver  Anniversary  meeting 
at  the  Ambassador  Hotel, 
Atlantic  City,  June  3-7,  1959. 
The  scientific  program  will 
include  prominent  speakers 
on  all  aspects  of  heart  and 
lung  diseases.  In  addition  to 
formal  presentations,  there 
will  be  a number  of  sym- 
posia, round  table  luncheon 
discussions,  postgraduate 
seminars,  and  motion  pic- 
tures. 


MORRELLS  AID 
HEART  FUND 

John  Morrell  & Company, 
through  its  Red  Heart  Dog 
Food  Division,  has  conducted 


a nation-wide  promotion  for 
the  benefit  of  the  1959  Heart 
Fund  campaign.  The  profit 
on  every  can  of  Red  Heart 
dog  food  purchased  between 
February  22  and  March  14, 
was  contributed  to  the  Heart 
Fund  and  an  audit  was  made 
by  an  independent  account- 
ing firm  to  determine  just 
exactly  how  much  that 
money  should  be.  The  funds 
have  been  turned  over  to  the 
American  Heart  Association 
and  distributed  to  the  state 
affiliates  on  an  equitable 
basis. 


AMERICAN  BOARD  OF 
OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  exam- 
inations (Part  H),  oral  and 
clinical  for  all  candidates  will 
be  conducted  at  the  Edge- 
water  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board 
from  May  8 through  19,  1959. 
Formal  notice  of  the  exact 
time  of  each  candidate’s  ex- 
amination will  be  sent  him  in 
advance  of  the  examination 
dates. 

Candidates  who  partici- 
pated in  the  Part  I Examina- 
tions will  be  notified  of  their 
eligibility  for  the  Part  H Ex- 
aminations as  soon  as  pos- 
sible. 

The  deadline  date  for  the 
receipt  of  new  and  reopened 
applications  for  the  1960  ex- 
aminations is  August  the 
first,  1959.  Candidates  may 
submit  their  applications  at 
any  time  before  that  date. 
More  information  may  be 
obtained  by  writing  to  the 
Secretary: 

Robert  L.  Faulkner,  M.D. 

Secretary-Treasurer 

2105  Adelbert  Road 

Cleveland  6,  Ohio 
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MIDDLE  STATES 
PUBLIC  HEALTH 
ASSOCIATION 

Health  workers  from  12 
states  will  meet  together 
April  1-3  at  Des  Moines, 
Iowa’s  Hotel  Savery  when 
the  MIDDLE  STATES  PUB- 
LIC HEALTH  ASSOCIA- 
TION holds  its  10th  annual 
meeting  in  the  city  of  its 
formation. 

Some  500  or  more  persons 
from  a 12-state  area  are  ex- 
pected to  attend  this  health 
convention  which  is  an  ob- 
servance of  two  birthdays  — 
the  tenth  anniversary  of  the 
group,  which  was  organized 
in  Des  Moines  in  1949  and  is 
meeting  here  for  the  first 
time  since  its  formation  — 
and  the  first  meeting  of  the 
group,  since  it  officially  be- 
came a branch  of  the  Amer- 
ican Public  Health  Associa- 
tion in  1958. 

With  the  central  theme, 
“Let’s  Get  Together,”  this 
convention  is  in  conjunction 
with  the  Iowa  Public  Health 
Association’s  annual  meet- 
ing. The  program  includes 
many  vital,  timely  health 
topics,  highlighted  by  num- 
erous speakers  with  national 
reputations  in  their  respec- 
tive fields. 

Presentations  and  discus- 
sions cover  such  areas  as  en- 
vironmental sanitation,  lab- 
oratory, epidemiology,  and 
preventable  diseases;  nutri- 
tion, dental  health,  and  ma- 
ternal and  child  care;  school 
and  community  health  edu- 
cation; public  health  nursing, 
and  vital  statistics  and  rec- 
ords. 

Fred  Long,  M.D.,  Peoria, 
Illinois,  Middle  States’  presi- 
dent, will  present  the  presi- 
dential address,  followed  by 


the  keynote  speaker.  Art 
Holtz,  also  of  Peoria.  Mr. 
Holtz,  a consumer  of  public 
health  services,  is  considered 
an  outstanding  speaker. 

The  executive  director  of 
the  American  Public  Health 
Association,  Dr.  Berwyn  F. 
Mattison,  will  discuss  ways 
in  which  the  MSPHA  can 
work  together  with  the 
APHA  on  mutual  problems 
in  the  12-state  area. 

Many  other  speakers,  all 
authorities  in  their  particular 
health  area,  will  be  present 
and  contribute  their  exper- 
iences. 

Dr.  Walter  L.  Bierring, 
former  Iowa  health  commis- 
sioner, was  the  first  Middle 
States’  president  when  this 
organization  was  formed  10 
years  ago.  States  included  in 
Middle  States  are:  Illinois, 
Indiana,  Iowa,  Kansas,  Mich- 
igan, Minnesota,  Missouri, 
Nebraska,  North  Dakota, 
Ohio,  South  Dakota  and  Wis- 
consin. 


NEWS  NOTES 

M.  L.  Spain,  M.D.,  Rapid 
City,  will  join  the  Rapid  City 
Medical  Center,  March  1. 
Dr.  Spain  has  practiced  in 
South  Dakota  25  years  of 
which  17  have  been  in  Rapid 
City. 

* * * 

C.  Stanley  Larson,  M.D., 

Sioux  Falls,  has  been  selected 
to  receive  an  Honorary  fel- 
lowship in  the  American  Col- 
lege of  Radiology. 

* * 

Senator  Karl  Mundt  has 
filed  Senate  Bill  936,  which 
amends  the  Hill  Burton  Act 
to  make  mental  health  clinics 


eligible  for  grant  assistance. 
Companion  bill  HR  4032  was 
introduced  in  the  House  by 
Representative  George  Mc- 
Govern. 

* 4:  * 

The  American  College  of 
Radiology  held  its  annual 
meeting  at  the  Drake  Hotel 
in  Chicago,  February  4,  5, 
and  6. 


REHAB  GROUP 
SETS  PRINCIPLES 

At  the  36th  annual  session 
of  the  American  Congress  of 
Physical  Medicine  and  Re- 
habilitation, a set  of  prin- 
ciples was  adopted  to  guide 
the  group.  Amongst  the  other 
principles  which  affirm  their 
adherence  to  the  Principles 
of  Medical  Ethics  of  the 
AM  A;  they  also  indicate  that 
the  responsibility  to  the  pa- 
tient is  the  first  obligation; 
that  they  will  stand  ready  to 
make  available  their  skills  to 
their  colleagues;  that  they 
will  do  their  utmost  to  pro- 
tect the  profession  and  its’ 
specialty  against  physicians 
deficient  in  moral  character 
or  professional  competence. 

Copies  of  the  Principles 
can  be  obtained  from  the 
American  Congress  of  Phys- 
ical Medicine  and  Rehabilita- 
tion, 30  North  Michigan  Ave., 
Chicago  2,  Illinois. 


NEWS  NOTE 

The  Association  of  Amer- 
ican Physicians  and  Surgeons 
will  meet  in  Fort  Worth, 
April,  2,  3,  and  4.  Dr.  A.  P. 
Peeke  of  Volga,  is  the  South 
Dakota  member  of  the  House 
of  Delegates  of  the  group. 
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HOSPITAL  STAY 
SURVEYED  BY 
HEALTH  DEPARTMENT 
More  than  16,738,000  people 
spent  varying  periods  in 
short-stay  hospitals  for  a 
total  of  over  143,322,000  hos- 
pital days  during  the  year 
ending  June  30,  1958,  a new 
report  by  the  U.  S.  National 
Health  Survey  disclosed  to- 
day. 

For  this  report,  the  sur- 
veyed population  consisted  of 
the  civilian  noninstitutional 
population  of  the  country. 
The  data  refer  to  persons  in 
this  population  group  who 
were  discharged  from  the 
hospitals  during  the  year. 
The  short-stay  hospitals  in- 
clude general,  maternity,  and 
other  types  of  hospitals  in 
which  most  patients  stay  for 
less  than  30  days. 


The  number  of  patients 
discharged  from  such  hos- 
pitals averaged  99.4  per  1,000 
of  the  surveyed  population. 
Among  the  group  discharged, 
the  average  length  of  stay 
was  8.6  days. 

Children  under  15  averaged 
295  days  in  the  hospital  for 
each  1,000  persons  in  the  sur- 
veyed population.  This  rate 
increased  to  1,933  hospital 
days  per  thousand  popula- 
tion for  people  75  and  older. 
Among  the  patients  dis- 
charged, the  average  length 
of  stay  increased  from  5.5 
days  for  the  under  15  age 
group  to  15.6  for  those  75  and 
over. 

For  the  male  population, 
the  number  of  days  per  1,000 
persons  was  814.9,  and  the 
average  length  of  stay  was 
11  days.  Among  females  the 
number  of  days  per  1,000  was 


885.7,  but  length  of  stay 
averaged  only  7.2  days.  These 
statistics  reflect  the  fact  that 
childbirth  was  by  far  the 
most  frequent  reason  for  hos- 
pitalization during  the  year, 
while  the  average  length  of 
stay  for  delivery  was  com- 
paratively short. 

Next  to  childbirth,  the  most 
frequent  cause  of  hospital- 
ization was  the  respiratory 
conditions  as  a group.  These 
illnesses  include  tonsil  and 
adenoid  conditions.  They  also 
include  influenza,  and  the 
survey  period  included  the 
months  of  the  Asian  influ- 
enza epidemic. 

These  figures  are  derived 
from  the  continuing  house- 
hold interviewing  conducted 
on  a sample  basis  by  the 
Bureau  of  the  Census  for  the 
Public  Health  Service  as  a 
part  of  the  Health  Survey. 

The  report  does  not  include 
persons  hospitalized  in  in- 
stitutions such  as  mental  hos- 
pitals, where  stays  are  gen- 
erally of  considerable  dura- 
tion. Nor  does  the  report  in- 
clude the  hospital  experience 
of  any  family  members  who 
died  during  the  year  prior  to 
the  household  interview; 
only  the  hospital  experience 
of  family  members  living  at 
the  time  of  the  household  in- 
terview is  counted.  The  Sur- 
vey method  also  excludes  an 
unknown  number  of  inpa- 
tients who  were  not  hospital- 
ized overnight. 

About  60  percent  of  the 
hospitalizations  involved  sur- 
gery. Deliveries,  all  of  which 
for  purposes  of  the  survey 
are  counted  as  surgery,  were 
by  far  the  most  frequent 
type  of  operation.  Next  in 
frequency  were  female  gen- 
ital operations;  followed 
closely  by  tonsillectomy 
and/or  adenoidectomy. 


for  the  Highway  Traveler 
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CLEARWATEIR  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  whan  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach,  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . ■ living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  , . . room 

telephones,  television  , . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  youM! 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulf  way  Blvd.  South 

Clearwater  Beach,  Florido 


FREE’  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 
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Tetracycline  with  Citric  Acid  LEDERLE 


a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 
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SOUTH  DAKOTA 


NURSING  ANNUAL 
CONVENTION 


The  South  Dakota  League 
for  Nursing  Annual  Conven- 
tion will  be  Tuesday  and 
Wednesday,  April  21  and  22 
and  the  South  Dakota  Hos- 
pital Association  will  have  its 
Spring  Conference  April  22 
and  23. 

Both  of  these  meetings 
will  be  held  at  the  Marvin- 
Hughitt  Hotel,  Huron,  South 
Dakota. 


The  Wednesday  date  of 
April  22  was  chosen  by  both 
Associations  for  their  meet- 
ings so  as  to  have  a joint  pro- 
gram meeting  and  banquet 
that  evening. 

The  League’s  meeting  on 
Tuseday  will  include  a panel 
‘’Civil  Defense — As  It  affects 
me,”  a business  meeting  and 
the  SDLN  Departments  pro- 
gram meetings.  Hi-lights  of 


the  joint  program  session  on 
Wednesday  will  include  Miss 
Edna  Fagen  from  National 
League  for  Nursing  speaking 
on  “Accreditation  of  Schools 
for  Nursing,”  a panel  on 
proper  Utilization  of  the  Li- 
censed Practical  Nurse  in  the 
Care  of  the  Patient,  and  a 
symposium  on  Hospital  In- 
fections with  Dr.  John  Rowe, 
Kansas  City,  as  moderator 
and  Dr.  Sanford  M.  Farrar, 
Philadelphia,  Pa.,  Miss  Mar- 
garet Thomas  and  Mrs.  Jen- 
nie Rakich  of  the  Commun- 
icable Disease  Center,  At- 
lanta, Georgia  as  symposium 
participants.  Wednesday  will 
be  climaxed  by  a joint  ban- 
quet of  both  Associations  at 
the  Elks  Ballroom  at  the 
Marvin  Hughitt  Hotel. 

The  Hospital  Association 
meeting  on  Thursday  will 
have  as  speakers  Donald 
Kurvink,  Chief,  Occupational 
and  Radiological  Section, 
South  Dakota  Department  of 
Health,  Pierre,  speaking  on 
the  Radiation  Protection 
Program  and  Bruce  Woolery, 
Vice  President,  Argonaut 
Insurance  Company,  Menlo 
Park,  California,  speaking  on 
Liability  Insurance  Programs 
for  Hospitals.  The  SDHA 
business  meeting  will  be  on 
Thursday  afternoon. 


PEDIATRIC  ADVANCES 

May  25  through  29,  1959. 

The  curriculum  will  con- 
sist of  clinics,  demonstrations 
and  panel  discussions  in 
selected  aspects  of  contem- 
porary pediatrics  in  which 
important  advances  are  being 
made.  Total  attendance  is 
limited.  Registration  fee  will 
be  refunded  if  the  registrant 
later  finds  it  impossible  to  at- 
tend. TUITION:  $115.00. 
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PENICILLIN  AND  ANTIBIOTIC 
REACTIONS* 

By 

Randall  B.  Tinker.  Ph.D.** 


It  is  an  established  fact  that  each  one  of  us 
and  every  other  living  soul  upon  this  earth  is, 
has  been,  or  at  some  time  may  become  sen- 
sitized to  one  or  more  chemical  materials. 
This  may  happen  either  by  chance,  accident, 
or  purposeful  intent.  The  degree  of  sensitiza- 
tion produced  in  or  hypersensitivity  acquired 
by  the  individual  varies  greatly  from  drug 
to  drug  and  from  individual  to  individual. 

Prior  to  any  discussion  of  hypersensitive 
reactions  it  is  well  to  consider  the  types  of 
manifestations  ellicited  in  a “response.”  The 
general  type  manifestation  is  that  of  urticaria, 
accompanied  by  sneezing,  watering  of  the 
eyes  and  subsequent  dermatologic  eruption 
in  the  form  of  a rash.  Vertigo,  nausea,  fever 
and  asthmatic  symptoms  are  often  evident. 
These  manifestations  are  commonly  referred 
to  as  allergic  responses  or  drug  sensitization. 
All  too  often  these  allergic  manifestations 
herald  a state  of  hypersensitivity  induced  by 
an  initial  small  dose  of  a drug  or  a sensitizing 
''ose.  This  state  of  hypersensitivity  so  induced 
by  the  sensitizing  dose  is  designated  as  ana- 
phylaxis and  the  reaction  produced  by  the 

*Paper  presented  before  the  Florida  Society  of 
Hospital  Pharmacists  Annual  Meeting,  West 
Palm  Beach,  Florida,  November,  1958. 

**Dr.  Tinker  is  Assistant  Professor  of  Pharmacy, 
University  of  Florida  College  of  Pharmacy, 
Gainesville,  Florida  and  Secretary-Treasurer  of 
the  Florida  Society  of  Hospital  Pharmacists. 


second,  or  shocking  dose,  is  anaphylactic 
shock. 

The  phenomenon  of  anaphylaxis  was  orig- 
inally a laboratory  artifact  in  that  it  resulted 
from  a purposeful  inoculation  of  antigen  into 
the  tissues,  and  shock  was  produced  by  a sub- 
sequent inoculation  of  a relatively  large 
amount  of  antigen.  It  was  artificial  in  that 
it  occurred  only  under  conditions  set  up  by 
man  in  the  experimental  inoculation  of  an- 
imals and  humans.  Unfortunately,  and  trag- 
ically so,  anaphylaxis  is  no  longer  a labora- 
tory plaything,  purposefully  induced.  Rather 
it  has  become  an  ugly  beast  loosed  upon  un- 
suspecting victims! 

Serum  sickness  is  perhaps  best  regarded 
as  a form  of  anaphylaxis  in  man,  but  only  a 
small  part  of  the  manifestations  of  hypersen- 
sitivity are  those  of  serum  sickness,  and  the 
remainder  may  be  grouped  under  the  general 
head  of  allergy.  Like  anaphylactic  shock,  an 
allergic  reaction  is  a consequence  of  the  union 
of  an  antigen  or  allergen  with  a sessile  body. 

There  are  a number  of  differences  between 
anaphylaxis  and  allergy  which  are  rather  of 
degree  than  of  kind.  Allergy  is  naturally  ac- 
quired while  anaphylaxis  is  artificially  pro- 
duced; allergy  is  often  a hypersensitivity  to 
non-protein  antigens  while  anaphylaxis  is 
rarely  so;  allergenic  hypersensitivity  is  of 
long  duration  while  that  of  anaphylaxis  is 
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limited;  and  desensitization  is  usually  dif- 
ficult and  incomplete  in  allergy  but  effective 
in  anaphylaxis. 

It  is  clear  that  anaphylaxis  rests  on  an  im- 
munological basis  and  that  shock  is  the  result 
of  an  antigen-antibody  relationship.  The  most 
widely  accepted  theory  depends  on  the  as- 
sumption that  the  intracellular  union  of  an- 
tigen and  antibody  results  in  the  release  of 
I histamine.  That  the  reaction  produced  by  the 
; inoculation  of  histamine  is  indistinguishable 
from  anaphylactic  shock  is  evidence  for  this 
theory.  Tissues  affected  in  anaphylactic 
shock  likewise  show  the  highest  content  of 
histamine.  In  addition,  many  substances 
showing  antihistaminic  activity  appreciably 
modify  anaphylactic  shock,  especially  epine- 
phrine and  ephedrine. 

Experience  to  date  indicates  that  on  a 
clinical  level  the  most  active  drug  types  re- 
sponsible for  the  formation  of  antibody- 
antigen  complexes  are  benzene  ring  com- 
pounds with  a labile  amino  group  or  an  at- 
tached chlorine  atom.  Included  in  this  group 
are  sulfonamides,  PAS,  procaine,  amino- 
pyrine,  butazoladine,  all  of  which  are  ben- 
1 zamine  derivatives.  It  is  also  a notable  fact 
, that  the  incidence  of  severe  penicillin  re- 
actions increased  strikingly  when  procaine 
: penicillin  was  substituted  for  the  various 
crystalline  penicillins.  We  should  remember, 
however,  that  severe  reactions  to  all  forms 
! of  penicillin  are  seen. 

; It  would  be  senseless  to  enumerate  case 
histories  where  anaphylactic  shocks  have  re- 
sulted from  prior  sensitizations  to  penicillin. 
Possibly  I emphasize  penicillin  too  much,  yet, 
in  a search  of  the  literature  only  three  cases 
were  found  where  anaphylactic  shock  re- 
sulted from  the  injection  of  a therapeutic 
dose  of  an  antibiotic  other  than  penicillin. 
Such  mishaps  have  been  caused  by  Salk  anti- 
polio vaccine  which  was  shown  to  have  a 
minute  amount  of  residual  penicillin  present. 
Steps  have  been  taken  to  make  absolutely 
j certain  that  current  Salk  vaccine  production 
is  penicillin-free. 

Anaphylactic  shock  has  resulted  from  in- 
gested meat  and  eggs  obtained  from  livestock 
showing  a history  of  penicillin  therapy.  An 
investigation  resulted  in  the  Federal  Food 
and  Drug  “Residues  Act”  which  makes  it 
mandatory  that  the  edible  portions  of  animals 
be  free  of  drug  residues  or  drug  effect  at  the 


time  of  slaughtering. 

In  all  cases  examined  it  seems  that  peni- 
cillin is  the  chief  offender,  at  the  fatal  level. 
Drug  reactions  of  the  allergic  type  do  occur, 
however,  with  other  antibiotics  and  with 
most  chemical  compounds. 

We  know  that  meticulous  care  is  taken 
when  administering  Tetanus  Anti-Toxin; 
skin  testing  is  routine.  This  routine  has  re- 
sulted as  an  outgrowth  of  demand  by  both 
physicians  and  the  public  that  something  be 
done  to  guard  against  fatal  anaphylactic  re- 
actions to  horse  serum.  Should  not  this  de- 
mand also  grow  out  of  fatal  reactions  to 
penicillin?  Various  skin  testing  techniques 
and  tests  have  been  developed  for  the  detec- 
tion of  sensitization  to  penicillin  and,  al- 
though they  are  not  much  better  than  50  per 
cent  indicative,  the  writer  believes  that  they 
are  better  than  nothing.  It  is  only  recently 
that  physicians  have  begun  to  ask  patients 
if  they  have  ever  before  shown  reaction  to 
penicillin  or  even  if  they  have  ever  used  or 
taken  penicillin.  This  shows  that  there  is  a 
gradual  awakening  by  physicians  to  the  fact 
that  some  of  these  anaphylactic  fatalities 
may  be  avoided. 

Now,  how  can  we  as  hospital  pharmacists 
assist  in  culturing  this  awakened  conscious- 
ness? There  are  several  ways  in  which  we 
may  assist.  First,  if  the  hospital  is  large 
enough  to  publish  a “house  organ”  for  em- 
ployees, summaries  of  articles  or  abstracts  of 
cases  may  be  cited  to  advantage.  Second,  in 
hospitals  where  the  hospital  pharmacist  is 
charged  with  the  chore  of  teaching  pharma- 
cology or  in  fact  any  subject,  to  student  nur- 
ses, the  subject  of  hypersensitivity  may  be 
discussed  to  advantage. 

A third  means  of  keeping  hospital  personnel 
aware  of  the  problem  is  through  the  Phar- 
macy and  Therapeutics  Committee.  The  hos- 
pital pharmacist,  as  secretary  of  this  com- 
mittee, may  easily  place  the  subject  on  the 
agenda  for  meetings. 

In  two  large  eastern  hospitals  the  hospital 
pharmacist  is  charged  with  teaching  a course 
in  prescription  writing  to  medical  students 
and  internes.  Here  is  a golden  opportunity 
to  throw  in  a punch  against  low  dosages  of 
antibiotics  of  external  use  of  antibiotic  prep- 
arations without  adequate  internal  medica- 
(Continued  on  Page  127) 
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CONSUMER  SPENDING  FOR  MEDICAL 
CARE 


As  part  of  their  rising  stanciard  of  living, 
American  consumers  today  are  spending 
more  money  on  medical  care  than  ever  before 
in  their  history.  Medical  care  as  used  in  this 
article  is  defined  as  the  entire  gamut  of  per- 
sonal health  services  purchased  by  private  in- 
dividuals; hospital  services,  drug  and  med- 
icines, appliances,  services  of  physicians  and 
dentists,  etc.  Spending  by  government  at  all 
levels,  business,  and  philanthropy  is  excluded. 
Part  of  the  increase  reflects  merely  popula- 
tion growth  and  the  rise  in  prices  for  medical 
care;  but  even  on  a per  capita  basis,  and  with 
prices  held  constant,  medical  spending  has  in- 
creased. For  his  larger  outlay,  the  American 
consumer  today  receives  a greater  quantity 

Chort  f 

Personoi  Consumption  Expenditures  lor  Medical  Core 
United  Stotes,  1929-57 

Dollars 
(in  billions) 


Source  National  Income  Division,  U.  S.  Department  of  Com- 
merce, published  and  unpublished  data. 


and  variety  of  medical  services,  while  the 
quality  of  these  services  has  improved. 

Along  with  the  rise  in  medical  spending  has 
come  a substantial  shift  in  the  relative  pro- 
portions spent  for  the  various  services  which 
comprise  medical  care.  Today  proportionately 
more  than  formerly  is  being  spent  for  hos- 
pitals, for  the  costs  of  health  insurance,  and 
for  ophthalmic  products  and  orthopedic  ap- 
pliances. On  the  other  hand,  a small  share  of 
the  medical  care  dollar  now  goes  for  phys- 
icians, dentists,  and  other  professional  ser- 
vices, while  that  for  drug  preparations  and 
sundries  has  been  relatively  constant. 

Underlying  the  increases  in  medical  spend- 
ing has  been  the  income  rise  in  recent  years. 
Nevertheless,  spending  for  medical  care  has 
increased  proportionately  more  than  income. 
Medical  spending  is  now  a more  important 
part  of  the  family  budget  than  ever  — that 
is,  it  represents  a larger  share  of  the  nation’s 
personal  expenditures  on  consumption  for  all 
goods  and  services. 

In  1929  Americans  disbursed  almost  $3  bil- 
lion as  aggregate  personal  consumption  ex- 
penditures for  medical  care.  For  1929-47,  data 
are  those  published  in  U.  S.  Department  of 
Commerce,  Survey  of  Current  Business,  Na- 
tional Income  Supplement,  1954  Edition.  All 
later  data  on  medical  expenditures  are  from 
the  recently  revised,  unpublished  estimates 
by  the  same  agency.  Over  the  next  four  years. 
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as  economic  activity  in  general  contracted, 
annual  expenditure  dropped  by  about  one- 
third,  reaching  a low  just  under  $2  billion  in 
1933.  In  the  following  year  it  picked  up,  and 
it  has  increased  each  year  since  then  (see 
Chart  I),  a record  unequalled  by  10  of  the  12 
major  groups  of  personal  consumer  expen- 
ditures. By  1957  the  total  had  reached  $15 
billion,  about  five  times  as  high  as  in  1929. 
If  spending  by  government,  business,  and 
philanthropic  agencies  is  included,  the  total 
is  estimated  at  $20.5  billion.  (I.  C.  Merriam, 
“Social  Welfare  Expenditures  in  the  United 
States,  1956-57,”  Social  Security  Bulletin,  21, 
10:22  (October,  1958).  From  1929  through  1957 
the  aggregate  volume  of  medical  care  spend- 
ing increased  annually  at  an  average  rate  of 
6 per  cent.  All  average  annual  rates  of  in- 
crease cited  in  this  article  are  computed  by 
the  compound  interest  formula  applied  to 
terminal  points. 


Chan  II 

Personal  Consumption  txpenditures  for  Medical  Care 
Per  Capita  and  in  Constant  Dollars  (1947-49  — 100)* 

United  States,  Selected  Years 

Dollars 

1929  1933  1941  1945  1948  1957  _ 

‘Adjusted  to  the  civilian  (including  institutional)  population 
and  to  the  medical  care  component  of  the  Consumer  Price 
Index  of  the  U.  S.  Bureau  of  Labor  Statistics  (1947-49  = 100). 
Source:  Various  reports  by  National  Income  Division  and 
Bureau  of  the  Census,  U.  S.  Department  of  Commerce,  and 
Bureau  of  Labor  Statistics,  U.  S.  Department  of  Labor. 


Part  of  the  increase  in  the  total  volume  of 
medical  care  spending  stems  from  the  steady 
growth  of  the  U.  S.  population.  But  even  on 
a per  capita  basis  medical  expenditures  in- 
creased substantially,  from  about  $24  to  $89 
between  1929  and  1957,  or  4.8  per  cent  per 
year. 

The  increase  in  spending  for  medical  care 
also  represents  the  influence  of  rising  prices. 
However,  with  medical  care  prices  held  con- 
stant on  the  basis  of  changes  in  the  medical 
care  component  of  the  Consumer  Price  In- 
dex, the  increase  in  medical  spending  per 
capita  was  still  substantial  and  represented 


a “real”  increase  in  quantity  of  services  pur- 
chased. The  figure  rose  from  $32.86  in  1929 
to  $64.78  in  1957  (both  in  1947-49  prices),  or 
just  less  than  double  (see  Chart  II).  The  rate 
of  increase  averaged  2.5  per  cent  annually, 
while  the  comparable  rate  for  real  gross  na- 
tional product  per  capita  was  1.7  per  cent. 

The  Components  of  Medical  Spending 

Growth  in  medical  spending  since  1929  re- 
flects a rise  in  spending,  not  only  for  the 
total,  but  also  for  each  major  component  of 
the  medical  care  aggregate,  both  in  gross  and 
per  capita  terms.  This  growth  also  reflects 
marked  shifts  in  the  relative  amounts  spent 
on  some  components,  and  sometimes  in  their 
rank  order. 

Thus  for  the  services  of  physicians,  largest 
of  the  components  from  1929  through  1954, 
spending  rose  from  $959  million  in  1929  to 
$3,693  million  in  1957,  and  on  a per  capita 
basis  from  $7.89  to  $21.93.  But  although  im- 
pressive, this  increase  was  far  overshadowed 
by  those  of  the  other  components.  The  share 
of  spending  for  physicians  in  the  medical  care 
dollar  dropped  from  32.6  to  24.5  cents  (see 
Chart  III),  and  its  rank  from  first  to  second. 

In  contrast,  spending  for  hospitals  (com- 
prises the  current  expenditures  of  nonprofit 
hospitals  and  payments  by  patients  to  pro- 
prietary hospitals  and  sanitariums)  ranked 
fourth  in  1929  (after  physicians,  drugs,  and 
dentists)  but  gained  steadily  and  since  1955 
has  been  in  first  place.  Its  volume  grew  from 
$403  million  in  1929  to  $3,884  million  in  1957, 
on  a per  capita  basis  from  $3.31  to  $23.07.  In 
1929  spending  for  hospitals  accounted  for  only 
13.7  cents  of  the  medical  care  dollar,  but  by 
1957  its  share  was  nearly  double  at  25.8. 

In  like  manner,  expenditures  to  cover  the 
costs  of  providing  hospitalization  and  medical 
care  insurance  rose  from  $108  million  in  1929 
to  $1,064  million  in  1957,  from  89  cents  per 
capita  to  $6.32.  This  includes  premiums  less 
claims:  accident  and  health  insurance,  mutual 
accident  and  sick  benefit  associations,  and 
group  hospitalization  associations.  It  also 
covers  administrative  and  medical  expenses 
of  group  health  associations  and  student  fees 
for  medical  care.  It  includes  costs  of  insurance 
against  loss  of  income  due  to  illness.  This 
component  rose  at  a slightly  higher  rate  than 
hospitals,  although  in  dollar  volume  the 
amount  of  increase  was  far  less,  since  it  began 
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at  a much  lower  figure.  It  moved  from 
seventh  to  fifth  place  and  its  share  of  the 
medical  care  dollar  also  almost  doubled,  from 
3.7  to  7.1  cents.  Another  component  which 
rose  relatively  was  spending  for  ophthalmic 
products  and  orthopedic  appliances. 

For  drug  preparations  and  sundries,  volume 
of  expenditures  increased  from  $604  million 
to  $3,098  million,  a rise  at  the  same  rate  as 
for  all  components  combined.  This  category 
claimed  20.6  cents  of  the  dollar  in  both  1929 
and  1957,  although  there  was  some  fluctuation 
in  the  interim.  Its  rank  dropped  from  second 
to  third. 

For  dentists’  services,  in  contrast,  even 
though  the  rise  in  volume  from  $482  to  $1,705 
million  was  also  substantial,  the  share  of  the 
medical  dollar  dropped  from  16.4  to  11.3  cents, 
and  its  rank  from  third  to  fourth.  Other  pro- 
fessional services,  including  osteopathic  phys- 
icians, chiropractors,  chiropodists  and  podia- 
trists, private-duty  trained  nurses  and  mis- 
cellaneous curative  and  healing  professions, 
also  rose  in  absolute  volume,  but  declined 
with  relation  to  the  others. 

Not  only  in  current  dollars  but  in  constant 
dollars  as  well,  per  capita  spending  for  each 
major  component  rose  from  1935  to  1957.  But 
the  relative  rates  of  increase  were  consider- 
ably different  than  in  current  dollars.  For 
example,  expenditures  for  hospitals,  phys- 
icians, and  dentists  rose  relatively  least  in 
constant  dollars  between  1935  and  1957, 
averaging  2.8,  3.5,  and  3.8  per  cent  annually, 
respectively.  The  comparable  increases  in 
spending  were  higher  for  ophthalmic  services 
and  orthopedic  appliances,  and  drugs  (each 
5.9  per  cent). 

The  medical  care  component  of  the  Bureau 
of  Labor  Statistics’  Consumer  Price  Index  is 
used  here  to  “deflate”  the  current  dollar 
amounts  of  expenditures.  However,  for  most 
items  it  is  available  only  since  1935;  some  of 
the  expenditure  items  are  not  included;  and 
it  represents  the  price  changes  of  a specific 
“market  basket”  of  medical  care  items  pur- 
chased by  urban  wage  earners  and  clerical 
worker  families.  Nevertheless,  it  is  widely 
used  to  represent  the  price  trends  for  medical 
care. 

These  increases  in  “real”  expenditures  for 
the  major  components  of  medical  care  corres- 
pond generally  to  increases  in  the  quantity 
and  variety  of  services  and  commodities  re- 


ceived by  the  public,  as  indicated  by  data 
from  other  sources  on  the  actual  utilization  of 
these  services.  As  one  example,  in  1928-31  an 
annual  average  of  2.6  out-of-hospital  doctor 
visits  was  reported  for  white  persons  in  this 
country,  but  by  1957  the  comparable  number 
for  the  entire  population  had  risen  to  4.8. 
Similarly,  the  proportion  who  reported  see- 
ing a doctor  at  all  in  the  course  of  a year 
climbed  from  48  to  63  per  cent. 

Also,  the  average  annual  number  of  patient- 
days  in  general  and  special  hospitals  in  the 
United  States  rose  from  0.88  in  1935  to  1.25  in 
1956.  Births  in  hospitals  increased  from  just 
under  800,000  to  about  3.8  million.  And  the 
expansion  in  variety  and  quality  of  all  types 
of  medical  commodities  and  services  (new  and 
better  medications,  appliances,  etc.)  has  been 
widespread. 

Fluciualions  In  The  Rate  Of  Growth 

Although  the  volume  of  medical  care  spend- 
ing increased  between  1929  and  1957,  the  pace 
of  increase  has  been  very  uneven,  responding 
in  substantial  measure  to  social  and  economic 
change.  For  example,  World  War  II  and  its 
aftermath  provided  considerable  impetus  to 
medical  spending,  while  the  periods  of  gen- 
eral economic  contraction  provided  some 
check. 

During  World  War  II,  despite  the  with- 
drawal of  a large  segment  of  the  population 
and  medical  personnel  from  civilian  life,  the 
average  annual  rate  of  increase  in  medical 
spending  reached  about  11  per  cent,  far  ex- 
ceeding the  prewar  rate.  Even  this  was  ex- 
ceeded by  the  15.4  per  cent  of  the  postwar 
years,  reflecting  both  sharp  price  increases  in 
medical  care  and  the  return  of  servicemen 
to  civilian  life.  Even  since  then  the  increase 
has  been  very  rapid,  averaging  7.7  per  cent 
annually. 

However,  when  considered  on  a per  capita 
and  constant  dollar  basis,  the  magnitude  of 
increase  in  these  various  periods,  and  their 
relative  rank  order,  are  vastly  changed.  In 
constant  prices,  increase  in  spending  per 
capita  was  most  rapid  during  the  war  years, 
1941-45  (averaging  8.5  per  cent  annually). 
The  next  most  rapid  increase  took  place  in 
the  prewar  years,  1933-41  (5.5  per  cent).  The 
per  capita  increases  in  constant  prices  during 
the  postwar  years,  1945-48,  and  subsequently, 
1948-57,  have  been  at  much  lower  rates  (3.6 
and  2.3,  respectively). 
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As  with  the  aggregate,  expenditures  on 
most  major  components  of  medical  care  have 
generally  responded  to  changes  in  social  con- 
ditions and  in  the  level  of  economic  activity. 
For  example,  the  highest  rates  of  increase 
for  most  components  occurred  during  the 
war  and  the  immediate  postwar  years.  But 
on  a per  capita  and  constant  dollar  basis,  the 
picture  is  considerably  more  complicated, 
with  great  variation  in  relative  rates  of  spend- 
ing. 

In  the  earlier  years,  contractions  in  the 
general  level  of  economic  activity  resulted  in 
reductions  in  the  volume  of  medical  expen- 
ditures. But  today  even  the  impact  of  re- 
cession is  almost  negligible.  For  example, 
consumer  spending  for  medical  care  in  the 
depression  of  1929-33  declined  over  9 per  cent 
annually.  But  in  each  subsequent  period  of 
economic  recession,  1937-38,  1948-49,  and  1953- 
54,  there  was  actually  an  increase  in  volume, 
and  in  each  at  a progressively  higher  annual 
rate  — 0.6,  3.9,  and  7.7  per  cent,  respectively. 
On  a per  capita  basis,  there  were  increases 
during  the  last  two  of  the  three  recession 
periods.  And  even  for  each  component  of 
medical  spending,  contractions  in  the  general 
economy  have  been  exerting  consistently  less 
influence  in  holding  down  increases  in  recent 
years  in  rates  of  consumer  spending  for  them. 

Medical  Care  Spending  And  Income 

Part  of  the  increase  in  spending  for  med- 
ical care  follows  from  the  increased  income 
of  American  consumers.  Thus  disposable  per- 
sonal income,  i.e.,  income  after  taxes,  rose 
from  $683  per  capita  in  1929  to  $1,812  in  1957, 
nearly  tripling.  Medical  care  spending  in- 
creased less  rapidly  than  disposable  personal 
income  in  the  prewar  period  (0.7  per  cent  for 


Source:  Same  as  Chart  1. 


each  one  per  cent  change  in  income),  but 
more  rapidly  since  World  War  II  (1.4  per  cent 
for  each  one  per  cent),  and  somewhat  more 
rapidly  for  the  period  1929-57  as  a whole. 

Medical  expenditures  constituted  3.5  per 
cent  of  disposable  personal  income  in  1929, 
then  rose  to  4.4  in  1932.  During  the  war  years, 
the  proportion  fell  to  a low  of  3.1  in  1943,  and 
subsequently  rose  again.  By  1957  spending 
for  medical  care  accounted  for  4.9  per  cent  of 
disposable  personal  income,  the  highest  figure 
as  yet  in  this  series  of  data. 

Medical  care  has  also  become  a more  im- 
portant part  of  the  average  individual’s  bud- 
get and  of  his  level  of  living  — i.e.,  it  has  in- 
creased substantially  as  a proportion  of  all 
personal  expenditures  by  consumers.  In  1929 
medical  care  constituted  3.7  per  cent  of  each 
dollar  spent  for  all  consumer  items  (see  Chart 
IV),  but  rose  to  4.3  by  1933.  Between  that 
time  and  1948  the  proportion  fluctuated  irreg- 
ularly between  4.0  and  4.3,  but  thereafter 
the  rise  was  sharp.  By  1957  the  correspond- 
ing figure  was  5.3  per  cent,  an  increase  of  over 
40  per  cent  since  1929. 


Medkol  Coe9  o>  a P9r  Cen*  o<  Afi  P«r»oRol  Consumpfion  ExpendHures 
United  Stoles,  Selected  Years 


Source:  Same  as  Chart  1. 

For  the  consumer,  individually  and  as  a 
member  of  a family  group,  medical  spending 
usually  runs  steadily  higher  when  income  is 
higher.  A Study  of  Consumer  Expenditures 
and  Savings  by  the  Wharton  School  of  Fi- 
nance and  Commerce  in  cooperation  with  the 
U.  S.  Bureau  of  Labor  Statistics  found  that 
urban  families  with  the  low  incomes  in  1950 
spent  very  little  on  medical  care  — $91  was 
the  average  for  families  with  incomes  under 

(Continued  on  Page  127) 
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THE  QUALITY  FACTOR  IN  MEDICAL 
SPENDING 

For  some  years  now  the  volume  of  spend- 
ing by  the  American  public  for  hospital  and 
physicians’  services,  and  other  items  of  med- 
ical care  has  been  rising  faster  than  the  cost 
of  living  as  a whole.  Moreover,  medical 
spending  is  becoming  a more  important  part 
of  the  total  family  budget.  In  1929,  for  ex- 
ample, medical  care  took  3.7  per  cent  of  each 
dollar  spent  for  consumer  items.  The  com- 
parable figure  for  1957  was  5.3  per  cent. 

It  seems  obvious  that  the  American  public, 
increasingly  aware  of  the  value  of  good  med- 
ical care,  is  willing  to  pay  for  it.  Certainly 
it  has  reason  to  be. 

Past  issues  of  PROGRESS  IN  HEALTH 
SERVICES,  published  by  the  Health  Informa- 
tion Foundation,  have  documented  major  im- 
provements in  U.  S.  health  standards  since 
the  start  of  the  century  — such  accomplish- 
ments as  the  tremendous  reductions  in  deaths 
from  infectious  diseases,  declines  in  infant 
and  maternal  mortality,  and  the  virtual  dis- 
appearance of  orphanhood  as  a significant 
social  factor  in  American  life. 

These  are  some  of  the  results  of  our  modern 
system  of  medical  care.  They  reflect  the  in- 
fluence of  improved  training  programs  for 
physicians,  expanded  hospital  facilities,  new 
drugs,  greater  emphasis  on  preventive  med- 
icine, and  dozens  of  other  developments. 

In  the  past,  it’s  true,  pain,  disability,  and 


serious  illness  could  be  faced  at  relatively 
little  expense  — simply  because  there  was 
relatively  little  that  could  be  done  for  a sick 
person.  Now  pain  and  disability  can  often  be 
avoided  and  death  greatly  postponed  — but 
at  the  cost  of  more  visits  to  physicians,  more 
admissions  to  hospitals,  more  use  of  drugs 
and  other  treatments. 

Seen  in  this  light,  recent  increases  in  spend- 
ing for  medical  care  do  not  seem  excessive. 
In  fact,  many  authorities  believe  that  we  do 
not  yet  spend  enough  for  health  items. 

In  particular,  more  could  be  done  to  ward 
off  illnesses  through  such  preventive  meas- 
ures as  regular  physical  checkups  and  im- 
munizations. Preventive  medicine  not  only 
keeps  people  healthier  but  may  even  save 
money  in  the  long  run. 

We  could  also  improve  methods  of  paying 
for  medical  services.  Voluntary  health  in- 
surance has  done  much  to  facilitate  payments, 
but  it  still  finances  too  small  a portion  of  the 
total  medical  care  purchased  by  the  U.  S.  con- 
sumers. Although  broad-coverage  health  in- 
surance would  not  lower  the  nation’s  medical 
bill,  it  would  make  budgeting  easier,  and 
mean  more  adequate  care  for  many  people. 

The  experience  of  the  last  half  century 
shows  clearly  that  increased  expenditures 
lead  to  better  health.  Solely  on  the  basis  of 
personal  comfort,  the  public  is  acting  wisely 
when  it  invests  greater  sums  in  medical 
services. 
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MORE  PEOPLE,  MORE  PROBLEMS 

The  number  of  people  on  earth  increased 
in  1958  by  47,000,000,  according  to  the  Popula- 
tion Reference  Bureau,  a growth  exceeding 
the  total  population  of  all  the  New  England 
states,  plus  those  of  New  York,  New  Jersey, 
Pennsylvania  and  Maryland.  Furthermore, 
says  the  bureau,  if  the  present  birth  rate  per- 
sists, by  1980  the  world  population  will  be 
more  than  four  billion,  an  overwhelming  per- 
centage of  whom  will  be  living  in  what  are 
now  known  in  the  West  as  underdeveloped 
countries. 

The  nutritional  problem  in  this  prospect  is 
obvious.  Less  apparent,  the  Health  News 
Institute  points  out,  is  the  health  problem. 
Millions  of  people  will  be  huddled  together 
under  conditions  which  will  be  open  invita- 
tions to  epidemics  and  medical  disaster. 

In  long-range  anticipation  of  this  popula- 
tion growth,  a score  of  more  of  American 
pharmaceutical  houses  have  in  the  past  year 
announced  plans  to  expand  their  overseas 
operations  on  five  continents,  building  plants, 
hiring  native  personnel,  with  only  American 
know-how  in  local  charge. 

And  perhaps  this  is  the  really  constructive 
kind  of  statemanship.  In  the  long  run,  a 
drug  which  destroys  malaria  in  India  or  kills 
yaws  in  Africa  may  prove  to  be  a more  de- 
cisive weapon  in  winning  the  Cold  War  than 
any  intercontinental  ballistic  missile. 


PHARMACIST  HELPERS* 

There  is  a tendency  in  organizations  deal- 
ing with  medical  care,  such  as  the  medical 
departments  of  the  Armed  Services,  civilian 
medical  centers,  and  similar  groups,  to  pro- 
vide limited  training  for  personnel  engaged 
in  assisting  pharmacists  in  their  professional 
duties  in  hospitals  and  other  institutions. 

There  is  no  objection  to  giving  non-pro- 
fessional personnel  working  in  various  phases 
' of  medical  care  an  opportunity  to  obtain  a 

* An  editorial  by  Robert  P.  Fischelis  in  the  Jan- 
uary 1959  issue  of  the  Practical  Pharmacy 
Edition  of  the  Journal  of  the  American  Phar- 
maceutical Association. 


better  understanding  of  the  field  of  service 
in  which  they  are  engaged,  provided  they  are 
not  encouraged  to  believe  that  they  can  ac- 
quire in  a few  months  the  basic  information 
to  prepare  them  for  professional  service. 
When  this  type  of  educational  activity  takes 
on  the  aspects  of  a formalized  course  of 
study  it  has  a tendency  to  dignify  subordinate 
positions  far  beyond  the  actual  responsibil- 
ities carried  by  those  who  hold  them. 

It  is  unfair  to  recruit  personnel  for  these 
subordinate  positions  with  the  indication  that 
they  may  qualify  later  for  some  type  of  pro- 
fessional activity  under  such  titles  as  “Phar- 
macy Technician”  or  “Hospital  Pharmacy 
Technician.”  From  time  to  time  an  unusual 
person  starting  as  a helper  in  the  health  care 
area  can  work  his  or  her  way  up  and  event- 
ually go  to  college  and  qualify  by  meeting 
the  legal  and  professional  requirements  in 
full.  Such  persons  are  exceptional  and  their 
progress  should  be  encouraged.  However, 
most  of  those  who  take  on  jobs  as  helpers  to 
professional  personnel  remain  in  that  cate- 
gory and  should  not  be  relied  on  to  take  over 
any  professional  responsibility  no  matter  how 
long  they  continue  in  this  work. 

There  is  no  good  reason  why  commissioned 
pharmacists  should  not  be  assigned  to  the 
duty  of  supplying  whatever  professional 
pharmaceutical  services  are  required  in  the 
Armed  Forces. 

The  report  that  there  is  a possibility  of  re- 
viving the  short  course  for  “Pharmacy  Tech- 
nicians” in  the  Army  and  Air  Force  and  or- 
ganizing a special  pharmacy  course  for  hos- 
pital corpsmen  in  the  Navy,  is  therefore 
alarming.  The  same  may  be  said  of  efforts  in 
certain  civilian  institutions  to  offer  short 
courses  to  prepare  personnel  for  jobs  which 
should  be  entrusted  only  to  licensed  phar- 
macists. 

Every  effort  should  be  made  to  dissuade  the 
Armed  Services  and  civilian  health  agencies 
from  arranging  short  courses  in  pharmacy, 
because  such  “courses”  and  the  customary 
“certificates”  give  the  participant  a distorted 
picture  of  his  competence  and  may  result  in 
irreparable  harm  to  patients. 
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Fellow  Pharmacists: 

March  — the  windy  month.  It  reminds  us  that  spring  will  soon  be  here,  that  wionderful 
time  of  the  year  when  the  great  outdoors  takes  on  new  life.  It  also  reminds  me  that  we  have 
a convention  coming  up  soon.  It  is  my  hope  that  the  many  pharmacists  throughout  the  state 
have  thought  about  it  too.  Now  is  the  time  to  get  that  relief  pharmacist  hired  to  work  so  that 
you  can  attend  the  convention.  From  what  I have  heard  so  far,  Mitchell  is  planning  an  all-out 
convention,  and  would  like  as  many  as  possible  to  attend.  Convention  dates  are  June  14-15-16, 
put  them  on  your  calendar  now. 

Restricted  Drug  Area  — Have  you  set  up  your  store  with  a restricted  drug  area?  Notice 
was  sent  out  in  January  with  explanation  on  how  to  set  it  up  from  the  secretary’s  office.  This 
area  should  be  set  up  and  identified  to  the  public  by  signs  which  will  distinguish  such  area 
or  display  from  general  merchandise.  If  you  have  questions  concerning  this  regulation,  ask 
the  Board  of  Pharmacy  inspector  Glen  Velau.  If  he  can’t  answer  them  he  will  get  the  informa- 
tion from  the  board,  or  send  your  questions  to  Bliss  Wilson,  Pierre. 

Sincerely, 

Vere  Larsen 
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EnzY^natic  Therapy  of  Baclerial  Endocarditis 
Recent  tests  conducted  on  dogs  have  in- 
dicated that  an  enzyme  may  prove  a useful 
adjunct  to  the  antibiotic  therapy  of  bacterial 
endocarditis.  The  enzyme  helps  to  reduce  the 
disease’s  characteristic  “vegetations”  which 
■ often  accumulate  within  damaged  heart 
i valves.  It  is  estimated  that  about  10%  of 
> former  rheumatic  fever  patients  develop  this 
condition. 

Rheumatic  fever  causes  minor  scarring  of 
the  heart  valves.  These  scars  later  become 
excellent  areas  for  bacteria  to  collect  and 
multiply.  The  growing  mass  of  bacteria  and 
dead  valvular  material  then  traps  red  blood 
cells  which  tend  to  coat  the  “vegetation”  with 
a tough  fibrin  wall.  These  formations  not 
only  inhibit  blood  flow,  but  also  provide  bac- 
teria with  a protective  coating  through  which 
1;  the  ordinarily  effective  antibiotics  cannot 
; pass. 

; Researchers  at  Washington  University  in 
St.  Louis  have  used  the  enzyme  streptokinase- 
, streptodornase  on  experimental  infective  en- 
1 docarditis  in  dogs. 

' Dr.  B.  M.  Parker  and  associates  reported  in 
! a recent  Journal  of  Laboratory  and  Clinical 
I Medicine  that  the  enzymes  apparently  re- 
duced the  size  of  valvular  vegetations  in  the 
animals.  They  suggest  that  streptokinase,  be- 
cause of  its  ability  to  help  dissolve  fibrin,  may 
be  of  supplemental  value  in  the  antibiotic 
therapy  of  bacterial  endocarditis. 

Progress  in  Anii-Tumor  Agents 
Since  1939  American  Cyanamid  Company 
; has  invested  over  five  million  dollars  on  can- 
cer research  and  has  discovered  several  im- 


portant anti-tumor  agents  now  being  used  in 
cancer  therapy.  This  was  disclosed  in  a story 
in  the  current  Cyanamid  Magazine. 

According  to  the  article,  this  intensive  re- 
search has  led  to  the  discovery  of  the  anti- 
tumor agents:  methotrexate,  triethylene  mel- 
amine (TEM),  triethylene  phosphoramide 
(TEPA),  triethylene  thiophosphoramide  (TS- 
PA)  and  aminopterin. 

Recently  the  National  Cancer  Institute  re- 
ported that  methotrexate  had,  for  the  first 
time  in  medical  history,  caused  the  suppres- 
sion of  a solid  malignant  human  tumor.  The 
Institute  reported  that  the  lives  of  a small 
number  of  women  suffering  from  choriocar- 
cinoma, have  been  extended  for  as  long  as  30 
months  after  treatment  with  the  drug. 

Another  drug  which  is  currently  being 
tested  clinically,  has  been  described  as  75% 
more  effective  than  methotrexate  in  increas- 
ing the  survival  time  of  leukemic  mice. 
Cyanamid  has  presented  a small  quantity  of 
the  experimental  chemical  to  the  National 
Cancer  Institute  for  testing. 

In  addition  to  the  chemical  search,  Lederle 
virologists  have  been  working  on  the  cancer 
problem  for  about  seven  years.  It  is  now 
known  that  certain  viruses  cause  certain 
types  of  cancer  and  that  certain  viruses  des- 
troy certain  types  of  cancer  cells.  Taking  it 
from  there,  the  virologists  might  be  able  to 
develop  vaccines  to  immunize  against  the  dis- 
order. However,  the  work  done  to  date  has 
been  extremely  basic  and  much  remains  to 
be  discovered  about  these  tiny  organisms  be- 
fore such  a vaccine  could  become  a reality. 

Further  complicating  the  problem  of  find- 


125— 


SOUTH  DAKOTA 


ing  a cancer  cure  is  the  fact  that  over  300  dif- 
ferent types  of  cancer  are  known  to  exist 
and  each  may  require  a specific  agent  to  con- 
trol it,  according  to  the  story. 

The  difficulty  of  the  task  is  further  borne 
out  by  the  fact  that  of  the  thousands  of  com- 
pounds screened  thus  far,  138  were  tried 
clinically.  Of  that  number  20  are  still  being 
investigated.  Out  of  those  20,  five  are  what 
may  be  described  as  “promising,”  the  article 
concludes. 

Nitrofurans  And  Resistant  Organisms 

The  value  of  an  experimental  nitrofuran 
and  the  effectiveness  of  Furadantin  and 
Furoxone  in  dealing  with  resistant  organisms 
were  documented  at  the  two-day  Inter- 
national Colloquium  on  Resistant  Infections 
recently  concluded  in  New  York  City. 

The  meeting,  which  was  attended  by  more 
than  500  physicians  who  heard  speakers  from 
five  foreign  countries,  Canada,  the  United 
States  and  Puerto  Rico,  was  jointly  sponsored 
by  The  World  Medical  Association,  United 
States  Committee,  and  Eaton  Laboratories, 
Norwich,  N.  Y.,  producers  of  the  nitrofurans. 

Dr.  Edward  H.  Kass,  associate  professor  of 
bacteriology  and  immunology.  Harvard  Med- 
ical School,  reported  that  the  newly  dis- 
covered nitrofuran,  Nf  189,  “may  be  used 
effectively  in  the  management  of  infections, 
such  as  those  due  to  Proteus,”  when  the  urine 
is  highly  alkaline.  Nf  189  is  still  being  clinic- 
ally evaluated  and  is  not  yet  on  the  market, 
according  to  Eaton  officials. 

Dr.  Kass  suggested  a new  approach  to  the 
treatment  of  urinary  tract  infections  by  em- 
ploying drugs  that  permit  greater  numbers 
of  unionized  molecules  to  enter  the  bacterial 
cells.  Controlling  the  urinary  acid  level  with 
compounds  such  as  mandelic  or  hippuric  acid 
is  sometimes  successful. 

Urinary  tract  infections,  if  unrecognized, 
may  cause  children  to  become  “renal  cripples 
when  they  are  adults  and  pyelonephritis  be- 
comes clinically  apparent,”  Dr.  Matthew 
Marshall,  Jr.,  of  the  urologic  staff  of  Pitts- 
burgh’s Western  Pennsylvania  and  Children’s 
hospitals,  said.  He  recommended  that  these 
infections  be  treated  over  long  periods  of  time 
in  much  the  same  way  as  rheumatic  fever  is 
to  prevent  development  of  complications. 

Children  with  chronic  urinary  tract  infec- 
tions should  receive  Furadantin  for  six 
months  or  more.  “The  prophylactic  value  of 


the  drug  is  enhanced  by  lack  of  any  sig- 
nificant tendency  to  develop  drug-resistant 
mutants,”  he  reported. 

An  analysis  of  the  sensitivity  of  bacteria  to 
various  drugs  presented  by  Dr.  Jean  Auvert, 
Necker  Hospital,  Paris,  showed  that  Fura- 
dantin was  effective  against  seven  strains  of 
staphylococci,  Chloromycetin  and  aureomycin 
against  four,  streptomycin  and  penicillin 
against  three  and  penicillin  against  only  two. 
Tests  against  another  frequently  encountered 
organism,  E.  coli,  showed  67  per  cent  of  30 
strains  sensitive  to  Furadantin,  43  per  cent  to 
Chloromycetin,  37  per  cent  to  aureomycin  and 
20  per  cent  to  tetracycline. 

A number  of  other  speakers  at  the  collo- 
quium stressed  the  fact  that  while  resistant 
staphylococci  are  a serious  clinical  problem, 
other  organisms  are  equally  resistant  and 
equally  dangerous.  “Resistant  urinary  in- 
fections with  A.  aerogenes  are  becoming  more 
widespread  and  more  serious  with  every 
passing  year.  This  tendency  has  been  ob- 
served all  across  the  United  States,”  Dr.  John 
K.  Lattimer,  professor  of  urology,  Columbia 
University  College  of  Physicians  and  Sur- 
geons stated. 

During  a colloquium  session  on  the  treat- 
ment of  resistant  systemic  infections.  Dr. 
Erwin  Neter,  associate  professor  of  pediatrics 
and  bacteriology.  University  of  Buffalo 
School  of  Medicine,  pointed  out  that  the 
gram-negative  bacilli,  which  can  invade 
burns,  cause  intestinal  infection,  septicemia 
and  bacteremia,  constitute  a serious  threat. 
He  recommended  the  use  of  Furoxone,  an- 
other nitrofuran,  in  treating  intestinal  in- 
fections which  may  be  caused  by  -resistant 
gram-negative  organisms. 

Texas  Scientists  Reports  Successful 
Use  Of  "Synthobiotic"  In  Systemic  Infections 

A potent,  wide-range  germicide  previously 
considered  unusable  except  as  a surface  ap- 
plication, has  been  successfully  introduced 
into  the  blood  of  mice  to  combat  infections 
which  caused  the  death  of  one  hundred  per 
cent  of  untreated  animals.  Sixty  per  cent  of 
the  treated  animals  survived. 

This  report  was  made  in  New  York  before 
the  New  York  City  branch  of  the  Society  of 
American  Bacteriologists  by  Dr.  C.  D.  Dukes, 
associate  professor  of  microbiology  at  Baylor 
University,  Houston,  Texas.  Dr.  Dukes  is  on 
a year’s  leave  from  Baylor  to  work  as  guest 
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investigator  at  the  Rockefeller  Institute. 

The  germ-killing  substance  he  employed  is 
an  oil-like  chemical  called  hexetidine,  which 
has  been  developed  by  the  Warner-Lambert 
Research  Institute  of  Morris  Plains,  N.  J. 
It  has  been  proved  effective  against  more 
than  a hundred  disease-causing  organisms, 
including  both  bacteria  and  fungi,  but  other 
researchers  have  been  unable  to  get  it  into 
j the  blood  stream  in  effective  concentrations. 

Dr.  Dukes  succeeded  by  “solubilizing”  the 
drug  in  a detergent  solution  (Tween  80). 
Given  by  mouth,  it  was  absorbed  through  the 
intestinal  wall  and  thence  into  the  tissues. 

I The  test  mice  were  injected  with  fungi, 
j Candida  albicans,  to  produce  monilial  infec- 
j tions  of  varying  severity.  All  mice  in  each 
I experiment  received  the  same  infective  dose, 
only  part  of  them  the  drug. 

In  one  experiment  in  which  the  infection 
killed  forty-eight  per  cent  of  the  untreated 
; animals,  eighty-six  per  cent  of  those  treated 
survived. 


I CONSUMER  SPENDING  FOR  MEDICAL 

CARE— 

||  (Continued  from  Page  121) 

$1,000  and  $96  for  those  in  the  $l,000-$2,000 
[ class.  The  average  was  higher  for  medium- 
I income  families  ($226  for  $4,000-$5,000)  and 
■ highest  at  the  upper  incomes  — $373  for 
$7,500-$10,000  and  $446  for  $10,000  and  over. 

But  the  increasing  absolute  amount  of  med- 
' ical  spending  with  rising  income  actually  con- 
stituted a consistently  decreasing  proportion 
relatively.  Medical  spending  accounted  for 
14.5  per  cent  of  the  average  income  of  families 
in  the  under  $1,000  class  and  6.1  per  cent  for 
$l,000-$2,000,  while  for  the  $10,000-and-over 
families  the  figure  was  only  2.4  per  cent  of 
average  income. 

In  summary,  American  consumers  have 
been  shifting  their  buying  habits  in  the  direc- 
tion of  a greater  emphasis  on  medical  care. 
Underpinning  this  rise  has  been  the  rise  in 
income  and  standard  of  living  generally. 
Medical  care  is  now  becoming  a more  import- 
ant part  of  the  American  standard  of  living, 
while  as  an  “industry”  it  is  becoming  a more 
important  part  of  the  American  economy. 


PENICILLIN  AND  ANTIBIOTIC 

REACTIONS— 

(Continued  from  Page  117) 
tion  to  build  a blood  level. 

Lastly,  I think  it  not  amiss  for  us  to  con- 
sider the  adoption  of  a policy  of  labeling  in- 
jectable penicillin  preparations  in  particular 
with  some  warning  that  should  signal  an  in- 
quiry regarding  the  possibility  of  hypersen- 
sitivity to  the  drug.  The  wording  of  such  a 
label  should  be  short  and  to  the  point  such  as 
“Caution  — Anaphylactic  Reactor”  or  some 
such  phraseology. 

But  — how  about  the  other  drugs  to  which 
patients  and  employees  may  be  sensitive?  It 
is  well  within  our  province  to  make  it  known 
to  medical  and  nursing  staffs  that  there  is  an 
FDA  Drug  Reaction  Reporting  form  which 
should  be  filled  out  for  each  case  of  suspec- 
ted drug  reaction.  These  forms  are  filled  out 
by  the  attending  physician  and  forwarded  by 
the  hospital  to  a central  clearing  house  where 
the  name  of  the  drug,  characterization  of  the 
reaction  patterns,  and  method  of  treatment 
are  summarized  and  cataloged.  At  periodic 
intervals  releases  are  published  describing 
the  reaction  pattern  and  a recommended 
method  of  treatment. 

Meprobamate  (Equanil  or  Miltown)  for  ex- 
ample, generally  produces  the  same  response 
in  all  sensitive  individuals  — rash,  ureticaria 
and  fever.  Antihistamine  therapy  and  ces- 
sation of  the  drug  usually  lead  to  remission  of 
the  symptoms. 

It  should  be  emphasized  that  antihistamine 
therapy  is  not  to  be  construed  as  a panacea 
for  combatting  hypersensitivity.  It  is  of  bene- 
fit for  surface  manifestations  but  nearly 
worthless  for  combatting  antibody-antigen 
reaction  in  deep-seated  organs  such  as  lungs, 
liver  and  kidneys. 

In  closing  let  me  emphasize  that  penicillin 
is  the  chief  and  often  fatal  offender.  The  re- 
action is  almost  instantaneous,  death  occur- 
ring often  before  the  hypodermic  needle  may 
be  withdrawn  from  the  patient.  We  as  hos- 
pital pharmacists  are  in  a position  to  make 
our  associates  aware  of  the  potential  danger. 
By  talking  things  over  with  the  administrator, 
chief  of  staff,  or  the  Pharmacy  and  Thera- 
peutics Committee,  the  hospital  pharmacist 
may  render  another  service  both  to  his  insti- 
tution and  to  its  patients. 
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FOURTEEN  TAKE 
STATE  BOARD  EXAM 

Fourteen  candidates  passed 
the  South  Dakota  State 
Board  Examination  for  Reg- 
istered Pharmacist  at  Brook- 
ings, January  6-7.  Held  in 
the  laboratories  of  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College,  were 
the  oral  and  practical  por- 
tions of  the  state  examina- 
tions. The  candidates  had  al- 
ready taken  the  written  por- 
tions and  had  fulfilled  state 
law  by  completing  the  in- 
ternship requirement  before 
taking  the  practical. 

Those  who  appeared  are: 
Shirley  A.  Benson,  Sioux 
Falls;  Alfred  Briley,  Aurora, 
Ohio;  Franklyn  W.  Fogel, 
Sioux  Falls;  Rodney  W.  Hon- 
ner,  St.  Paul,  Minn.;  James 
L.  Kelley,  Custer;  Donald  J. 
Maloney,  Belle  Fourche; 
Robert  J.  Monroe,  Rapid 
City;  James  W.  Parkin,  Minn- 
eapolis, Minn.;  Gerald  D. 
Scott,  Bradley;  Stanley  M. 
Shaw,  Brookings;  Constance 
H.  Spawn,  Brookings;  La- 
Vonne  M.  Uthe,  Aberdeen; 
Constance  J.  Warner,  Minn- 


eapolis, Minn.;  and  Kenneth 
A.  Weber,  Chamberlain. 

Board  members  present  at 
the  examination  were 
Thomas  K.  Hagger,  Presi- 
dent, Watertown;  Roger  East- 
man, Platte;  and  Harold 
Mills,  Rapid  City.  Secretary 
Bliss  C.  Wilson  and  Inspec- 
tor Glenn  E.  Velau  assisted 
with  the  examinations. 


PHARMACY  STUDENTS 
VISIT  UPJOHN 

About  100  junior  and  senior 
pharmacy  students  toured 
the  manufacturing  plants  of 
The  Upjohn  Company,  Kala- 
mazoo, Michigan  on  their 
biennial  educational  trip 
January  31-February  4. 

The  trip  is  made  every  two 
years  as  an  opportunity  for 
the  future  pharmacists  to 
study  the  makeup  and  opera- 
tions of  a pharmaceutical 
manufacturing  concern. 
While  guests  of  Upjohn,  they 
inspected  the  research  lab- 
oratories, and  toured  the 
pharmaceutical,  biological 
and  antibiotic  production 
facilities. 
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Representing  the  faculty  of 
the  Division  of  Pharmacy, 
South  Dakota  State  College 
was  Dr.  Norval  E.  Webb  and 
Paul  R.  Allen. 

Mr.  Ralph  Zenisek,  Upjohn 
Divisional  Sales  Manager, 
also  accompanied  the  group. 


FORMER  S.D.S.C.  STAFF 
MEMBER  DIES  IN  OHIO 

Anton  Hogstad  Jr.,  68,  who 
studied  at  South  Dakota 
State  College  and  served  on 
the  faculty  here,  was  formd 
dead  November  28  in  his 
faculty  apartment  at  the  Uni- 
versity of  Toledo,  Ohio. 

Funeral  services  were  held 
in  Toledo,  November  30. 

Mr.  Hogstad  joined  the 
University  of  Toledo  phar- 
macy college  in  1947.  He  was 
a native  of  Neenah,  Wiscon- 
sin, and  a graduate  of  the 
Philadelphia  College  of  Phar- 
macy and  Science.  He  did 
post-graduate  work  at  South 
Dakota  State  College  and 
Michigan  University  and  had 
served  on  the  pharmacy 
faculty  at  S.D.S.C. 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn— “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.,  ampuls  of 
25  mg.  (1  cc.)  and  Nilevar  Drops  of  0.25  mg.  per  drop. 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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This  entire  Symposium  will  be  printed  as 
a monograph  by  Charles  C.  Thomas,  Pub- 
lisher, Springfield,  Illinois,  and  will  be  avail- 
able to  the  medical  profession  early  in  1960. 
Physicians  and  Students  are  welcome  and 
there  will  be  no  registration  fee. 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

STREPTOKIIIASE-STREPTOOORNASE 


LEDERLE  LABORATORIES,  a Oiv  ision  of  AMERICAN  CYANAMID  COMPANYf 
Pearl  River.  New  York 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


THE  SECOND  INTERNATIONAL 
SYMPOSIUM  ON  MYASTHENIA  GRAVIS 

This  Conference  will  afford  the  57  speakers 
from  all  of  Western  Europe,  Canada,  Soviet 
Russia  and  the  United  States  an  opportunity 
to  present  their  current  work,  discuss  mutual 
problems  and  enlist  suggestions,  thereby  pre- 
venting duplication  of  efforts.  The  conference 
will  be  held  April  18  and  19,  1959  at  the 
Statler-Hilton  Hotel  in  Los  Angles. 
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Figures 

of 

Interest 


covering  the  growth  of 
Druggists  Mutual  Insurance 
Company  from  the  back- 
room office  of  a pioneer 
Iowa  drug  store  to  its  pres- 
ent position  of  serving 
policyholders  in  10  mid- 
western  states,  is  told  in  the 
special  50th  Anniversary 
annual  report  issued  this 
month  by  the  company.  This 
colorful  ‘50th’  brochure  re- 
counts much  that  is  of  in- 
terest to  druggists  and  pro- 
fessional men  everywhere. 
If  you  wish  a copy,  send  us 
your  request  on  a postal 
card. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 
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publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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B- 1-  D. 

ULCER  CONTROL 


all  day 


\ 


NEW 


* 


DARICOIM 


patient  comfort 

Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 


EVEN  REFRACTORY  CASES  RESPOND 


*Tradeniarlc 

Science  for  the  world’s  well-being 
PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  T 


ii 


30 


S.D.J.O.M.  MARCH  1959  - ADV. 


re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX’ 

^ (brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 
S.Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 
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9 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  Worid's  Weii-Being 
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Now-  All  cold  symptoms 
can  be  controlled 


Provides  Triaminic  for  more  complete 
and  more  effective  relief  from  nasal  and 
paranasal  congestion  because  of  systemic 
transport  to  all  respiratory  membranes  — 
without  drawbacks  of  topical  therapy. t 

Provides  well-tolerated  APAP  (N-acetyl-p- 
aminophenol)  for  prompt  and  effective 
analgesic  and  antipyretic  action  to  make 
the  patient  more  comfortable. 


Provides  Dormethan  (brand  of  dextro- 
methorphan HBr)  for  non-narcotic  anti- 
tussive  action  on  the  cough  reflex  center  in 
the  medulla— as  effective  as  codeine  but 
without  codeine’s  drawbacks. 

Provides  terpin  hydrate,  classic  expector- 
ant to  thin  inspissated  mucus  and  help  the 
patient  clear  the  respiratory  passages. 


tLhotka,  F.  M.:  Illinois  M.  J.  112:259  (Dec.)  1957.  Fabricant,  N.  D.:  E.  E.  N.  T. 
Monthly  37:460  (July)  1958.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


Special  “timed  release”  design 


first— the  outer  layer  dis- 
solves within  minutes  to 
give  3 to  4 hours  of  relief 


then— the  Inner  core 
releases  Its  Ingredi- 
ents to  sustain  relief 
for  3 to  4 more  hours 


Each  TUSSAGESIC  tablet  provides: 


TRIAMINIC® , 50  mg. 

(phenylpropanolamine  HCl  . . 25  mg. 
pheniramine  maleate  . . . 12.5  mg. 
pyrilamine  maleate  . . . 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  30  mg. 
Terpin  hydrate 180  mg. 


APAP  (N-acetyl-p-aminophenol)  . . 325  mg. 


also  available  for  those  patients  who  prefer 
liquid  medication:  Tussagesic  suspension 


Dosage:  One  tablet  in  the  morning,  midafter- 
noon and  in  the  evening,  if  needed. 


Tussagesic  ta 


med-release 

tablets 


^Contains  TRIAMINIC  to  Mlllil  running  noses  open  stuffed  noses  orally 
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RECOVERY 


PROCESS  WITH 


ACCELERATE  THE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 


STATE  TOTALS  SHOW  DRAMATIC 
INCREASES 

Beyond  the  general  increase  however,  are 
to  be  found  several  points  of  interest.  In  all, 
35  states  showed  increases  over  a year  ago  — 
from  the  $9.06  of  Nebraska  to  the  top  jumps 
of  $30,691  and  $31,349  of  Indiana  and  New 
Jersey,  respectively.  Of  the  14  states  report- 
ing drops  for  1958,  most  of  the  decreases  were 
small.  Arkansas,  down  only  $1.50  from  1957, 
just  missed  the  plus  column.  Contributions 
for  AMEF  had  a total  dollar  increase  of  $148,- 
000  by  states  for  1957-1958  . 

These  lower  figures  are  explained  by  rela- 
tively late  campaigns  and  mail  delayed  in  the 
Christmas  rush.  Because  books  were  closed 
at  the  end  of  the  year,  these  amounts  have 
not  been  included,  but  have  been  received. 
They  will  appear  on  1959  totals. 

Indiana’s  total  for  1958  was  two  and  a half 
times  that  of  the  previous  year,  and  reflects 
that  state’s  entry  into  the  ranks  of  the  dues 
increase  states.  A $25,000  treasury  gift  from 
New  Jersey  (representing  $10  from  each  phys- 
ician) accounts  for  its  spectacular  1958  rise. 

By  percentages,  Alaska  made  an  auspicious 
entry  into  the  state  rolls,  with  an  increase  of 
1,131%.  Also  in  the  Far  West,  Idaho  showed 
a 342%  increase  over  1957.  South'  Carolina 
led  her  southern  neighbors  with  a 281%  in- 
crease. 

Illinois  again  leads  the  list  with  a state  total 
of  $200,191.59,  up  $934  from  1957.  In  second 
place  is  California.  Both  states  continue  to 
send  large  numbers  of  gifts  above  those  in- 
cluded in  each  members  state  dues. 

Nevada,  still  another  “dues  increase”  state, 
shows  an  impressive  gain.  This  growth  re- 
flects an  enlarging  program  of  voluntary 
j giving,  which  last  year  placed  Nevada  first 
||  (Continued  on  Page  41) 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
Joke ...  it  gave  me 
a terrible  kink  ! 
in  my  back. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


The  pain  went  away 
fast— in  just  15  minutes 
— and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


iaits  of  oibydrohydroxyaotfetnene  and  IfMnatMpitift,  ptus  UPG 


ACTS  FASTER  — usuaMy  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF— permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
"demi"  strength  permits  dosage  flexibility  to  meet  each 
patient's  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxyeodelnone  and  homatropine, 

AVERAGE  ADULT  DOSE;  1 tablet  every  6 hours.  May  be  habit- 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4,50  mg, 
dihydrohydroxyeodelnone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine 
terephthalate,  224  mg.  acetylsalicylic  acid.  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


AHO  THE  PAIN 


WENT  AWAY  FAST 
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Richmond  Hill  18,  New  York 


«\\ 

^ '-j'i  * 

I • 'iSSi 

I called  my 
doctor  that  night 
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prescribed.  J 
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THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIN* 


glucosamine-potentiated  tetracycline 
with  triacetyloleandomycin 


capsules 


oral  suspension 


125  mg. 
250  mg. 


raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper) , 

5 mg.  per  drop  (100  mg. 
per  cc.) 
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QUALITY  li'^^UCTS 
“-f  ~ Sidy  ^ 
^^STIGE  AN° 


how  much  is  enough? 


Controlling  inventory  while  maintaining 
an  adequate  stock  is  one  aspect  of  business 
with  which  you  cope  daily.  And,  an  inven- 
tory that  is  too  low  can  be  just  as  costly 
as  one  that  is  too  high. 

Ask  our  salesman  to  assist  you  with  your 
purchasing  problems.  When  you  depend 
on  our  comprehensive  stocks  and  efficient 
service,  you’ll  find  it  easy  to  keep  a bal- 
anced inventory  and  to  have  the  merchan- 
dise you  need — in  adequate  quantity — 
when  you  need  it. 


WE  ARE  A 


DISTRIBUTOR 


BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL  capsules-14  vitaiviins  and  ii  minerals 

Vitamin -winerai  Supplement  tederie  For  Compfete  Formuia  566  PDR  (Physicians’  DesK  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


maintenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides."  ® "^’ 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoic  acid, 
and  ascorbic  acid;  a core  of  acetylsalicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsalicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
25  7.-278  (Aug.)  1957. 


Buffered 


Pabiriit 


Tablets 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 

Dried  aluminum  hydroxide  gel 100 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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ANKLE 

SPRAINED 

SINUS 

INFLAMED? 


ACCELERATE  THE 


RECOVERY 


PROCESS  WITH 


VARDA 


SIREnOKINASE-STKPTODORNASt 


IE0ERLE  LABORATORIES,  a Division  ol  AMERICAN  GYANAMID  COMPANY. 

Ptarl  River.  Iltw  York 


STATE  TOTALS  SHOW  DRAMATIC 

INCREASES-™ 

(Continued  from  Page  32) 

in  the  nation  in  per  capita  contributions. 

Also  noteworthy  among  those  states  which 
upped  1957  totals  are  Delaware,  Maryland, 
Massachusetts,  New  York,  Ohio,  Texas  and 
the  District  of  Columbia.  Increases  range  from 
$2,350  to  $14,300  and  average  $5,998.  South 
Dakota  ranked  30th  in  comparison  with  other 
states.  South  Dakota  — 1957  total  — $8,647.00 
1958  total  — $6,615.00. 

Completing  the  picture  are  gifts  from 
Hawaii,  Puerto  Rico  and  from  foreign  lands 
of  $1,890;  a gift  from  A.M.A.  for  $100,000  and 
interest  of  $13,608.89. 

Commenting  of  the  15%  increase,  AMEF 
executive  secretary,  John  W.  Hedback  said, 
“Without  exception,  the  increases  demon- 
strate a growing  awareness  by  doctors  of  the 
plight  of  their  schools.  This  concern  is  re- 
flected in  larger  gifts  and  many  new  gifts. 
Even  the  dues  increase  states  send  in  money 
above  the  dues.  A most  heartening  factor 
this  year  has  been  the  growing  programs  in 
those  states  of  voluntary  giving.  More  and 
more  county  societies  are  designating  AMEF 
events. 


32nd  ANNUAL  SPRING  CONGRESS 

The  32nd  Annual  Spring  Congress  will  be 
held  April  6-11  at  Roanoke,  Virginia.  The 
registration  fee  for  the  program  will  be 
$80.00  for  those  registering  for  one  half  of 
the  program  the  fee  will  be  $40.00.  There  will 
be  several  guest  speakers  outstanding  in  the 
Medical  Profession.  On  April  8th  the  banquet 
will  be  held  at  the  Hotel  Roanoke.  Registra- 
tion for  the  ladies  will  be  April  6th  and  9th. 
There  will  be  entertainment  for  the  ladies. 
Write  for  your  registration  blanks  and  more 
information  to:  Dr.  E.  G.  Gill,  Box  1789, 
Roanoke,  Virginia. 


An  unparalleled  record 
of  safety  and  efficacy. 

DIURIL  has  proved  to  be 
highly  effective  in  overcoming 
edema  associated  with 
a wide  variety  of  fluid  retention 
states  including: 
hy  pothy  roid  ism , me  no  pa  u sa  I 
syndrome,  allergy, 
peripheral  phlebitis,  arthritis, 
migraine  headache, 
ascites  or  peripheral  edema 
due  to  malignant  tumor, 
and  obesity.  In  the  last  case, 
Landes  and  Peters^ 
achieved  excellent  to  good 
results  in  nine  obese 
patients  in  whom  overweight 
was  associated  with 
moderate  or 
severe  fluid  retention. 

1,  Landes,  R.  P.  and  Peters,  M. : 

Postgrad.  Med.  23:648,  June  1958. 

dosage:  one  or  two  500  mg.  tablets  of  DIURIL  once 
or  twice  a day. 

supplied:  250  mg.  and  500  mg.  scored  tablets 
DIURIL  (Chlorothiazide);  bottles  of  100  and  1000. 

DIURIL  is  a trademark  of  Merck  & Co.,  Inc. 

© 1959  Merck  & Co.,  INC. 

Trademarks  outside  the  U.  S.: 

CHLOTRIDE,  CLOTRIOE,  SALURIC. 

any  indication  for  diuresis  is  an 
indication  for  DIURIL 
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TetracycHne-Antihistamine-Analgesic  Compound  Lederle 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 
acute  upper  respiratory 
infection^  To  protect  and 
relieve  the  “cold”  patient... 
ACHROCIDIN. 


to  prevent  the 
sequelae  of  u.r.i. 
.and  relieve  the 
symptom  complex 


Usual  dosage.-  2 taWets  or 
teaspoonfuls  q.i.d.  (equiv,  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.);  phenacetin 
(120  mg.);  caffeine  (30  mg.);  sali- 
cylamide  (150  mg.);  chlorothen 
citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 
free. 


1.  Based  on  estimate  by  Van  Voiken- 
burgh,  V.  A.,  and  Frost,  W.  H.! 

Am,  J.  Hygiene  71;122  (Jan.)  1933. 


LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 
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NOW: 

OPEN  FILE 
SHELVING 
INCREASES 
STORAGE  CAPACITY 
AT  LEAST  50% 

WRITE  FOR  INFORMATION  AND  PRICES 

MIDWEST-BEACH  CO.,  Sioux  Falls,  S.  D. 


IN  OFFICE  SURGERYt 


ELECTIVE  AND  TRAUMATIC 

use 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


XYLOCAINE®  Hci  solution 

(brand  of  lldocaine*) 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


U S.  PAT.  NO.  2.A4t.493 


MADE  IN  U S A. 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


VIGRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 

can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  be  sucked  and  will  dissolve  like  a lozenge 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  VIGRAN 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 

provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains : 


Vitamin  A 5,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  3 mg. 

Vitamin  Bo 3 mg. 

Vitamin  Be 2 mg. 

Niacinamide  25  mg. 

Calcium  Pantothenate 3 mg. 

Vitamin  B12 5 meg. 

Available  in  Rx-size  bottles  of  30  and  90. 


Squibb 


Squibb  Quality^ 

the  Priceless  Ingredient 


can  be  easily  swallowed  (small  tablet  size) 


*Vigran'®  is  a Squibb  trademark 
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running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 

1 riammic 


first— the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


Eof/i  TRIAMINIC  Tablet  provides: 
Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 

One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  in  the  evening,  if  needed. 


Also  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  ^4  of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


5 On  your  right, 
see  the  Metered-Fl 
bottle’s  tight  seal. 
No  risk  of 
contamination. 


^ ' 

\ / 2 First, 

^ see  what  happens  when 

you  push  the  metered  plunger.’ 


each  0.6  cc.  contains: 

M 

Infants 

A (synthetic) 

5000  U.S.P.  Units 

333% 

0 (Calciferol) 

1000  U.S.P-  Units 

250% 

Bi  (Thiamine) 

1 mg. 

400% 

Bs  (Riboflavin) 

1 mg. 

167% 

Bo  (Pyridoxine) 

1 mg 

0 1 2(Cyanocobalamin)  1 meg. 

ft 

C {Ascorbic  Acid) 

50  mg. 

500% 

Niacinamide 

10  mg. 

200% 

Panthenoi 

2 mg. 

3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


in  a d-sorbitol  base  for  better  vitaminBi  2 absorption 
^Minimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles  , 

no  refrigeration  needed  ■ 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 

ALLOW  30  SECONDS  BETWEEN  DISPENSINGS 


METERED-FLOW 

BOTTLE 


Special  note  to  doctors  who  took  this  tour; 

Problems  of  over-  and  under-dosage,  spillage,  spoilage 
or  leakage  disappear  with  viterra  pediatric’s  new 
Metered-Flow  bottle.  Why  not  consider  these  advan- 
tages when  you  recommend  a vitamin  supplement? 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer&  Co.,  Inc. 
Science  for  the  world's  well-being 


NOW-YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OF  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


cLjd 


Aristogesic  combines  the  anti-inflammatory  effects  of  Aristocort*  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone. 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the 
dosage  to  the  lowest  effective  level. 


The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  have  been  relatively  infrequent  and  minor  in  nature. 
However,  more  serious  side  effects  have  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  observed  carefully. 


0 


for  relief  of  chronic —hut  less  severe  pain  of  rheumatic  origin 


Indications:  Mild  cases  of 
rlieuinatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis, 
myositis,  hbrositis,  neuritis  and 
certain  muscular  strains. 

Dosage:  Average  initial  dosage: 

2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be 
adjusted  according  to  response. 

Each  Aristogesic  Capsule  contains: 
ARiSTocoRT®  Triamcinolone 

, . . . 0.5  mg. 

Salicylamide  ....  325  mg. 
Aluminum  Hydroxide  . . 75  mg. 
Ascorbic  Acid 20  mg. 

Supply:  Bottles  of  100, 

Collagen  tissue  {x250) 


♦trademark 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  GYANAMID  COMPANY,  Pearl  River.  New  York 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAM YCI  N 


Conforms  to  Code  for  Advertising 


Triacetyloleandomydn,  Wyeth 


Philadelphia  1,  Pa. 
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APPREHENSIVE  surgical  and  obstetrical  patients 


respond  well  to 

VISTARIL 

hydroxyzine  pamoate 

Outstanding  safety 

establishes  peaceful  indifference  to  pre- 
operative preparation  without  serious 
hypotensive  effects. 

Psychotherapeutic  potency 

makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced 
doses  of  narcotics. 

relieves  tension  and  controls  emesis  in 
both  postoperative  and  postpartum 
patients. 


Recommended  Oral  Dose:  up  to  400  mg.  dailji  in  divided  doses 
Recommended  Parenteral  Dose:  25-50  mg.  (llf2  cc.)  I.M.  q.4  h.,  p.r.n 


jr” 


Supplied  as:  Vistaril  Capsules-25  mg.,  50 
Vistaril  Parentei'al  Solution— 
Steraject®  Cartridges,  each  cc. 
hydroxyzine  (as  the  HCI) 

> Science  for  the 


100  mg. 

cc.  vials  and  2 cc. 


PFIZER  LABORATORIES  Division, 


6,  New  York 
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To  the  relief  of  musculoskeletal  pain, 


MEDAPRIN’ 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
junction  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
hursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  hack  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

« *« 

TRADEMARK  TRADEMARK,  REG.  U.  S.  PAT.  OFF.  — METHYLPREON ISOLON E,  UPJOHN 
fRATIO  OF  DESIRED  EFFECTS  TO  UNDESIREO  EFFECTS  r~ 

Uplohn 

The  Upjohn  Company,  Kalamazoo,  Michigan 


treats  more  patients \mote 
a new  order  of  magnitude  in  corticdsteroid  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 


S'®: 


!i4 


Striking  clinical  results  with  DECADRON  are  reported  t in  92  percent  of  31^9  patients  witiji 
dermatological  disorders,  including  cases  previously  unrespohsive  or  resistant  to  corticosteroids. 
There  were  no  major  complications,  and  even  minor  side  effects  occurred  i 

in  less  than  eight  percent  of  patients.  ; 


Moreover,  in  many  cases  reactions  induced  by  previous,  steroid  therapy,  such  as  edema, 
Cushingoid  appearance,  headache,  vertigo,  muscular  weakness,  depression,  hirsutism, 
and  glycosuria,  disappeared  during  therapy  with  DECADRON.  tAnalysis  of  clinical  reports. 


Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  usually  replace  one  4 mg.  tablet  of  methylprednisolone  or  triamcinolone, 
one  5 mg.  tablet  of  prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or  one  25  mg.  tablet  of  cortisone. 
Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100  and  1000. 

©1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA, 


keep  all  patients*  pain-free  at  all  times 

• with  the  proper  potency  to  match  pain  intensity.. 
. with  dosage  flexibility  to  match  pain  variations 

Phenaphen' m 

or 

Phenaphen’with  Codeine 


’except  those  for  whom  recourse  to  morphine  is  inescapable 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINI/J 

Ethical  Pharmaceuticals  of  Merit  since  1878 


/ 


8 PM 


4 PM 


1^. 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 

For  mild  to  moderate  pain 

Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  acid  (aVa  gr.) 162.0  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate 0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  1/4  gr.  (16.2  mg.) 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

For  severe  or  stubborn  pain 

Phenaphen  No. 4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain —to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE;  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 


provides  therapeutic  sulfa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.' 

with  low  incidence  of  sensitivity  reactions... 
KYNEX  is  extremely  low  in  toxic  potential.^-^ 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.^  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.^ 

Dosage;  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 
also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  mg.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  T Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Sulfamethoxypyridazine  Lederle 


fedei-lej  LEDERLE  LABORATOR  lES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N^ 


York 
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Lowers  blood  pressure  — maintains  mental  alertness 

calms  the  patient  under  stress 


Rautensin  provides  a smooth,  gradual  and  sustained  reduction  of  blood 
pressure  without  sudden  rebounds  or  abrupt  declines.'  Rautensin’s  tran- 
quilizing  properties  calm  the  tense  and  anxious  hypertensive  without 
impairing  alertness,  without  producing  excessive  lethargy  or  drowsiness. 

The  risk  of  Rauwolfia-induced  depression  is  markedly  reduced  since  the 
alseroxylon  fraction  alone  is  used.^  Even  on  long-term  administration  side 
actions  “. . . are  either  completely  absent  or  so  mild  as  to  be  inconsequential.”^ 

Rautensin" 

Each  tablet  contains  2 mg.  of  the  purified  alseroxylon 
complex  of  Rauwolfia  serpentina 


1.  Wright,  W.  T.,  Jr.;  Pokorny,  C.,  and  Foster,  T.  L.:  Kansas  M.  Soc.  57:410,  1956.  2.  Gilchrist, 
A.  R.:  Brit.  M.  J.  2:1011  (Nov.  3),  1956.  3.  Terman,  L.  A.:  Illinois  M.  J.  3:61,  1957. 


SMITH-DORSEY  • a division  of  The  NA^ander  Company  • Lincoln,  Nebraska 


1 


ieCQHQ 


6S0S9 


AN  AMES  CLINIQUiCK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


Is  there  a relationship  between 
premature  impotence  and  diabetes? 

Yes.  The  incidence  of  premature  impotence  was  studied  in  198  diabetic 
and  found  to  be  two  to  five  times  higher  than  that  reported  for 
the  general  population.^  In  many  of  the  cases  observed,  impotence 
developed  early  in  the  history  of  the  disease,  suggesting  that  the  possibility 
of  diabetes  mellitus  be  considered  whenever  a man  complains  of  pre- 
mature impotence. 

(1)  Rubin,  A.,  and  Babbolt,  D.:  J.A.M.A.  168-An,  (Oct.  4)  1958.  (2)  Kinsey,  A.  C.; 
Pomeroy,  W.  B.,  and  Martin,  C.  E.:  Sexual  Behavior  in  the  Human  Male,  Philadelphia, 
W.  B,  Saunders  Company,  1948. 


FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC 


uniformly  reliable  readings  with 

COLOI-CALIBiftTED 


Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test 
that  provides  reliable  quantitative  esti- 
mations throughout  the  critical  range. 

results  that  are  easier  to  interpret 
The  new  Clinitest  Urine-Sugar  Anal- 
ysis Set  contains  the  standard  color 
scale  that  provides  a complete  range  of 
readings  without  omissions . . . includes 
the  critical  %%  (+  + ) and  1% 

( ^.  ..y  . and  an  improved  analysis 

record  form. 

Daily  urine-sugar  readings  may  be  con- 
nected to  form  a clinically  useful  graph 
...  a day-to-day  “urine-sugar  profile” 
that  reveals  at  a glance  individual 
trends  and  degree  of  control. 


tilB 


AMES 


for  prompt  and  sustained  relief  from 
severe  mental  and 

emotional 

stress 


THORAZINE*  SPANSULEt  capsules 

30  mg.  75  mg.  150  mg.  200  mg.  300  mg. 

® Smith  Kline  & French  Laboratories 


*T.IV1.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


DARVOr  COMPOUND 

(dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

lifts  the  burden  of  pain 


1 or  2 Pulvules®  three  or  four  times  daily 


Narcotic  prescription  not  required 


■ 


EL!  LflLY  JmO  COiPANY  • IHDIAHAFOLIS  6,  INDIANA,  U.S.A. 
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introducing 


so  versatile  you  can  give  it  intramuscularly 

intravenously 

subcutaneously 


CHLOROMYCETIN  SUCCINATE  is  a soluble 
ester  of  CHLOROMYCETIN  that  can  be  admin- 
istered intramuscularly,  intravenously,  or  sub- 
cutaneously. Highly  soluble  in  water  or  other 
aqueous  parenteral  fluids,  CHLOROMYCETIN 
SUCCINATE  solution  is  easily  prepared  for 
use  by  recommended  parenteral  routes  in  a 
wide  range  of  concentrations.  Tissue  reaction 
at  the  site  of  injection  is  minimal, ^ permitting 
continuous  daily  dosage,  even  in  pediatric 
patients.^ 

RaPID,  EFFECT!¥E  BLOOD  LEVELS 
CHLOROMYCETIN  SUCCINATE  is  rapidly 
hydrolyzed  by  body  esterases  and  produces 
effective  blood  and  tissue  concentrations  of 
CHLOROMYCETIN  within  a short  time.i 
Although  the  intravenous  route  provides  high 
immediate  serum  concentrations,  after  four 
hours  the  blood  levels  of  CHLOROMYCETIN 
for  all  three  routes  are  about  equal,  and  effec- 
tive concentrations  are  maintained  for  eight 
hours.- 

WIDE-SPECTiUM  ftNTlilCROBiaL  EFFECTIVENESS 
CHLOROMYCETIN  SUCCINATE,  providing 
broad-spectrum  antimicrobial  effectiveness, 
may  be  used  whenever  CHLOROMYCETIN  is 
indicated.  It  has  produced  effective  response 

TWIGflL  CLINICftL  EXPERIENCE 
WITH  CHLOROMYCETIN  SUCCIMTE 


RESULTS 

Number  of  Excellent 

Type  of  infection  Patients  to  Good  Fair  Poor 


Re.spinitory^'''* 

S2 

.32 

Shigella  dysentery" 

14 

14 

Enteritis" 

10 

6 

2 

2 

Bacteremia*- 

.5 

5 

Meningitis*’* 

Rocky  Moitntaiii 

4 

.3 

1 

spotted  fever'-* 

Ear  alxscc.s.s  with 

2 

2 

cellulitis' 

1 

1 

Lung  abscess* 

1 

1 

Ts'phoid  fever* 

1 

1 

TOTALS 

70 

64 

2 

4 

^Includes  15  patients  who  were  administered 
CHLOROMYCETIN  SUCCINATE  by  nebulization 
under  intermittent  positive  pressure  breathing. 
**Patient  was  hydrocephalic  at  birth;  cerebrospinal 
fluid  was  sterile  at  time  of  death. 


in  respiratory,  gastrointestinal,  and  rickettsial 
infections. Because  of  the  rapid,  effective 
blood  levels  of  CHLOROMYCETIN  provided, 
it  is  especially  useful  in  Hemophilus  influen- 
zae meningitis,  in  certain  septicemias, typhoid 
fever,  and  other  Salmonella  infections.®’® 
WELL  TOLlRiiTED 

CHLOROMYCETIN  SUCCINATE  is  well  toler- 
ated, even  by  small  children.  Signs  of  irritation 
at  injection  sites  have  been  few.^"®  Its  relative 
freedom  from  irritation  makes  it  possible  to 
use  CHLOROMYCETIN  SUCCINATE  for  pro- 
longed periods  in  patients  who  are  not  able 
to  take  oral  medication. 

DOSftGE  fine  kmmmMlimi- Adults:  l Gm. 
every  six  to  eight  hours.  Children:  100  mg.  per 
Kg.  of  body  weight  per  day  in  divided  doses 
at  six-  to  eight-hour  intervals.  The  total  dose 
in  children  should  not  exceed  the  adult  dose 
of  1 Gm.  given  at  any  single  injection,  with 
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tors determining  the  proper  dosage  schedule. 
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require  special  dosage  supervision.  For  details 
see  literature. 
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packages  of  10. 
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and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not 
be  used  indiscriminately,  or  for  minor  infections. 
Furthemiore,  as  with  certain  other  drugs,  ade- 
quate blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intennittent  therapy. 

BEFEREHCBS-(l)  Glazko,  A.  J.,  ct  al.,  in  Welch,  H.,  & Marti- 
Ibanez,  E:  Antibiotics  Annua!  1957-1958,  New  York,  Medi- 
cal Encyclopedia,  Inc.,  19.58,  p,  792.  (2)  Unpublished  data: 
Research  Laboratories,  Parke,  Davis  & Company,  1958.  (3) 
Ross,  S.;  Puig,  ].  H.,  & Zarcmba,  E.  A.,  in  Welch,  H.,  & Marti- 
Ibaiicz,  E:  .Antibiotics  Annual  1957-1958,  New  York,  Medical 
Encyclopedia,  Inc.,  1958,  p.  803.  (4)  Payne,  H.  M.,  & Hackney, 
R.  L.,  Jr.:  ibid.,  p.  821.  (.5)  .McCrumb,  E R.,  Jr.;  Snyder,  M.  J. 

&•  Ilicken.  W.  J.:  ibid.,  p.  837. 
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Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
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induced  by  other  steroids  diminished  or  disappeared. 
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side  effects.  Moreover,  DECADRON  helped 
restore  a "natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

*DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 
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• fast,  high  concentrations  in  body  fluids  and  tissues 

• no  irreversible  side  effects  reported,  excellently  tolerated 
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ACHROMYCIN  V:  10  cc.  plastic  dropper  l)ottle  for  precise  dosage;  100  mg. 
per  cc.  (20  drops).  Doaage:  one  drop  per  pound  body  weight  per  day. 

ACHROMYCIN  V Syrup:  Each  teaspoonful  (5cc.)  contains  equiv.  125  mg. 
tetracycline  HCl.  Bottles  of  2 and  16  11.  oz.  Domge:  at  45  lbs.,  one  teaspoonful 
4 times  daily;  adjust  for  other  weights. 

1.  Based  on  six-month  National  Physicians  Survey. 
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NEW  "DRUNK  DRIVER"  LAW 
EXPLAINED 

Editors  of  the“Journar’  feel  that  some  com- 
ment should  be  made  on  the  “Implied  Con- 
sent” bill  which  passed  the  legislature  with 
Medical  Association  sponsorship  at  the  last 
session  and  becomes  law  July  1st. 

Introduced  as  a safety  measure,  the  law 
attempts  to  aid  law  enforcement  bodies  and 
medical  personnel  in  doing  a better  job. 
Nationally,  the  drinking  driver  is  involved  in 
nearly  50%  of  all  fatal  accidents.  In  South 
Dakota,  because  of  difficulty  to  obtain  proof 
and  fear  of  liability,  the  percentage  had  been 
much  lower. 

The  new  law  provides  that  whenever  a per- 
son applies  for  his  driver’s  license  he  “im- 
plies” his  consent  to  a chemical  test  if  ar- 
rested for  a violation  and  suspected  of  being 
intoxicated. 


At  the  time  of  such  arrest,  he  will  be  in- 
formed of  his  rights  under  the  law  and  then 
may  refuse  the  tests  if  he  so  desires.  How- 
ever, such  refusal  results  in  the  revocation  of 
his  driving  privelege  for  a period  of  one  year. 
Recourse  to  the  courts  is  provided  if  the  per- 
son whose  license  is  lifted  feels  an  injustice 
is  done. 

If  the  blood  on  other  body  chemical  is 
taken  on  the  order  of  a police  officer,  the  law 
gives  protection  to  the  physician  or  tech- 
nician from  liability  as  long  as  he  uses  usual 
care  and  precaution. 

There  may  be  some  questions  in  the  minds 
of  physicians  and  hospital  personnel  on  the 
provisions  of  the  law.  If  so  — it  is  suggested 
that  contact  be  made  with  the  Medical  Asso- 
ciation’s executive  office  or  with  Dr.  John 
Stransky,  Brown  Clinic,  Watertown,  chair- 
man of  the  Associations’  Traffic  Safety  Com- 
mittee. 


for  the  Highway  TraiJeler 


by  BILL  ROAMER 

CLEARWATER  BEACH,  FLA.  - 

Here's  a wonderful  place  for  you  to 
stay  when  you're  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . ■ room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  1 know  you’ll 


love  the 


LACOON 

APT.  MOTEL 

155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREE*  Write  to  this  motel  for 

your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


Plan  To  Attend 
The  78th  Annual 
Meeting  of  the 
South  Dakota 
State  Medical 
Association 
June  20-23,  1959 
In 

Rapid  City,  S.  D. 
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Your  patient  has  a wide  choice  of 
unseasoned,  strained  or  chopped  foods 

The  Low 
Residue  Diet 


-and  may  we 
remind  you  that 
f | a glass  of  beer 
I can  make  low- 

residue  diets  more 
palatable? 


Consomme  can  be  served  jellied  or  hot.  Pureed 
vegetables  folded  into  weU-beaten  egg  can  be 
baked  to  a puff.  Chopped  beef  moistened  with 
broth  and  mixed  with  bread  crumbs  shapes  into 
patties.  Eggs  can  be  soft  or  hard-cooked  by 
simmering.  Flaked  fish  in  lemon  gelatin  looks 
true  to  nature  when  your  patient  uses  a mold. 

For  banana-split  salad  he  can  try  cottage 


cheese  on  banana  and  top  with  pureed  apricots. 
Rice  cooked  in  pineapple  juice,  water  and  sugar 
makes  a golden  dessert.  For  a parfait,  try  layers 
of  farina  pudding  and  pureed  plums. 

Of  course,  you’ll  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he 
can  enjoy  a glass  of  beer*  with  his  meals. 

*pH — 4.3,  104  Calories/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  this  and  1 1 other  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 


new  erythromycin  suspension 


CITRUS-FLAYORED 


Ethyl  Succinate 

ORAL  SUSPENSION 


a new  derivative  of  erythromycin  designed  especially  for  children 


Never  a flavor  like  this  in  an  antibiotic  suspension 

A new  achievement  in  pharmaceutical  elegance — a ready-mixed  stable  suspension  so  sweet  and  good 
you  can’t  tell  it’s  "medicine.”  No  bitterness,  no  unpleasant  aftertaste — just  pure,  sweet  citrus  flavor. 

Never  an  antibiotic  better  proved  against  everyday  coccal  infections 

After  millions  of  prescriptions,  an  unexcelled  safety  record.  High,  peak  blood  levels  within  one 
hour — plus  nearly  100%  effectiveness  against  coccal  infections.  And,  unlike  broad-spectrum  anti- 
biotics, Erythrocin  is  classed  as  a bactericidal  antibiotic. 


indications:  Against  staph-,  strep-  and  pneumococci.  Especially  useful  when  patients  are  allergic  to 
penicillin  or  other  antibiotics.  DOSAGE:  For  children,  30  mg. /Kg.  per  day.  Adults,  1 to  2 Gm.  daily, 
depending  on  severity  of  infection,  supplied:  in  60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful 
represents  200-mg.  of  Erythrocin  activity. 


i 


• erythromycin  ethyl  succinate*  ABBOTT 


THE  HOUSE-CALL  ANTIBIOTIC 


Wide  range  of  action  is  reassuring  when  culture  and  sensitivity  tests 
are  impractical. 

Effectiveness  demonstrated  in  more  than  6,000,000  patients  since 
original  product  introduction  (1956). 


COSA-SIGNEMYCIlSr 


glucosamine-potentiated  tetracycline 
with  triacetyioleandomycin 


capsules 


oral  suspension 


125  mg. 
250  mg. 


raspberry  flavored, 

2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 


pediatric  drops 

raspberry  flavored, 

10  cc.  bottle  (with 
calibrated  dropper) , 

5 mg.  per  drop  (100  mg. 
per  cc.) 


REFERENCES:  1.  Adams,  J.:  Advantages  of  combined  tetracycline-oleandomycin  therapy  in  common  infections,  J.  Tennessee  M.  Assoc.  S0:446 
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More  than  90  clinical  references  attest  to  the  superiority  and  

effectiveness  of  Cosa-Signemycin  (Signemycin) . Professional  Science  for  the  world’s  well-being 

information  booklet  available  on  request*  ® 
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PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


SIGNIFICANT 
IMPROVEMENTS 

IN 

ANTACID 
THERAPY 

SINGE  THE  INTRODUCTION  OF  ALUMINUM  HYDROXIM 

IN  1929 


CREAMALIN 


ANTACID  TABLETS 


Each  Crcainalin  Antacid  'Eablet  contains  320  mg.  specially  proc- 
essed* highly  reacti\'e,  short  polymer  dried  aluminum  hydroxide 
geL  stabilized  w'ith  hexitoh  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  add  longer  (more  lasting  relief) 

4.  No  constipation  * No  add  rehound 

5.  More  pleasant  to  take 


ittiCi 


© prevent  the  sequelae 
af  u.r.i.  ...  and  relieve  the 
symptom  complex 

— n ('AOTTn>,Tfx\“®  ■ ' 

..■.rLKOLAi»ii^  , ^ ■ 

Tetracycline-Antihistamine-Analgesic  Compound  Lederie 

Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  complication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection,^  To  protect  and  relieve  the  "cold” 
pat{eht...ACHROClDIM. 

Usual  dosage:  2 tablets  or  teaspooitfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  rag.); 
saticylamide  (150  mg.);  chlorothen  citrate  (25  mg.),  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.!  ^ J.  Hygiene  71:122  (Ian.)  1933 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH’. . . 


Ointments  Tubes  of  34  oz.  and  34  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  s Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


brand  ANTiilOTIO  OIHTMENT 


Ointments  Tubes  of  34  and  1 oz.  and  tubes  of  34  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  s Bottles  of  10  cc.  with  sterile  dropper, 
y pi|i  J Lotion  s Plastic  squeeze  bottles  of  20  cc. 

II  Vn  I Powder  s Shaker-top  bottles  of  10  Gm. 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


Offers  combined  anti- 


biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Ointments  Tubes  of  34  oz.,  1 oz.  and  34  oz.  (ophthalmic  tip). 


BUiROUGHS  WELLCOtiE  a C®.  (U.S.A.)  IHC.,  Tuckalioe,  N.  Y. 


FROM  BASIC  RESEARCH-BASIC  PROCRESS 


HYDROCHLOROTHIAZIDE 

a new  measure  of  activity 


in  edema 

whenever  there  is  need  for  diuresis 

in  hypertension 

effective  hy  itself  in  some  'patients — always  as  background 
medication  in  any  antihypertensive  regimen. 


summary  of  clinical  information  — HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

IN  EDEMA: 

■ greater  oral  effectiveness  than  with  any  other  class  of  diuretic  agent 

■ diuretic  effectiveness  maintained  even  on  prolonged  daily  administration 

■ 25  mg.  hydroDIURIL  orally  is  equivalent  to  1.6  cc.  meralluride  I.M. 

■ has  been  reported  to  be  effective  even  in  patients  who  did  not  respond 
satisfactorily  to  other  diuretics 

■ low  toxicity— extremely  well  tolerated 

■ often  achieves  the  benefits  of  a low  salt  diet  without  the 
unpleasant  restrictions 


HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

■ highly-active  derivative  of  chlorothiazide 

■ similar  qualitatively  to  chlorothiazide  but  10  to  12  times  more  potent 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority 
of  patients  on  normal  diets 


HYDRO 


HYDROCHLOROTHIAZIDE 


IN  HYPERTENSION: 


provides  background  therapy  in  any  antihypertensive  regimen  (by  itself, 
hydroDIURIL  adequately  controls  hypertension  in  some  patients) 
has  been  reported  by  some  investigators  to  have  a greater  antihypertensive 
effect  in  some  patients  than  does  chlorothiazide  at  equivalent  dose  levels 
does  not  lower  blood  pressure  in  normotensives 
markedly  potentiates  other  antihypertensive  agents 
reduces  dosage  requirements  for  other  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 
smooths  out  blood  pressure  fluctuations 


HYlBOil 


HYDROCHLOROTHIAZIDE 


IS  INDICATED  IN: 

1 Hypertension 

2 Congestive  heart  failure  of  all  degrees  of  severity 

3 Premenstrual  tension  (edema) 

4 Edema  of  pregnancy 

5 Renal  edema— nephrosis;  nephritis 

6 Cirrhosis  with  ascites 

7 Drug-induced  edema 

8 as  adjunctive  therapy  in  the  management  of  obesity 
complicated  by  edema 


RECOMMENDED  DOSAGE  RANGE 


In  EDEMA:  one  to  two  50  mg.  tablets  HYDRODIURIL  once  or  twice  a day 

In  HYPERTENSION;  one  or  two  25  mg.  tablets  or  one  50  mg.  tablet  hydroDIURIL  once  or  twice  a day.  (When  hydroDIURIL  is  ased  with 
a ganglion  blocking  agent,  it  is  mandatory  to  reduce  the  dose  of  the  latter  by  at  least  50  per  cent,  immediately  upon  adding  hydroDIURIL  to 
the  regimen.) 


SUPPLIED  as  25  mg.  and  50  mg.  scored  tablets,  in  bottles  of  100  and  1000. 

PRECAUTIONS: 

It  is  important  that  dosage  be  adjusted  as  frequently  as  the  needs  of  the  indi- 
vidual patient  demand. 

hydroDIURIL  has  shown  no  adverse  effects  on  renal  function  and  is  essentially 
not  nephrotoxic:  for  this  reason  it  may  be  used  with  excellent  results  even  in 
patients  for  whom  organomercurialsare  contraindicated  because  of  renal  damage. 
The  excretion  of  potassium  is  much  lower  than  that  of  sodium  and  chloride  and, 
as  is  the  case  with  DIURIL®,  the  loss  of  potassium  is  clinically  insignificant  in 
the  great  majority  of  patients  on  normal  diets.  If  indicated,  this  potassium  loss 
may  be  easily  replaced  by  including  potassium-rich  foods  in  the  diet  (orange 
juice,  bananas,  etc.). 

Additional  information  on  hydroDIURIL  is  available  on  request. 


BtBLIOCRAPHY: 

1.  Esch,  A.F.,  Wilson,  I.M.,  Freis,  E.D.:  3,4-Oihydrochlorothiazide:  Clinical 
Evaluation  of  a New  Saluretic  Agent.  Preliminary  Report;  M.  Ann.  District  of 
Columbia  28:9,  (Jan.)  1959. 

2.  Ford,  R.V. : The  Clinical  Pharmacology  of  Hydrochlorothiazide;  Southern  Med. 
J.  52:40,  (Jan.)  1959. 

3.  Fuchs,  M.,  Bodi,  T.,  Irie,  S.,  and  Moyer,  J.H.:  Preliminary  Evaluation  of  Hydro- 
chlorothiazide ('hydroDIURIL'):  Urc.  £ Ann.  51:872,  (Dec.)  1958. 

4.  Moyer,  J.H„  Fuchs,  M.,  Irie,  S.,  and  Bodi,  T. : Some  Observations  on  the 
Pharmacology  of  Hydrochlorothiazide;  Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 

'•hydroDIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  Inc. 

Trademarks  outside  the  U.S.:  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


RODUCTS  OF  DISTINCTION  FROM  THE  PURDUE  FREDERICK  COMPANY 


Proved  clinically 
effective 
in  4,464 
(95.0  per  cent) 

.r  of  4,695  patients 
(ag-es 
Z months  to  83  years) 
with  excess 
or  impacted  cerument 

For  patient  convenience  and  econ-  i 
omy,  prescribe  ‘Cerumenex’  Drops 
in  the  regular  15  cc.  bottle,  pack-, 
aged  with  cellophane  wrapped 
Hunt-end  dropper. 

tComplete  bibliography 
available  on  request 


COHTAJNS  CtRAPON*  10.0%  «i  PROPti^NE  6EVC0L 
CHL0B6UTAHQL  Q.5%  »BRAN0  OF  TRIETHA«omMt«E  POtY  • 
OLEAtE-CONOERSATE  U.$.  AHO  fOREtON  PATEKTS  PEROmtt 


Cerumenex 


DROPS 


For  easy,  safe, 
painless  removal 
of  ear  wax— 
without 

instrumentation 


proBilagol 

LIQUID 

ckolecystokinetic-cholagogue  action 

Specifically 

designed 

for  therapeutic  and 
prophylactic 
management 
of  dyspepsia  and 
food 

intolerance 


A unique 
cholecystokinetic- 
cholagogue, 
TroBilagoF  provides 
prompt  gallbladder 
evacuation, 
prolonged  relief, 
safety, 

extreme  palatability 

Supply:  Bottles  of 
12  and  6 fluid  ounces. 

fROBILAGOL  D-SLUCITOl  WITH  HOMATROPINE  M ETH  YLB  ROM  I PE, 
ruiBUB  FREOERICK 


IN  CONSTIPATION 


TABLETS  / QRAHULES 


Assures  bowel 
‘ correction 

and  rehabilitation 
because  it . . acts 
in  a way  almost 

i 

indistinguishable 
from  the  normal  j 

i physiologic 

mechanism../*^ 

* J 

1 without  ' 

P .-j 

' mucosal  irritation  due  ^ 

to  chemical  contact 

without 

I incompatibilities 

f ^ to  antacids  and  < 

' other  medications 

I '§ 

Supply:  Tablets,  small  and 
I easy  to  swallow,  | 

f in  bottles  of  100.  “ 

Gramdes,  cocoa-flavored, 

[ in  8 and  k ounce  canisters. 

I.  Hei'land,  A.  L.,  Lowenstein,  A. : Quart. 

1 Rev.  Sui’g.  Ohst.  & Gynec.  14;196  (Dec.)  1957 

ISfHOEOT^STANOAROiECO  COMCENTfiATE  OP  tOTAl  ACTIVE  PRIMClPLtS 
OF  CASEU  ACtttirOLlA  PODS.  PtfEDUE  FREDEAIC* 
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ACCELERATE  THE 


VARDAS 


RECOVERY 
PROCESS  WITH 


STREPTOKIBASE-STREPTOOORNASf  LEEERU  I 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 


OTITIS 

MEDIA 

or 

FRACTURED 

TIBIA? 


AMERICAN  COLLEGE  OF  PHYSICIANS 
MEETING.  APRIL  20-24 

Two  theaters  as  well  as  the  huge  facilities 
of  the  Conrad  Hilton  Hotel  in  Chicago  will 
be  required  to  present  the  scientific  program 
at  the  40th  annual  session  of  The  American 
College  of  Physicians,  April  20-24,  it  was  an- 
nounced by  Dr.  Eliot  E.  Foltz  of  Winnetka, 
111.,  general  chairman. 

The  presentation  will  include  more  than 
100  papers,  23  panels,  clinics  at  13  hospitals, 
6 clinical-basic  science  case  conferences,  12 
color  television  clinics,  31  clinical  investiga- 
tion reports,  18  scientific  exhibits,  and  a 
technical  exhibit. 

The  authors  of  the  formal  papers  and  the 
participants  in  the  panel  will  include  faculty 
members  from  medical  schools  in  all  parts  of 
the  United  States.  The  subjects  will  cover 
every  important  medical  problem. 

In  the  morning,  two-hour  clinics  will  be 
held  in  the  following  hospitals:  Billings, 
Chicago  Wesley  Memorial,  Cook  County, 
Evanston,  Mercy,  Michael  Reese,  Mt.  Sinai, 
Passavant  Memorial,  Presbyterian-St.  Luke’s, 
University  of  Illinois  Research  and  Educa- 
tional, St.  Luke’s  VA  Research,  and  VA  West 
Side. 

This  will  be  followed  by  panels  in  the  hotel 
and  in  the  Blackstone  and  Eighth  Street 
Theaters.  At  the  same  time , clinical-basic 
science  case  reports  will  be  held  in  the  hotel. 

The  general  clinical  session  will  be  held 
in  the  afternoon  from  2 to  5 o’clock,  at  both 
the  Conrad  Hilton  Hotel  and  the  Blackstone 
Theater. 

Color  television  programs  will  be  presented 
in  the  morning.  These  will  originate  in  the 
Cook  County  Hospital  and  will  be  shown  on 
large  screens  in  the  Conrad  Hilton  Hotel. 

A new  feature  will  be  a public  meeting  to 
which  business,  civic,  and  nonmedical  pro- 
fessional leaders  will  be  invited.  A panel  will 
discuss  “The  Care  and  Preservation  of  the 
American  Executive.”  The  panelists  will  be 
Drs.  Philip  S.  Hench,  Henry  L.  Bockus,  Wil- 
liam C.  Menninger,  Chester  M.  Jones,  Sara 
M.  Jordan,  Howard  P.  Lewis,  Irvine  H.  Page, 
and  Walter  L.  Palmer.  Dr.  Dwight  L.  Wil- 
bur of  San  Francisco,  president  of  the  Col- 
lege, will  be  moderator. 


Napoleon  exhibited  ulcer  symptoms  through  most  of 
his  adult  life,  yet  he  scorned  medication  for  his  ever- 
lasting “spasms  of  nervous  origin"  He  ignored  his. 
infirmities  with  violent  naivete  despite  an  intense  in- 
terest in  medical  science.  Thus,  the  classic  hand-in- 
coat pose  may  have  been  the  result  of  his  paroxysms 
of  gastric  pain  that  sliced  “like  the  stab  of  a penknife." 

When  your  patient  is  besieged  with  an  ulcer, 
Robins  provides  you  with  an  armamentarium 
sufficient  to  repel  it. 

frontal  assault— li  your  tactics  dictate  Local 
Action,  try  ROBALATE,®  which  is  dihydroxy 
aluminum  aminoacetate  (0.5  Gm.  per  tablet  or 
5 cc.),  an  antacid  of  definitely  superior  efficacy. 

' encirclement  — If  you  prefer  to  approach  the 
‘ ulcer  Systemically,  prescribe 
j DONNATAL,®  the  anticho- 


linergic-antispasmodic-sedative with  the  tim( 
tested  natural  belladonna  alkaloids  and  phene 
barbital,  a veteran  campaigner  without  pee] 
FORMULA:  hyoscyamine  sulfate,  0.1037  mg, 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydre 
bromide,  0.0065  mg.;  and  phenobarbital  (i/ 
gr.),  16.2  mg. 

multi-pronged  attack  you  relish  th 
strategy  of  combining  antacid  and  antispasmoc 
ic-anticholinergic  effects,  use  DONNALATE 
It  combines  one-half  of  a DONNATAL  table 
with  one  ROBALATE,  ideal  allies  for  compr( 
hensive  ulcer  therapy. 

Victory  will  be  yours. 

A.  H.  ROBINS  CO.,  INC.  • RICHMOND,  Yj 


DONNALATE 


® ^ 

J^bins 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABOUT  ATARAX* 

~ (brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;it;i  rax 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Toronto  ■■  Conodo 


AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


How  can  the  problem  of  postchole- 
cystectomy syndrome”  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
5om;w.‘ Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  28:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders . 


DECHOLIN 


“therapeutic  bile’ 


ijyi/rocholeresis  with  Decholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  ftmctional  G.I.  distress...  DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 
» improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  Ve  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  !NC 
Elkhort  • Indie 
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ROCKY  MOUNTAIN 
CANCER  CONFERENCE 

The  Rocky  Mountain  Can- 
cer Conference  has  been 
scheduled  for  July  22-23, 
1959,  at  the  completely  air- 
conditioned  Brown  Palace  in 
Denver.  A block  of  rooms 
has  been  reserved  on  a first- 
come,  first-served  basis. 


PRACTICAL  PEDIATRIC 
HEMATOLOGY 
June  1 through  5,  1959. 
Conducted  by  Irving  J. 
Wolman,  M.D.,  Thomas  R. 
Boggs,  Jr.,  M.D.  and  other 
members  of  the  Hematology 
Department  of  the  Children’s 
Hospital  of  Philadelphia. 
TUITON:  $125.00. 


The  program  of  June  4 and 
5 will  be  devoted  to  Prob- 
lems of  Blood  Grouping,  Neo- 
natal Jaundice,  Kemicterus 
and  Exchange  Transfusions. 
Physicians  may  register  for 
these  2 days  only,  if  desired: 
TUITION:  $50.00. 


AMERICAN  BOARD  OF 
OB-GYN  MEET  IN  MAY 

The  next  scheduled  ex- 
aminations (Part  11),  oral  and 
clinical  for  all  candidates 
will  be  conducted  at  the 
Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  en- 
tire Board  from  May  8 
through  19,  1959.  Formal 

notice  of  the  exact  time  of 
each  candidate’s  examina- 
tion will  be  sent  him  in  ad- 
vance of  the  examination 
dates. 

Candidates  who  partici- 
pated in  the  Part  1 Examina- 
tion will  be  notified  of  their 
elegibility  for  the  Part  11  Ex- 
aminations as  soon  as  pos- 
sible. 

The  deadline  date- for  the 
receipt  of  new  and  reopened 
applications  for  the  1960  ex- 
aminations is  August  the 
first,  1959.  Candidates  may 
submit  their  applications  at 
any  time  before  that  date 
and  are  urged  to  do  so.  Re- 
quirements for  application 
may  be  obtained  by  writing 
to  the  secretary; 

Robert  L.  Faulkner,  M.D. 

Secretary-Treasurer 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


will 


' -enlaceme"”  - 
^ No  handles. 

^ light  weight 
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KREISER  SURGICAL  Inc. 


v3 


v.' 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 
528  Kansos  City  St. 
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B.  I.  D. 

ULCER  CONTROL 


all  day  0 

\ 

X. 


NEW 


patient  comfort 


Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 

colitis  and  biliary  tract  disease). 


Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 

•Trademark 


Science  for  the  world’s  well-being 

PFIZER  UABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


EVEN  REFRACTORY  CASES  RESPOND 


mlkm  illi 


Patient  A.S.,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  (Tabs.ft.i.d.  andH.S.); 

prompt  relief  of  symptoms.  Radiograph 

(21  days  later)  confirms  healing  of  minute  lesser 

curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 


of  tension  and 
G.l.  trauma 


Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  lederle 


Used  propliylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathibamate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (2,5  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  % -scored)  contains  Meprobamate,  400  mg.;  Pathilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tablets  of  25  mg.,  plain  (pink)  or  with  phenobarbital,  15  mg.  (blue)  ; 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  results  of  certain  thyroid  function  tests. 


Lederle  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


mainfenance  therapy  is  still  fundamental  treatment 


Sound,  conservative  therapy  with  salicylates  has 
been  consistently  reaffirmed  as  basic,  long-term 
maintenance  therapy  in  the  arthritides.'  ® '’- 

Buffered  Pabirin  provides  superior  maintenance 
therapy.  It  epitomizes  fundamental  long-term 
basic  therapy  since  it  can  be  given  month  after 
month  without  serious  complications  and  with 
minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high 
and  sustained  salicylate  blood  levels.  Each  tablet 
consists  of  an  outer  layer  containing  a buffer 
(aluminum  hydroxide),  para-aminobenzoicacid, 
and  ascorbic  acid;  a core  of  acetylsaiicylic  acid. 


In  the  stomach,  the  outer  layer  quickly  releases 
the  buffer,  which  protects  against  nausea, 
dyspepsia  and  other  gastrointestinal  symptoms 
so  frequently  encountered  with  salicylates  alone. 
The  core  of  Buffered  Pabirin  then  disintegrates 
rapidly,  permitting  rapid  absorption  of  the 
acetylsaiicylic  acid  for  faster  pain  relief. 

References:  1.  Hart,  D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and 
Polley,  F.  H.:  Ninth  International  Congress  on  Rheumatic 
Diseases,  Toronto,  Ont.  (June  25)  1957.  2.  Report  of  Joint 
Committee,  Medical  Research  Council  & Nuffield  Foundation, 
Treatment  of  Rheumatoid  Arthritis,  British  Medical  Journal 
(April  13)  1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
25  7:21%  (Aug.)  1957. 


Buffered  Pabiriff  Tablets 


Each  tablet  contains: 

Acetylsaiicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel 100  mg. 


All  Buffered  Pabirin  is  sodium-  and  potassium-free. 
Dosage:  Two  or  three  tablets  3 or  4 times  daily. 


Photographs  show  2-stage 

Tandem  Release  disintegration. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


I 


Four  weeks  ago,  Mrs.  C.  was  an 
anxiety  patient,  complaining 
of  weakness,  trembling,  sweating, 
tachycardia,  on  the  slightest 
exertion.  Her  symptoms  followed  family 
reverses;  home  life  became  disorganized, 
she  couldn’t  cope  with  housework. 

Therapy  with  TRILAFON,4  mg.  t.i.d., 
and  a weekly  office  visit  to  discuss 
her  feelings  have  worked  wonders  in 
reactivating  this  patient.  She’s  on 
maintenance  dosage  now,  2 mg.  t.i.d., 
able  to  work  very  well,  and  wide-awake 

I and  active  all  day  long. 

I mobilizes  patients  immobilized  by  anxiety 

Trilafotf 

i " perphenazine 

when  you  want  to  avoid  drowsiness 

i • helps  the  patient  contain  anxiety,  tension 

• restores  normal  working  capacity 

Trilafon  Tablets— 2 mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs,®  8 mg.— 4 mg.  for  prompt  effect  in  the 
outer  layer  and  4 mg.  for  prolonged  relief  in  the  timed-action 
inner  core;  bottles  of  30  and  100. 

For  complete  details  on  TRILAFON  consult  Schering  literature. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


TR-J-B29 
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V-CILLIN  r... 

dependable,  fast,  effective  therapy 


V-Cillin  K produces  therapeutic  blood 
levels  in  all  patients  within  five  to  fifteen 
minutes  after  administration  — levels 
higher  than  those  attained  with  any 
other  oral  penicillin.  Infections  resolve 
rapidly.  Dosage:  125  or  250  mg.  three 
times  daily.  Supplied:  In  scored  tablets 
of  125  and  250  mg.  (200,000  and  400,000 
units) . 


ELI  LILLY  AND  COMPANY  • IN 


New:  V-Cillin  K®  Sulfa.  Each  tablet  com- 
bines 125  mg.  of  V-Cillin  K with  0.5  Gm. 
of  the  three  preferred  sulfonamides. 
New:  V-CiUin  K,  Pediatric,  a taste  treat 
for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides 
125  mg.  of  V-CiUin  K. 

V-Cillin  K®  {penicillin  V potassium^  Lilly) 

V-Cillin  K®  Sulfa  {penicillin  V potassium  with 
triple  sulfas f Lilly) 


DJANAPOLIS  B,  INDIANA,  U.S.A. 

933220 


THE  DOCTOR  AND  THE  NURSING  HOME* 
Fay  Smith.  M.D. 

Imperial,  Nebraska 


The  title  of  this  paper  immediately  implies 
that  the  two  are  tied  together  and  that  one 
cannot  logically  be  considered  without  the 
other.  I am  approaching  the  subject  of  Nurs- 
ing Homes  only  as  it  applies  to  our  growing 
aging  population. 

When  I was  born  my  expectancy  was  49. 
Now  it  is  69  and  I know  that  before  long  it 
will  reach  the  Biblical  three  score  and  ten. 
We  now  are  told  by  those  studying  this  ques- 
tion that  it  is  within  logical  reason  to  expect 
the  life  span  to  reach  one  hundred.  I enjoyed 
the  true  story  told  during  one  of  the  Con- 
ferences of  the  A.M.A.  on  the  Aging  about 
the  old  gentleman  115  years  old  who  was  ad- 
mitted to  a hospital  recently.  He  told  his  doc- 
tor that  it  was  just  100  years  since  he  was  last 
in  a hospital.  He  remarked,  “You  know,  hos- 
pitals have  changed  since  then.” 

Not  only  have  hospitals  changed  but  our 
methods  of  caring  for  the  aged  are  changing 
rapidly.  In  fact  it  is  changing  so  rapidly  that 
it  is  outdistancing  the  doctors  who  must  play 
such  an  important  part  in  the  care  of  these 
elderly  citizens. 

The  fact  that  we  do  give  our  older  patients 
good  care  is  one  of  the  most  powerful  bits  of 
evidence  that  we  are  cultured  and  that  we  do 
live  in  a civilized  world. 

Presented  at  the  North  Central  Conference  Oct., 
1958. 


The  second  World  War  was  the  beginning 
of  the  end  of  our  old  method  of  caring  for 
the  aged.  Then  the  husband  and  the  wife  took 
defense  jobs.  Then  the  “sitter”  came  into 
being  and  then  there  was  no  one  left  to  care 
for  the  older  folk  at  home.  The  taste  of  two 
pay  checks  was  sweet  and  we  find  that  the 
husband  and  the  wife  both  continue  to  work. 
It  therefore  became  necessary  to  place  the 
older  folk  some  place  where  they  could  have 
around  the  clock  care.  I do  not  mean  to  im- 
ply that  this  is  entirely  bad.  I have  observed 
that  the  old  member  of  the  family  group  is 
happier  once  he  is  removed  from  the  environ- 
ment of  the  noisy  grandchildren  and  placed 
in  quiet  surroundings  with  those  of  his  own 
age  and  similar  interests.  Changes  are  always 
resisted  but  once  this  change  is  made,  it  is 
accepted  rather  rapidly. 

The  number  of  nursing  home  beds  required 
by  a community  is  not  definitely  settled,  but 
we  have  used  a rule  of  thumb  that  a commun- 
ity needs  the  same  number  of  nursing  home 
beds  as  it  does  general  hospital  beds. 

The  Hill-Burton  Program  requires  that 
skilled  nursing  care  be  available  if  approval 
for  Federal  funds  is  to  be  obtained  in  the  con- 
struction and  equipment.  Of  course  close 
location  to  a general  hospital  permits  the 
nursing  home  to  use  some  hospital  personnel 
and  thereby  qualify  more  readily  for  Federal 
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funds.  We  have  two  such  projects  under  con- 
struction in  Nebraska  at  the  present  time. 
The  advantages  of  the  flow  of  patients  back 
and  forth  between  the  two  institutions  are 
very  evident. 

Certainly  it  is  the  function  of  the  physician 
to  determine  which  of  the  three  types  of 
Homes  are  needed  in  each  individual  case  as 
well  as  to  determine  when  the  transfer  should 
be  made  to  the  general  hospital  or  back  to  the 
Nursing  Home. 

While  it  is  a definite  advantage  to  have  the 
Nursing  Home  close  to  a general  hospital,  I 
think  it  well  to  plan  it  so  that  the  Homes 
does  not  have  a hospital  atmosphere.  Many 
times  illness  and  age  are  synonymous  in  the 
mind  of  an  older  person.  Therefore  the  men- 
tal attitude  of  the  resident  of  the  Nursing 
Home  will  be  better  if  he  is  not  constantly 
reminded  of  a hospital.  At  the  same  time,  the 
people  do  like  to  have  the  comfortable  feeling 
that  good  nursing  care  and  good  doctors  are 
available  quickly  in  the  event  they  are 
needed. 

If  the  Nursing  Home  residents  are  able  to 
be  up  and  about,  they  also  want  to  be  near 
transportation,  churches,  movies,  libraries, 
etc.  We  all  recognize  the  need  for  mental  and 
physical  activity  for  these  people.  It  must 
also  be  meaningful,  or  we  will  see  emotional 
damage  to  a neurotic  degree  if  not  psychotic. 

I have  found  also  that  older  person  wants 
to  have  a confidant  and  that  in  many  in- 
stances, that  person  is  the  private  physician. 
We,  of  course,  should  insist  that  where  it  is 
at  all  possible,  the  residents  of  Nursing  Homes 
should  have  their  own  private  physician  of 
their  own  choosing. 

The  attending  physician  should  be  required 
to  obtain  a pre-admission  chest  film  of  his  pa- 
tient. The  necessity  of  this  is  self  evident. 
The  patient  should  also  have  a general  phys- 
ical examination  every  six  months.  Too  often 
the  patient  is  never  seen  again  after  admis- 
sion until  his  terminal  illness  is  well  advanced 
and  then  the  physician  is  called. 

I feel  that  some  laboratory  work  is  justi- 
fied at  the  time  of  these  examinations,  but  I 
do  not  feel  that  this  should  be  an  extremely 
exhaustive  sort  of  thing.  A complete  blood 
count,  a urine  analysis,  and  possibly  a blood 
sugar  probably  would  suffice.  Of  course,  the 

* Presented  at  the  North  Central  Conference,  Oct., 

1958. 


help  in  these  Homes  should  also  have  the 
same  examinations. 

Above  all,  not  every  six  months,  but  every 
day,  the  doctors  and  nurses  and  other  mem- 
bers of  the  staff  should  make  certain  that 
these  patients  are  treated  kindly  and  gently. 

Too  many  times  these  Homes  are  converted 
old  frame  mansions.  The  local  authorities  are 
not  always  as  diligent  as  they  might  be  in  see- 
ing that  fire  protection  is  adequate.  The  State 
cannot  always  completely  police  these  situa- 
tions. Very  recently  in  Council  Bluffs,  Iowa, 
we  had  a very  tragic  fire  with  a number  of 
the  older  folk  killed.  I well  remember  one 
scene  of  the  charred  body  still  in  its  bed  and 
an  unused  fire  extinguisher  hanging  near  by. 
Of  course,  the  physical  condition  of  these 
people  always  makes  greater  protection 
necessary  both  from  the  fire  and  health  stand- 
points. 

This  leads  to  the  question  of  standardiza- 
tion. Should  it  be  done?  In  Nebraska  if  two 
or  more  are  cared  for  in  a Home,  it  must  be 
licensed.  What  should  be  the  requirements 
for  such  license?  We  all  know  of  homes  that 
do  not  have  many  advantages  but  where  the 
atmosphere  is  good  and  the  residents  are 
happy.  We  should  not  get  so  enthusiastic 
about  our  regulations  that  we  create  unhap- 
piness by  placing  these  people  in  a com- 
pletelysterile  environment.  I do  think  certain 
minimal  requirements  should  be  made  a basis 
for  license.  In  view  of  the  fact  that  about  one 
half  of  the  cost  of  these  people  in  proprietary 
homes  is  paid  through  public  funds,  it  would 
be  quite  a forceful  incentive  to  insist  that  the 
minimal  requirements  be  met  before  these 
funds  could  be  used  for  that  purpose. 

A year  ago,  I was  one  of  a team  which 
visited  our  Nursing  Homes.  In  one  instance, 
I was  amazed  to  see  about  two  dozen  elderly 
residents  in  an  old  frame  two-story  house.  In 
the  basement  were  some  locked  rooms  with 
small  high  windows.  These  were  occupied  by 
men  who  were  so  confused  that  they  would 
wander  off  if  not  watched  or  locked  in  their 
rooms.  On  the  second  floor  behind  locked 
heavy  screen  doons  were  the  women  in  the 
same  state  of  mental  confusion.  It  would  have 
been  absolutely  impossible  to  move  these 
people  in  the  event  of  a fire.  The  operator  of 
that  Home  was  doing  the  best  she  could  with 
the  facility  at  hand.  The  Home  was  clean,  the 
(Continued  on  Page  150) 
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THE  INFERTILE  MALE 
AN  OBSTETRICAL  PROBLEM?* 


William  H.  Masters** 
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The  infertile  family  unit  usually  consults 
either  the  generalist  or  the  obstetrician  when 
seeking  reprieve  from  its  barren  state.  Since 
the  first  consultant  has  the  best  statistical 
opportunity  I of  accomplishing  pregnancy  for 
the  infertile  couple,  it  behooves  the  more 
rigidly  disciplined  obstetrician  to  be  reason- 
ably aware  of  the  problems  arising  from  any 
evaluation  of  male  fertility.  He  should  be 
conversant  with  the  conceptive  limitations  of 
the  male  partner,  together  with  an  adequate 
knowledge  of  such  family  unit  fertility  fun- 
damentals as  intercourse  timing,  positioning 
and  frequency. 

The  infertility  research  unit  of  the  Wash- 
ington University  School  of  Medicine  has 
adhered  to  the  fundamental  principle  that 
the  infertile  couple  should  be  evaluated  as  a 
single  unit  rather  than  an  infertility  inves- 
tigation conducted  under  separate  disciplines. 
The  demand  for  treating  the  infertile  couple 
as  a single  biological  unit  has  long  been  well 
recognized.2  It  matters  little  which  medical 
discipline  undertakes  to  treat  the  infertile 
family  unit.  However,  early  rapport,  estab- 
lished between  the  primary  investigator  and 
family  unit,  is  of  inestimable  value  in  reliev- 
ing the  basic  tensions  inevitably  associated 
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with  the  exhaustive  investigative  procedures 
necessary  for  any  complete  evaluation  of  an 
infertility  problem. 

Whether  one  accepts  the  premise  that  the 
infertile  marriage  is  best  treated  as  a family 
unit  problem,  or  disperses  the  marital  part- 
ners to  secondary  investigative  units,  the  ob- 
stetrician must  have  a sufficient  knowledge 
of  the  problems  of  male  fertility  to  interpret 
correctly  the  data  furnished  him  subsequent 
to  the  male  partner’s  evaluation  in  other 
hands.  This  obstetric  demand  for  a reason- 
able knowledge  of  the  problems  of  male  fer- 
tility finds  support  in  the  experience  of  the 
infertility  investigative  unit  during  the  last 
ten  years. 3 When  a complete  definition  of  an 
infertility  problem  has  been  achieved,  and 
unilateral  fault  described,  roughly  60  per  cent 
of  sterile  marriages  are  the  result  of  problems 
of  male  fertility.  It  is  safe  to  say  that  among 
family  units  (private  patient  status  only)  who 
have  never  conceived,  there  is  a higher  in- 
stance of  male  infertility  in  this  country 
than  there  is  female  involvement. 

Any  development  of  an  infertility  problem 
must  of  necessity  be  divided  into  two  basic 
categories.  First  is  the  demand  for  the  dis- 
semination of  primary  conceptive  informa- 
tion to  the  infertile  family  unit;  and,  second 
is  the  necessity  for  infinite  detail  in  the  basic 
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sterility  workup  from  both  the  physical  and 
laboratory  examination  point  of  view. 

Lack  of  effective  conceptive  information  is 
one  of  the  primary  reasons  for  any  long  con- 
tinued barren  state.  During  the  last  decade, 
one  out  of  every  eight  infertile  family  units 
have  conceived  within  three  months  after 
exposure  to  a basic  sex  talk  which  included 
such  fundamental  conceptive  information  as 
intercourse  frequency,  timing  and  position- 
ing. 

It  is  important  to  point  out  to  the  infertile 
unit  that  frequency  of  intercourse  is  one  of 
the  most  commonly  misunderstood  and  per- 
sistent sources  of  infertility.  The  average 
married  male  may  be  having  intercourse 
either  too  frequently  or  too  infrequently  in 
order  to  maintain  his  best  possible  sperm 
production.  The  average  fertile  married  male 
must  have  an  ejaculation  at  least  once  every 
three  to  five  days  in  order  to  maintain  his 
best  possible  sperm  production.'^  Any  period 
of  continence  which  extends  to  the  ten-day  to 
two-week  level  will,  for  many  fertile  men, 
result  in  a reduction  of  effective  sperm  pro- 
ductivity. Frequently,  fertility  levels  are 
lowered  to  roughly  50  per  cent  below  pre- 
viously established  normal  levels.  The  im- 
portance of  this  information  is  emphasized 
by  recalling  that  one  of  the  favorite  home 
remedies  for  conception  is  to  “save  up”  from 
the  onset  of  the  menstrual  period  to  the  on- 
set of  the  estimated  fertile  period.  Such  in- 
fertile family  units,  practicing  periods  of  con- 
tinence ranging  from  ten  days  to  two  weeks, 
are,  at  best,  developing  50  per  cent  of  their 
normal  fertility  potential  with  the  first 
night’s  ejaculation. 

The  second  important  point  in  intercourse 
frequency  is  the  concern  for  a too  frequent 
ejaculation  schedule  for  the  male  partner. 
Just  as  the  procedure  of  “saving  up”  is  a 
popular  technique,  so  it  the  fertile  period 
“exhaustion  technique”  frequently  used.  Fol- 
lowing the  suggestions  of  well  meaning 
friends,  many  infertile  family  units  not  only 
have  intercourse  three  to  five  nights  in  a row, 
but  frequently  more  than  once  in  a twenty- 
four  hour  period,  in  an  attempt  to  insure 
sperm  'protection  for  the  female  partner  dur- 
ing the  theoretically  fertile  period.  It  takes 
the  average  fertile  male  from  30  to  40  hours 
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(a  good  average  is  36  hours)  after  previous 
ejaculation  to  return  the  sperm  count  to  his 
normal  levels.  It  matters  not  whether  the 
ejaculation  is  the  result  of  intercourse,  mas- 
terbation  or  a nocturnal  emission.^  Also 
important  is  the  fact  that  if  the  male  partner 
normally  has  a reduced  sperm  production,  it 
may  well  take  him  48  hours  after  previous 
ejaculation  to  return  to  his  established  low 
sperm  production  levels.  Thus,  when  sched- 
uling couples  for  intercourse  during  an  ex- 
pected ovulatory  period,  one  should  remem- 
ber that  an  intercourse  frequency  more 
concentrated  than  a 36  hour  cycle  diminishes 
the  individual  female’s  best  chances  of  con- 
ception. 

Positioning  during  intercourse  is  also  of 
primary  importance  in  aiding  and  abetting 
the  conception  rate  of  the  infertile  family 
unit.  Any  coital  technique  which  favors  the 
concentration  of  sperm  in  the  depth  of  the 
vagina  should  be  described  in  detail  for  the 
infertile  unit.  The  male  partner  should  be 
warned  of  the  necessity  of  making  the 
deepest  possible  vaginal  penetration  as  he 
feels  the  ejaculation  developing,  but  before  it 
actually  occurs.  The  rationale  behind  this 
deep  penetration  technique  is  the  well- 
established  knowledge  that  the  greatest  con- 
centration of  sperm  (approximately  75  per 
cent)  is  encountered  in  the  first  quarter  of  the 
total  ejaculate.®  It  is  obvious  that  during  the 
terminal  stages  of  male  sexual  excitement, 
associated  with  the  deep  thrust  and  quick 
withdrawal  of  the  penis,  the  glans  penis 
may  well  be  near  the  vaginal  outlet,  as  the 
first  part  of  the  ejaculate  is  delivered.  This 
technique  misfortune  will  grossly  reduce  the 
conceptive  effectiveness  of  the  particular 
coital  attempt. 

Not  only  should  the  greatest  concentration 
of  sperm  be  delivered  to  the  depth  of  the 
vagina  with  the  female  in  the  usual  inferior 
position,  presuming  normal  anterior  position- 
ing of  the  uterus,  but  it  is  important  to  main- 
tain this  concentration  of  sperm  in  the  depth 
of  the  vagina  for  a significant  time  duration. 
As  the  penis  is  withdrawn,  subsequent  to  the 
completion  of  the  coital  act,  the  entire  an- 
terior wall  of  the  vagina  collapses  against 
the  posterior  wall.  This  action  delivers  the 
cervix  into  a sperm  pool,  if  one  has  been 
correctly  developed  in  the  depth  of  the 
vagina.  Obviously,  it  does  not  do  a whit  of 
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good  to  deposit  the  ejaculate  in  the  depth  of 
the  vagina,  and  then  not  maintain  the 
sperm  pool  for  sufficient  contact  with  the 
cervical  mucus.  Correct  description  of  coital 
technique  should  require  the  withdrawal  of 
the  penis  immediately  upon  completion  of  the 
male  ejaculation.  This  will  prevent  the  usual 
high  incidence  of  vaginal  loss  of  the  ejaculate 
due  to  penile  flattening  of  the  posterior  vag- 
inal wall.  The  ejaculate  is  frequently  lost, 
almost  in  entirety,  with  late  withdrawal.  In 
addition,  many  women  lose  at  least  half  of 
the  total  ejaculate  immediately  upon  with- 
drawal of  the  penis  due  to  poor  vaginal  posi- 
tioning. Although  this  is  a factor  not  strictly 
associated  with  male  fertility,  the  proper 
female  vaginal  positioning  should  be  ex- 
plained in  detail  to  the  individual  family  unit 
under  investigative  consideration. 

Such  effective  contraceptive  techniques  as 
douching  after  intercourse,  and  use  of  an 
artificial  lubricant  to  aid  coital  attempts 
where  female  lubrication  is  a problem,  should 
be  decried  in  an  attempt  to  plug  all  possible 
loopholes  of  family  unit  mismanagement 
through  ignorance.  Presuming  the  infertile 
couple  has  practiced  all  suggested  conceptive 
techniques  for  at  least  three  months,  and 
pregnancy  has  not  occurred,  the  first  step  in 
evaluating  the  particular  fertility  problem 
should  be  undertaken.  These  initial  steps 
should  always  be  primarily  directed  toward 
the  male  partner. 

In  the  first  place,  it  must  be  presumed  that 
the  male  represents  50  per  cent  of  the  bar- 
gain. Second,  it  is  obviously  much  easier 
to  do  a complete  evaluation  on  the  male  than 
of  the  female  partner.  Finally,  it  has  certainly 
been  true  in  the  past  that  many  males  have 
confused  suggestion  of  infertility  with  a sug- 
gestion of  impotence.  Subsequently,  they 
have  refused  adequate  and  effective  coopera- 
tion with  the  examiners.  To  avoid  this  dis- 
tress, the  distinction  between  the  infertile 
and  impotent  male  is  completely  defined  for 
both  husband’s  and  wife’s  edification  during 
the  original  intake  interview. 

Work-up  Routine  of  the  Male  Partner: 

In  order,  the  laboratory  determination  of  a 
basal  metabolic  rate,  blood  count,  urinalysis, 
roentgenogram  of  chest,  subsequently  fol- 
lowed by  a complete  history  and  physical  ex- 
amination, are  the  initial  procedures  of  the 


primary  evaluation.  In  taking  the  history, 
such  salient  factors  as  the  following  are  dis- 
cussed and  recorded:  age,  length  of  marriage, 
period  of  contraception  (if  any),  previous 
marriages  and  resulting  pregnancies,  posi- 
tioning, frequency  or  difficulties  during 
coitus,  childhood  diseases,  especially  mumps 
with  resultant  complications,  other  serious 
illnesses,  operations,  venereal  disease  or  gen- 
eral infections,  possible  radiation  exposure, 
recent  marked  change  in  weight,  injuries, 
occupation,  diet,  drug  and  alcohol  ingestion, 
tobacco  consumption.  This  detailed  history 
is  followed  by  a complete  physical  examina- 
tion with,  of  course,  emphasis  on  the  lower 
abdomen,  the  genitals  and  the  prostate  gland. 
Finally,  a sperm  specimen  is  collected  for 
laboratory  examination. 

Sperm  can  be  obtained  from  the  human 
male  in  at  least  five  different  ways.  Only  one 
technique  is  considered  sufficiently  informa- 
tive to  be  used  by  the  Infertility  Service  of 
Washington  University  School  of  Medicine. 
The  Withdrawal  Technique:  The  family  unit 
has  intercourse,  and,  as  he  feels  the  ejacula- 
tion imminent,  the  male  withdraws  and  col- 
lects the  specimen  in  a clean  container.  The 
difficulties  involved  with  this  technique  are 
significant.  The  male  frequently  loses  a few 
drops  on  the  ejaculate.  Since  the  major  sperm 
concentration  is  in  the  first  quarter  of  the 
male  ejaculate,  this  technique  may  well  re- 
sult in  medical  misinformation.  The  Condom 
Specimen:  For  this  technique,  intercourse  is 
carried  to  completion  and  the  ejaculate  de- 
livered for  laboratory  analysis.  The  diffi- 
culties with  this  technique  are  of  even  more 
concern  than  the  withdrawal  technique.  It  is 
impossible  for  the  male  to  remove  the  condom 
successfully  without  a part  of  the  ejaculate 
remaining  on  the  shaft  of  the  penis.  Cer- 
tainly, the  examiner  cannot  remove  all  the 
ejaculate  from  the  condom.  Moreover,  both 
the  rubber  and  the  talcum  frequently  asso- 
ciated with  commercially  marketed  condoms 
are  spermicidal.  Thus  this  technique  also 
is  fraught  with  the  possibilities  of  false  in- 
formation. The  Huhner  Technique:  After  the 
family  unit  has  intercourse,  the  wife  visits 
the  physician  a few  hours  after  coitus  for  an 
aspiration  of  the  cervical  mucus.  This  tech- 
nique, in  company  with  both  (1)  and  (2),  will 
certainly  demonstrate  major  discrepancies  in 
sperm  production,  and  will  also  describe  im- 
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mediate  sperm  motility.  If  dead  sperm  are 
found  in  cervical  mucus,  however,  this  tech- 
nique does  not  delineate  between  the  possi- 
bility of  the  sperm  being  ejaculated  dead,  and 
the  possible  antipathy  to  these  particular 
sperm  by  the  wife’s  cervical  mucus.  Prostatic 
Massage:  Rectal  massage  of  the  prostate  will 
usually  provide  sufficient  material  for  a 
sperm  count.  Since  the  first  few  drops  of  the 
ejaculate  are  effectively  obtained  by  this 
technique,  it  is  used  by  many  examiners  as 
a quick  office-procedure  technique.  Despite 
the  clinical  ease  with  which  this  technique  is 
carried  out,  it  should  be  noted  that  one  of 
the  least  important  factors  in  the  evaluation 
of  the  male’s  sperm  specimen  is  the  actual 
sperm  count.  Masturbation  Technique:  This 
is  the  only  technique  acceptable  to  the  In- 
fertility Service  when  the  responsibility  of 
defining  male  fertility  is  at  stake.  The  entire 
ejaculate  may  be  easily  obtained,  under  rela- 
tively sterile  conditions.  Once  satisfactorily 
obtained,  the  complete  sperm  specimen  is 
evaluated  in  detail  over  a 24  hour  period. 

The  semen  specimen  is  allowed  to  liquefy 
before  a sterile  culture  is  taken.  Analysis  is 
then  performed  following  essentially  the 
criteria  offered  by  Falk  and  Kaufman.^ 
Evaluation  is  made  according  to  total  volume, 
viscosity,  turbidity,  count  per  unit  volume, 
total  count,  initial  motility  and  morphology.® 
to  ^ ^ Finally  and  most  important,  subsequent 
sperm  motility  and  longevity  is  defined 
throughout  a 24  hour  observation  period. 

Certainly,  the  greatest  investigative  em- 
phasis is  placed  on  sperm  motility  and  sperm 
longevity.  Most  observers  today  consider 
these  factors  as  the  most  important  defini- 
tives of  semen  quality.  It  matters  little  how 
high  the  initial  sperm  count  is,  if  adequate 
numbers  of  normal  appearing  sperm  do  not 
live  for  a sufficient  time,  and  swim  effec- 
tively enough  to  reach  the  ampulla  portion 
of  the  fallopian  tubes  where  fertilization  ac- 
tually occurs.  Without  these  two  character- 
istics of  adequate  motility  and  longevity  (18 
to  24  hours  in  vitro)  demonstrated  in  a sperm 
specimen,  the  individual  male  is  considered 
sterile  or  infertile.  When  white  blood  cells 
are  noted  during  the  initial  sperm  count,  the 
sterile  specimen  is  cultured.  If  either  coli- 
form  or  anaerobic  streptococci  are  returned, 
the  individual  male  is  treated  by  the  appro- 
priate antibiotic  compound.''® 


SUMMARY 

Briefly,  the  obstetrician  who  counsels  the 
infertile  family  unit  must  be  sensitized  to  the 
basic  concerns  of  the  infertile  male,  if  he  is 
to  do  an  adequate  job.  The  dissemination  of 
adequate  conceptive  information  is  of  prime 
importance.  The  vital  concerns  of  intercourse 
positioning,  frequency  and  timing,  should  be 
explained  in  complete  detail  to  the  infertile 
couple. 

If  the  infertility  workup  is  ultimately  de- 
manded by  persistent  lack  of  conception,  the 
primary  factor  in  the  evaluation  is  a basic 
demand  for  infinite  detail  on  the  part  of 
both  the  examining  physician  and  the  lab- 
oratory resources.  It  is  impossible  for  the  ob- 
stetrician to  contend  adequately  with  the 
finite  detail  of  an  effective  infertility  survey, 
if  he  is  not  thoroughly  conversant  with  the 
fundamental  of  male  infertility  problems. 
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MEDICINE'S  "NEW  LOOK"  AT  THE 
NURSING  HOME* 

F.  C.  Coleman,  M.D. 

Des  Moines,  Iowa 


With  ever  increasing  hospital  costs  (approx- 
imately 5%  annually)  . . . with  rising  num- 
bers in  our  “elder  citizen”  group  . . . with 
the  threat  of  pending  federal  legislation  to 
care  for  the  aged  . . . with  no  apparent  end 
to  run-away  inflation  . . . 

Medicine  is  taking  a new  look  at  the  nurs- 
ing home,  realizing  that  it  is  going  to  play 
a more  important  role  in  health  care  for  the 
people  in  every  community. 

But  first,  let’s  define  our  terms.  What  is  a 
nursing  home?  According  to  the  Public 
Health  Service  and  the  Commission  on 
Chronic  Illness,  nursing  homes  can  be  di- 
vided into  four  groups: 

1.  Skilled  Nursing  Homes  — which  pro- 
vide as  their  primary  function  services 
requiring  some  technical  nursing  skill 
beyond  that  which  an  untrained  person 
can  administer;  i.e.,  full  bed  baths, 
enemas,  irrigations  catheterizations,  etc. 

2.  Personal  Care  Homes  With  Skilled  Nurs- 
ing — which  provide  some  skilled  nurs- 
ing care  but  only  as  an  adjunct  to  their 
primary  function  of  providing  personal 
care;  i.e.,  such  personal  services  as  help 
in  walking  and  getting  in  and  out  of 
bed,  help  with  dressing  or  feeding,  prep- 
aration of  special  diet,  etc. 

* Presented  at  the  North  Central  Conference,  Oct., 

1958. 


3.  Personal  Care  Homes  Without  Skilled 
Nursing  — which  provide  personal  care 
only,  without  skilled  nursing  care. 

4.  Sheltered  Homes  — which  provide  room, 
board  and  minimum  services  of  a domi- 
ciliary nature  such  as  laundry,  personal 
courtesies  as  occasional  help  with  corres- 
pondence or  shopping  and  other  services 
short  of  routine  “personal  care.” 

Representing  the  25,000  homes  in  the  four 
groups  is  the  American  Nursing  Home  Asso- 
ciation. Its  state  objectives  are: 

1.  To  provide  care  for  the  chronically  ill, 
and  the  aged  and  convalescent,  such  care 
to  include  the  physical,  emotional  and 
spiritual  welfare  of  the  individual. 

2.  To  assist  and  encourage  the  research  and 
advancement  in  scientific  knowledge  and 
geriatrics. 

3.  To  promote  the  health  and  welfare  of 
the  community  it  serves. 

4.  To  cooperate  with  others  in  the  profes- 
sion and  all  allied  professions,  agencies, 
and  institutions. 

5.  To  provide  adequate  care  in  a kindly 
and  considerative  manner  for  all  its  pa- 
tients. 

6.  To  make  every  effort  to  insure  a com- 
plete recovery  or  maximum  rehabilita- 
tion or  reablement.  i 

Medicine  can  and  should  play  a vital  role 
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in  the  accomplishment  of  these  objectives.  In 
the  average  community  there  is  often  little 
knowledge  or  appreciation  of  the  potentials 
of  physical  rehabilitation,  of  the  rudimentary 
techniques  of  rehabilitation,  and  of  the  voca- 
tional potentials  that  may  be  brought  into 
use  after  the  maximum  benefits  have  been  ob- 
tained from  physical  rehabilitation. 

Physicians  have  a vital  state  in  the  pro- 
vision of  adequate  care  for  the  chronically  ill 
patient.  Nursing  homes  constitute  an  ever  in- 
creasing and  important  segment  of  the  facil- 
ities for  care  of  such  individuals.  The  Iowa 
State  Department  of  Health  licensed  152 
homes  in  1948;  by  1955,  598  were  licensed. 
Even  in  the  face  of  restrictive  standards  im- 
posed by  our  State  Legislature  recently,  358 
have  applied  for  license.  The  Iowa  Nursing 
Home  Association  reports  nearly  500  prob- 
ably will  be  able  to  qualify  plus  some  300-400 
additional  facilities  that  can  only  be  classified 
as  sheltered  or  custodial  homes. 2 

Nationally,  the  estimated  number  of  nurs- 
ing homes  and  related  facilities  reach  25,000 
providing  450,000  beds  for  an  average  of  2.8 
beds  per  1,000  population. 


Age 

Total  % 

Per  Cent 
Male 

Per  Cent 
Female 

Under  45 

1.4 

2.0 

1.0 

45—54 

2.1 

2.6 

1.8 

55—64 

5.5 

6.4 

5.1 

65—74 

20.6 

24.0 

19.0 

75—84 

42.3 

40.4 

43.3 

85 — Over 

26.2 

22.5 

28.0 

Unknown 

2.0 

2.1 

1.9 

100.0 

100.0 

100.0 

This  illustrates,  quite  graphically,  that 
nursing  homes  in  our  present  day  society  are 
characteristically  a home  for  the  aged.  Two- 
thirds  of  all  patients  in  nursing  homes  are 
women. 

Let  us  take  a closer  look  at  the  patients 
who  were  subjects  in  this  thirteen  state  sur- 
vey: Twenty  (20)  per  cent  were  completely 
bedfast.  An  additional  fourteen  (14)  per  cent 
were  in  bed  most  of  the  time.  Somewhat  less 
than  one-half  were  regularly  out  of  bed. 
More  than  fifty  (50)  per  cent  were  disoriented, 
at  least  part  of  the  time.  About  one  out  of 
five  disoriented  patients  were  in  a state  of 
confusion  most  of  the  time.  Disorientation 
was  directly  related  to  age,  with  the  oldest 
group  showing  the  most  disorientation. 


Type  of  Facility 

Homes 

Total 

Beds  per 

Beds 

1,000  population 

Skilled  Nursing  Homes 

7,000 

180,000 

1.1 

Personal  Care  Homes 
with  skilled  nursing 

2,000 

80,000 

.5 

Personal  Care  Homes 
without  skilled  nursing 

7,000 

110,000 

.7 

Sheltered  Homes 

9,000 

80,000 

.5 

Total 

25,000 

450,000 

2.8 

Nursing  homes  must  adopt  themselves  to 
the  age  of  their  patients.  The  average  patient 
is  80  years  old.  Less  than  1/10  of  them  are 
under  65.  About  1%  are  less  than  45  and  as 
many  as  are  85  or  older.  These  figures 
are  based  on  a thirteen  state  survey  of  nurs- 
ing homes  with  a total  patient  load  of  38,557 
recently  conducted  by  the  U.  S.  Public  Health 
Service.  This  survey  indicated  the  following 
age  distribution:3 


The  Iowa  Nursing  Home  Association  re- 
cently completed  a survey  of  510  patients.  In 
homes  with  under  30  patients  an  average  of 
55%  are  ambulatory,  22%  chairfast  and  23% 
bedfast.  In  homes  with  over  50  patients,  am- 
bulatory patients  averaged  63%  with  20% 
chairfast  and  15%  bedfast.  It  costs  more  to 
care  for  a bedfast  or  chairfast  patient,  hence 
in  the  smaller  homes  the  average  care  cost 
per  patient  is  higher  than  in  the  lower  homes. 
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Females  exceeded  males  and  the  average  age 
was  80  years. 4 

It  was  reported  in  this  same  survey  that  33 
per  cent  of  the  patients  in  larger  homes  are 
judged  to  be  “disoriented-severe”  while  this 
applies  to  only  6%  of  those  in  small  homes. 
We  could  conclude,  therefore,  that  an  am- 
bulatory, severely  disturbed  patient  cannot 
be  taken  care  of  as  satisfactorily  in  a small 
home,  possibly  because  of  the  disturbance  to 
the  remainder  of  the  patients,  while  a larger 
home  could  isolate  this  patient  with  others 
of  similar  nature  away  from  the  other  pa- 
tients. 

Because  of  the  greater  amount  of  services 
required  and  given  to  the  patients  in  small 
homes,  the  average  cost  per  patient  was 
higher  than  in  the  larger  homes.  The  average 
monthly  cost  was  $143.43  and  $122.88,  respec- 
tively. The  average  monthly  cost  per  patient 
was  $130.74  for  the  510  patients  who  were  in 
both  large  and  small  homes. ^ 

Before  we  proceed  further  with  this  report 
we  should  take  a closer  look  at  the  question, 
“Why  are  there  so  many  nursing  homes?” 
Their  phenomenal  growth  since  the  ’30s  has 
catapulated  them  to  national  attention. 

The  impelling  reason  is  that  of  accom- 
modating and  caring  for  people  who  require 
personal  and  nursing  attention  which  is  not 
available  in  their  own  homes  or  the  homes  of 
relatives.  As  they  exist  today,  nursing  homes 
respond  as  much  to  social  needs  as  to  medical 
needs.  There  is  a great  need  for  developing 
some  standardization  of  the  meaning  of  the 
designation  “nursing  home,”  so  that  medicine 
may  make  greater  use  of  these  more  eco- 
nomical facilities  in  the  care  of  the  long- 
term patient. 

Estimates  based  on  the  1950  census  indicate 
that  well  over  five  million  persons  each  year 
are  disabled  for  more  than  three  months. 
More  than  four  million  live  in  their  own 
homes,  but  more  than  one  million  are  found 
in  general  and  long-term  hospitals,  in  homes 
or  schools  for  the  mentally  and  physically 
handicapped,  in  homes  for  the  aged  and  in 
nursing  homes.® 

In  four  general  hospitals  in  Boston,  a recent 
study  of  patients  staying  thirty  days  or  longer 
on  so-called  “acute”  divisions  was  made  to 
determine  the  reasons  for  their  prolonged 
hospitalization.  According  to  the  criteria 


used,  42%  of  the  long-stay  group  did  not  re- 
quire continuing  active  treatment  in  the  hos- 
pital, although  many  of  them  needed  other 
types  of  care. 

In  a long-term  municipal  hospital  in  New 
York  serving  an  indigent  group,  almost  20% 
of  the  patients  reviewed  required  no  further 
hospital  care,  but,  for  lack  of  appropriate 
facilities  at  home,  could  not  be  discharged 
from  the  hospital.  A nursing  home  would 
have  been  satisfactory  for  most  of  them.® 
What  are  the  medical  diagnoses  on  patients 
in  nursing  homes?  Referring  back  to  the 
U.  S.  Public  Health  Survey  of  Nursing  Homes 
in  thirteen  states  involving  38,557  patients,  we 
find  that,  as  might  be  expected,  diseases  of 
the  heart  and  blood  vessels  afflict  the  largest 
proportion  of  nursing  home  patients,  followed 
by  senility,  fractures,  arthritis  and  rheu- 
matism, paralysis  other  than  from  strokes, 
mental  disorders,  diabetes,  etc.  An  analysis 
was  made  of  the  primary  diagnoses  and  then 
of  all  diagnoses: 

Per  Cent  Per  Cent 
Primary  All 

Disagnoses  Disagnoses 


Cardiovascular  Diseases 

40.2 

66 

Senility 

17.0 

25 

Fractures 

8.8 

11 

Arthritis  & Rheumatism 

6.3 

9 

Paralysis  (other  than  strokes)  5.0 

6 

Mental  Disorders 

3.6 

6 

Diabetes 

3.4 

5 

Neoplasms 

3.3 

4 

Genitourinary  Diseases 

1.5 

4 

Gastrointestinal  Diseases 

1.1 

3 

Blindness,  total 

1.5 

4 

All  Other  Diagnoses 

5.3 

14 

No  Diagnosis  or  Unknown 

3.0 

3 

Two  out  of  every  five  patients  have  a car- 
diovascular condition  which  is  the  main  med- 
ical reason  for  needing  care  in  the  nursing 
home.  About  two  out  of  three  patients  have 
some  heart  or  circulatory  difficulty,  either  as 
a primary  or  contributory  condition. 

Only  two  out  of  five  homes  have  a regis- 
tered professional  nurse  on  the  staff.  An  ad- 
ditional one-fourth  of  the  homes  have  a li- 
censed practical  nurse  as  the  highest  skill- 
level  represented.  Thus,  one-third  of  the 
homes  employ  neither  a registered  profes- 
sional nurse  nor  a licensed  practical  nurse. 
From  this  survey  there  is  reason  to  believe 
that  nursing  homes  are  rather  divorced  from 
the  mainstreams  of  medical  care.® 
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Doctors  and  nurses  have  become  geared  to 
diagnosis  and  therapy  of  the  acutely  ill  as 
the  main  concept  of  medical  practice.  Two 
new  concepts  align  themselves  on  either  side 
of  the  care  for  the  acutely  ill.  One  is  preven- 
tive medicine,  the  other  rehabilitative  med- 
icine. The  latter  is  inseparable  from  acute 
and  chronic  care. 

One  of  the  chief  criticisms  leveled  against 
the  medical  profession  today  is  that  of  im- 
personalized  care.  This  criticism  has  its  roots 
tangled  up  with  scientific  progress. 

Through  rehabilitation  there  is  great 
promise  of  the  return  of  some  of  the  art  of 
medicine,  as  these  programs  to  be  successful 
must  become  highly  personalized,  integrating 
medical  and  emotional  care  with  home  and 
working  environments.  This  may  well  be 
the  most  important  by-product  of  rehabilita- 
tion medicine. 

The  physician  is  responsible  for  the  total 
medical  needs  of  the  patient.  The  doctor’s 
responsibility  does  not  end  when  the  acute 
stage  of  an  illness  has  terminated;  it  ends 
only  when  the  individual  is  retrained  to  live 
and  return  to  some  type  of  normal  social  en- 
vironment. This  is  an  integral  part  of  med- 
ical services.  10 

Some  areas  have  developed  nursing  homes 
in  conjunction  with  a hospital  operation.  De- 
velopment of  a long-term  nursing  unit  as 
part  of  the  health  service  of  a general  hospital 
has  become  a reality  at  Princeton  Hospital, 
Princeton,  New  Jersey.  They  used  a re- 
modeled home,  three  blocks  from  the  main 
building,  and  the  facility  was  designed  to 
serve  42  convalescents  that  were  either  geri- 
atric cases  or  chronically  ill  patients.  Ex- 
cluded were  pediatric  patients  and  persons 
suffering  from  mental  disabilities  or  com- 
municable diseases. 

The  Hospital  Administrator  serves  as  the 
executive  officer.  An  Executive  Committee 
of  hospital  trustees  is  governing  body.  The 
medical  program  is  under  the  direction  of  a 
Princeton  hospital  staff  member,  with  a gen- 
eral physician  on  a retainer  basis  to  make 
daily  rounds  and  be  on  24  hour  call.  Five 
medical  residents  rotate  through  the  geriatric 
unit  as  part  of  the  hospital’s  educational  pro- 
gram. Medical  care  is  included  in  the  pa- 
tient’s fees,  but  a personal  physician  may  be 
called  at  the  patient’s  own  expense,  provided 


the  doctor  has  medical  staff  privileges  at  the 
hospital. 

They  converted  a mansion  into  a nursing 
unit  at  a cost  of  $580,000  — used  Ford  Foun- 
dation and  Hill-Burton  funds  — with  a $250,- 
000  mortgage  and  $180,000  from  the  Princeton 
community. ''  ^ 

The  rates  charged  are:  $125  per  week  in  a 
private  room;  $100  per  week  in  a 2-bed  room; 
and  $75  per  week  in  a 3-bed  room.  This  pro- 
gram has  the  disadvantage,  however,  of  in- 
cluding the  medical  care  as  an  integral  part 
of  the  hospital  care. 

But  getting  back  to  our  discussion  of  re- 
habilitation and  its  future  in  nursing  home 
care  — In  the  average  community  there  is 
often  little  knowledge  or  appreciation  of  the 
potential  of  physical  rehabilitation.  Because 
of  this  the  U.  S.  Office  of  Vocational  Rehabil- 
itation is  carrying  on  a research  demonstra- 
tion project  in  the  State  of  Illinois.  It  is  the 
first  such  project  in  the  United  States  and 
proposes  to  search  for  the  answers  to  the 
following  questions: 

1.  What  are  the  rehabilitation  needs,  in- 
cluding the  needs  for  vocation  rehabilita- 
tion, among  the  patient  loads  of  a selec- 
ted group  of  public  and  private  nursing 
homes? 

2.  How  far  may  these  needs,  once  defined, 
be  met  by  the  existing  staffs  of  these 
homes  in  cooperation  with  local  phys- 
icians and  other  services  in  the  local 
community? 

3.  What  kind  of  training  program  can  be 
developed  to  provide  nursing  home  staffs 
with  the  desirable  knowledge  of  re- 
habilitation techniques  and  to  'increase 
their  appreciation  of  the  general  phil- 
osophy of  physical  and  vocational  re- 
habilitation? 

4.  What  kinds  of  teaching  materials  can  be 
developed  for  use  by  other  agencies  and 
schools  in  order  to  increase  the  com- 
petence of  nursing  home  staffs? 

This  study  began  June  15,  1957,  and  already 
beneficial  results  are  being  reported.  I quote 
from  a letter  of  one  of  the  nursing  home  ad- 
ministrators: 

“Speaking  for  the  program  in  my  own 

home,  it  has  been  highly  successful.  I would 

say  about  75%  of  the  patients  have  bene- 

fitted  physically  and  about  90%  mentally. 
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We  have  patients  walking  with  little  assist- 
ance, including  a few  who  have  not  been 
out  of  bed  for  three  or  four  years.  These  pa- 
tients were  typical  of  the  kind  you  would 
see  in  any  nursing  home.  The  attitude  of  the 
staff  has  been  changed  completely,  for  they 
feel  they  are  doing  something  really  worth- 
while. Each  day  they  seem  to  have  some 
progress  to  report  ....  The  doctors  and 
community,  as  well  as  myself,  are  all  ex- 
cited about  the  entire  program.  We  have 
had  wonderful  cooperation  from  our  local 
newspaper  . . .”  (end  of  quote)'' ^ 

The  first  National  Conference  on  Nursing 
Homes  and  Homes  for  the  Aged  was  held  in 
Washington  February  15-28,  1958.  It  was  re- 
ported that  only  three  per  cent  of  nursing 
homes  are  publicly  owned,  71%  of  the  beds 
are  in  private  homes  and  15%  in  publicly 
owned  homes.  Privately  owned  homes  aver- 
age about  18  beds  in  size.  (Iowa  average  is 
17.7)  Publicly  owned  homes  are  bigger,  aver- 
aging about  69  beds. 

Some  of  the  more  important  recommenda- 
tions that  came  out  of  this  conference  were: 

1.  Nursing  homes  and  homes  for  the  aged 
should  continue  under  public,  voluntary 
and  proprietary  auspices.  The  most 
desirable  sponsor  from  the  community’s 
point  of  view  is  that  one  which  will  pro- 
vide the  best  quality  care  economically. 

2.  The  development  of  planned  coopera- 
tive arrangements  between  hospitals  and 
homes  should  be  widely  and  energetic- 
ally promoted.  Such  plans  should  in- 
clude arrangements  for  ready  transfer 
of  patients  as  their  needs  dictate,  with 
full  exchange  of  medical  and  related  in- 
formation. 

3.  The  trend  toward  establishment  of  nurs- 
ing homes  under  the  jurisdiction  of  hos- 
pitals should  be  encouraged,  particularly 
for  the  benefit  of  certain  types  of  pa- 
tients for  whom  close  and  continuing 
medical  supervision  is  most  essential. 

4.  A system  of  classifying  patients  should 
be  developed  which  considers  diagnosis, 
type  and  degree  of  disability,  poten- 
tialties  for  rehabilitation  and  medical, 
nursing  and  other  professional  service 
requirements. 

5.  The  American  Medical  Association 
Committee  on  Aging  should  continue  its 


efforts  to  bring  about  formation  of  state 
and  local  committees  on  aging  to  advise 
administrators  of  nursing  homes  and 
homes  for  the  aged. 

6.  For  maximum  benefit  to  patients,  it  is 
recommended  that: 

(a)  Each  patient  have  his  own  personal 
physician  and  be  under  continuous 
medical  supervision; 

(b)  Every  patient  have  a medical  and 
social  evaluation  prior  to  or  at  ad- 
mission to  establish  a special  plan  for 
care,  this  evaluation  to  be  a part  of 
the  patient’s  record  in  the  home; 

(c)  Every  home  have  an  organized  plan 
for  medical  care;  and 

(d)  The  frequency  of  physician  visits 
rest  with  the  personal  physician 
and  be  based  on  the  needs  of  the  pa- 
tient.''3 

These  are  commendable  objectives  and  I 
believe  that  each  state  in  the  North  Central 
Conference  should  take  a “New  Look”  at 
nursing  homes  and  study  means  whereby 
they  can  be  improved  through  expert  and 
willing  medical  guidance. 

In  Iowa  (going  back  to  Point  5 for  a mo- 
ment) we  have  organized  a Joint  Committee 
on  Care  of  the  Aged.  Three  meetings  have 
been  held  so  far  this  fall.  This  group  has 
adopted  the  following  four  basic  objectives: 

1.  To  cooperate  with  the  National  Joint 
Council  to  improve  the  health  care  of  the 
aged. 

2.  To  coordinate  the  activities  of  the  parent 
organizations  represented. 

3.  To  study  by  all  means  available  the 
health  problems  of  the  aging  population 
in  Iowa. 

4.  To  develop  as  far  as  possible  coordinated 
voluntary  programs  to  solve  problems 
that  have  been  shown  to  exist  in  health 
care  of  the  aged. 

We  have  a serious  problem  in  Iowa  because 
we  are  about  in  top  position  in  the  nation  for 
the  number  percentage-wise  of  people  in  the 
65  and  over  age  bracket.  Eleven  (11)  per  cent 
of  our  population  fall  into  this  category.  So 
it  is  pretty  obvious  to  those  of  us  who  have 
worked  on  the  problem  of  health  care  of  the 
aged  that  nursing  homes  in  our  state  will 
play  a more  important  role  in  the  total  health 
care  programming  for  our  citizens. 

I would  be  in  error  if  a portion  of  this  paper 
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were  not  devoted  to  the  subject  of  financing 
health  care  with  particular  reference  to  nurs- 
ing homes. 

We  know  that  as  people  grow  older  they 
require  an  increasing  quantity  of  health  serv- 
ices, and  yet  they  have  decreasing  financial 
resources  to  provide  such  services.  By  and 
large,  voluntary  health  insurance  plans  do  not 
provide  benefits  for  care  in  a nursing  home. 
Traditionally,  long-term  illnesses,  particu- 
larly mental  illnesses  and  tuberculosis,  have 
been  the  financial  responsibility  of  the  state 
and  local  government  in  this  country.  If  one 
tried  to  change  this  arrangement  entirely,  it 
is  possible  the  financial  burden  would  be 
overburdening  to  old  people  financially  and 
might  possibly  destroy  the  entire  voluntary 
insurance  mechanism.  Voluntary  health  in- 
surance now  provides  varying  degrees  of 
hospitalization  coverage  to  70%  of  the  entire 
population  but  only  40%  of  the  aged  have 
any  such  protection.  1 5 

Many  companies  cancel  at  age  65  and  fre- 
quently the  subscriber  must  submit  to  either 
higher  rates  or  reduced  benefits  or  both  at  a 
time  when  he  needs  it  most.  In  my  judgment 
the  “community  rate”  for  voluntary  health 
insurance  is  the  only  satisfactory  approach  to 
this  problem.  Approximately  9%  of  our 
population  nationally  are  in  this  older  group 
and  their  higher  costs  could  be  spread  among 
the  other  91%  of  the  insurance  policy  holders 
so  that  all  shared  in  the  disproportionate 
burdens  of  health  care  costs  for  the  aged. 

Some  suggest  setting  up  a sort  of  trust  fund 
for  a paid-up  policy  at  age  65.  This  method 
has  merit  but  it  also  has  two  great  weak- 
nesses: (1)  Maintaining  record  of  employment 
and  dues  paid  during  work  life,  and  (2)  Bene- 
fits being  eaten  away  by  inflation  and 
changes  in  medical  practices  and  their  costs. 

Again  referring  to  the  thirteen  state  Public 
Health  Survey,  one-half  of  all  patients  are 
recipients  of  public  assistance,  with  these 
funds  paying  the  full  bill  in  four  out  of  five 
cases.  The  average  monthly  charge  for  all 
cases  was  $150  with  state  charges  varying 
from  a low  of  $90  in  New  Mexico  to  $200  in 
California.  Private-pay  patients  averaged 
$175  a month.  Public  assistance  patients’ 
monthly  average  was  $128. 

A recently  completed  survey  of  23  nursing 
homes  in  Iowa  revealed  an  average  monthly 


cost  of  $116.61  against  an  average  monthly 
old  age  assistance  payment  of  $97.03.  This 
low  monthly  payment  average  constitutes  a 
serious  financial  problem  for  the  nursing 
home.  The  state  of  Minnesota,  our  host  today, 
has  a private  pay  average  of  $153  monthly 
with  the  highest  public  assistance  average  in 
the  nation  of  $140. 

Taken  together,  persons  receiving  income 
under  one  or  both  of  the  social  security 
income-maintenance  programs,  old  age  sur- 
vivors, and  disability  insurance  and  public 
assistance  — accounted  for  almost  two-thirds 
of  all  the  aged. IS 

In  Iowa  some  counties  supplement  old  age 
assistance  cases  who  are  confined  to  nursing 
homes.  Of  95  counties  reporting  in  a recent 
survey  conducted  by  the  Iowa  Nursing 
Home  Association,  35  stated  they  do  supple- 
ment nursing  homes  in  varying  amounts  de- 
pendent upon  the  amount  of  care  necessary 
for  the  patient.  The  average  amount  of  the  ^ 
supplemental  payment  is  $39,  which  would 
mean  about  $138  per  month  for  the  total 
amount  paid.  The  total  amount  of  county 
funds  for  these  supplements  in  the  month  of 
August  1958  was  $17,775.62. 

The  American  Medical  Association  is 
strongly  in  favor  of  FHA  loans  for  nursing 
homes.  I quote  from  testimony  given  by  R.  B. 
Robins,  M.D.,''’7  before  a Senate  Subcommit- 
tee on  May  21,  1958:  “I  want  to  point  out  that 
currently  71%  of  nursing  home  patients  are 
cared  for  in  proprietary  institutions.  As  a 
basis  for  my  testimony,  I want  to  state  that 
the  American  Medical  Association,  through 
its  Board  of  Trustees,  has  approved  and  will 
support  a government-insured  loan' program 
of  the  FHA  type  for  non-governmental  hos- 
pitals and  nursing  homes  whether  their 
ownership  is  of  a nonprofit  or  a proprietary 
character  ....  the  proprietary  nursing  homes 
are  not  asking  grants,  but  only  a federal 
guarantee  to  make  it  possible  for  them  to 
obtain  the  mortgages  they  need  . . . .”  (end  of 
quotation).  Unfortunately,  this  legislation 
did  not  pass. 

The  Housing  Act  of  1956  (Public  Law  1020, 
84th  Congress)  facilitated  financing  of  rental 
housing  projects  designed  specifically  for  the 
elderly  and  made  public  low-rent  housing 
more  readily  available  to  older  persons.  The 
FHA  has  augmented  these  benefits  by  pro- 
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viding  mortgage  insurance  as  of  December 
1957;  17  projects  are  now  under  way  and 
110  additional  projects  are  in  various  pre- 
application stages.  These  projects  will  in- 
volve over  $100  million  and  provide  accom- 
modations for  16,000  to  18,000  senior  cit- 
izens.''s 

The  Small  Business  Administration  is  now 
geared  to  lend  funds  up  to  $250,000  for  any 
one  borrower.  If  a bank  participates  in  the 
loan,  however,  the  loan  may  be  increased  by 
the  amount  of  the  bank’s  participation. 

I merely  mention  these  two  facets  of  fi- 
nance that  are  available  (in  addition  to  the 
Hill-Burton  program)  for  the  construction 
and  financing  of  additional  nursing  home 
facilities. 

The  problem  is  with  us  and  is  not  diminish- 
ing — so  we  can’t  bury  our  heads  in  the  sand 
and  expect  it  to  go  away.  Nursing  homes  are 
considered  “the  end  of  the  road”  by  many  of 
their  residents  and  most  outsiders.  This  need 
not  be  so  if  we  take  an  active  interest  in 
them. 

Persons  65  and  over  are  increasing  by  more 
than  1,000  each  and  every  day.  This  means 
that  the  number  of  aged  persons  is  increasing 
by  one  million  every  three  years.  There  are 
15  million  65  and  over  today  in  the  United 
States.  In  June  1957  only  3,260,000  were  work- 
ing. Eight  million  are  now  drawing  social 
security.  Two  million  are  drawing  old  age 
assistance. 

The  average  money  income  from  all  sources 
(public  and  private)  of  the  non-working  aged 
person  was  probably  around  $1,300  in  1954.^9 

These  figures  are  used  by  proponents  of  the 
Forand  Bill  and  similar  types  of  proposed 
legislation  to  justify  the  need  for  federal 
assistance  for  this  large  group  of  our  citizens. 
The  AM  A and  the  American  Nursing  Home 
Association  are  opposed  to  such  proposals  of 
federal  help. 

If  such  proposals  are  to  be  defeated,  then 
medicine  must  take  aggressive  steps  to  rec- 
tify the  situation  through  private  enterprise. 

How  many  physicians  in  this  room  have 
visited  a nursing  home  within  the  last  thirty 
days?  (show  of  hands)  . . . How  many  in  the 
last  year? 

Do  you  have  any  methodical  system  of  re- 
ferral of  the  chronic  or  long-term  illness  pa- 
tient to  one  or  more  nursing  homes  in  your 
area  to  reduce  their  total  costs  of  care? 


Hospital  costs  are  now  averaging  $23  per 
day  plus,  of  course,  the  costs  of  administering 
professional  services.  Many  people  with  in- 
comes like  we  have  just  been  discussing,  can- 
not afford  the  costs  of  hospital  care  and  it  is 
medicine’s  responsibility  to  help  the  patient 
both  medically  and  financially.  If  we  can’t 
help  people  help  themselves,  then  they  will 
demand  and  receive  federal  help. 

There  is  no  reason  to  suppose  that  man’s 
present  span  of  life  has  reached  its  zenith, 
and  since  the  prinicipal  diseases  and  con- 
ditions which  provide  the  bulk  of  nursing 
home  patients  have  not  yielded  to  medical 
science,  and  since  our  population  is  ever  in- 
creasing, we  have  no  alternative  but  to  take 
a “New  Look”  as  the  nursing  home. 

We  must  help  them  raise  their  standards, 
help  them  with  personnel  training,  so  the 
home  can  offer  rehabilitation  programs  and 
provide  skilled  nursing  care. 

You,  too,  will  be  in  this  elderly  classifica- 
tion all  too  soon.  Let’s  continue  to  work  to- 
gether to  improve  the  health  facilities  in  our 
community.  The  nursing  home  is  a new  and 
very  good  place  to  start. 
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THE  DOCTOR  AND  THE  NURSING  HOME 
R.  N.  Barr.  M.D. 

Minneapolis,  Minnesota 


There  is  a great  need  for  additional  nursing 
home  beds  to  meet  present  and  increasing 
demands  and  to  replace  those  in  existing 
obsolete  facilities,  many  of  which  are  non- 
fire-resistive and  inadequately  staffed. 

In  Minnesota  nursing  homes  have  been 
provided  by  churches,  by  voluntary  agencies, 
by  government  agencies,  and  proprietary 
groups.  We  have  342  homes  with  a total  of 
11,685  beds.  Seventy-two  per  cent  (245)  of 
these  homes  are  proprietary  and  they  provide 
43%  (5,035)  of  the  beds.  The  97  (28%)  non- 
profit nursing  homes  provide  6,650  (57%)  of 
the  beds.  This  latter  group  includes  19  public 
owned  homes  with  1,429  (12%)  beds.  It  is 
estimated  that  Minnesota  needs  from  7,000  to 
10,000  additional  new  beds  for  the  care  of  the 
aged  and  infirm.  These  include  those  in  nurs- 
ing homes,  boarding  care  homes  (homes  for  the 
aged),  and  chronic  hospitals.  At  least  half  of 
these  should  provide  nursing  care.  The  total 
bed  needs  in  Minnesota  is  in  excess  of  five 
beds  per  1,000  population.  Furthermore,  there 
is  still  a great  shortage  of  good  nursing  care 
service,  particularly  in  the  smaller  homes,  as 
here  good  care  can  be  provided  economically 
only  if  the  owner  and  operator  is  herself  a 
nurse. 

Increasing  medical  costs  for  the  care  of  the 
aged  is  a real  problem.  As  defined  by  welfare, 
such  costs  include  nursing  care,  drugs,  ap- 
pliances, hospitalization,  nursing  home  care, 
as  well  as  physicians’  and  other  practitioners’ 
fees.  These  costs  are  continually  increasing, 
yet  during  the  years  there  has  been  almost 
no  increase  in  the  physicians’  fees  and  the 
total  expenditures  for  such  yet  the  public 


generally  is  convinced  that  the  high  costs  of 
medical  care  are  due  to  the  doctors’  fees.  In 
Minnesota  these  represent  only  12%  of  the 
total  so-called  medical  costs. 

In  Minnesota  70%  of  all  nursing  home  pa-  J 
tients  are  welfare  recipients.  Only  10  to  15%  ^ 

of  this  group  are  able  to  contribute  to  a por- 
tion of  the  costs  of  their  care.  Federal  assist- 
ance provides  only  a very  small  proportion  of 
these  care  costs. 

Where  does  the  doctor  stand  in  this  situa- 
tion? First  and  foremost,  he  has  a respon- 
sibility to  the  patient  he  places  in  a nursing 
home.  He  should  see  the  patient  oftener  than 
once  a year.  He  should  know  whether  food 
is  adequate,  whether  linen  is  changed, 
whether  the  patient  is  forgotten.  Second,  he 
has  the  same  responsibility  to  nursing  homes 
as  he  has  to  hospitals.  He  must  take  the  lead 
in  seeing  that  the  community  provides  ade- 
quate facilities  and  that  the  standards  of 
care  in  all  facilities  are  raised  and  maintained 
at  acceptable  levels.  This  is  a matter  in  which 
the  medical  profession  must  take  a stand. 

Money  is  a big  factor  in  the  nursing  home 
business,  and  both  hospitals  and  the  medical 
profession  have  been  accused  of  “playing 
footsie”  with  the  operators  of  proprietary 
homes.  There  must  be  good  facilities  and 
services  available  which  are  operated  at  a 
reasonable  fee. 

Third,  the  medical  profession  should  see  that 
welfare  departments  pay  for  adequate  care, 
but  that  money  is  not  wasted  in  unnecessary 
services  and  exorbitant  prices.  Costs  of  build-  * 
ing  for  nursing  care  and  other  services  are 
(Continued  on  Page  151) 
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MODERN  CONCEPTS  IN  THE 
EVALUATION  AND  TREATMENT  OF 
THE  LUETIC 
C.  L.  Swanson,  M.D. 

Pierre,  South  Dakota 


When  penicillin  was  found  effective  in 
the  1940’s  for  treating  Syphilis,  a drastic  re- 
duction in  the  number  of  cases  occurred. 
The  figures  reported  by  the  South  Dakota 
State  Department  of  Health  do  not  support 
this  statement,  in  that  95  cases  were  reported 
in  1934  and  179  in  1957.  The  author’s  only 
conclusion  is  that  better  and  more  sereological 
tests  are  being  used.  By  far,  most  of  the  cases 
seen  by  the  General  Practitioner  today  are 
the  late  latent  types.  Most  of  these  people  are 
middle  aged  or  elderly  and  contracted  the 
disease  before  the  advent  of  penicillin.  Prob- 
ably a small  percentage  of  these  cases  were 
reported  but  many  treated.  As  80%  of  the 
Luetics  seen  today  are  the  late  latent  type 
Cecil's  Textbook  of  Medicine.  The  evaluation 
and  treatment  will  be  restricted  mainly  to 
this  group. 

Although  the  modern  concepts  of  treatment 
have  included  some  of  the  older  medicines 
such  as  mercury  and  corticotherapy  with 
penicillin,  the  choice  remains  penicillin.  It  is 
generally  given  by  the  injection  of  one  mil- 
lion units  a day  for  ten  consecutive  days  and 
repeated  if  the  serology  does  not  return  to 
normal  or  a recurrence  of  the  disease  in- 
dicates repeated  therapy. 

The  T.P.I.  (Treponema  pallidum  immobil- 


ization) test  has  been  very  useful  in  suspected 
false  positive  serological  studies.  This  test  is 
not  done  in  the  state  of  South  Dakota,  but  if 
blood  is  sent  to  the  State  Health  Department 
Laboratories,  it  will  be  forwarded  to  other 
laboratories  for  this  examination.  The  patient 
should  not  be  or  have  had  recent  treatment 
if  this  test  is  to  be  performed  properly.  A 
detailed  paper  on  this  test  can  be  secured 
from  the  State  Health  Department. 

Walsh  McDermott  in  Cecil's  Textbook  of 
Medicine  says  “Trivalent  organic  arsenicals 
and  bismuth  have  been  completely  replaced 
today  by  penicillin  in  the  treatment  of 
syphilis.  Penicillin  is  the  most  active  trepo- 
nomicidal  agent  available  and  has  the  added 
advantage  of  almost  complete  absence  of 
toxicity.”  Diseher,  Clark  and  Moore  reported 
that  in  926  late  latent  Syphilitics  practically 
all  did  very  well  regardless  of  the  amount  or 
type  of  treatment  received.  It  was  also  re- 
ported that  a reversal  of  serology  after  so 
called  adequate  penicillin  therapy  in  the  late 
latent  syphilis  required  a year  for  fifty  per- 
cent to  return  to  normal  and  that  in  the  other 
half  a return  to  normal  serology  required  as 
long  as  twenty  five  years  or  remained  un- 
changed for  life.  Herxheimer  reactions  are 
not  to  be  feared  and  are  as  likely  to  occur 
(Continued  on  Page  152) 
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This  year  the  Annual  Meeting  of  the  State  Medical  Association  will  be  held  in  Rapid  City. 
Being  a native  of  this  area,  it  would  be  pardonable  for  me  to  do  a little  Chamber  of  Commerce 
bragging,  but  I will  forgo  the  opportunity  and  stick  to  the  facts  of  the  situation.  j 

We  plan  to  have  a program  that  will  be  of  interest  to  everyone.  Our  social  events  will  be  j 
bigger  and  better  than  ever.  Because  the  meeting  will  be  after  the  close  of  school,  we  urge  you 
to  bring  the  family  and  let  them  have  a Black  Hills  vacation.  I 

We’re  planning  activities  to  run  through  the  last  evening  so  plan  your  stay  through  the 
23rd  or  longer.  It  can  be  the  best  meeting  on  record  if  you,  doctors,  plan  to  attend. 

Sincerely, 

A.  A.  Lampert,  M.D. 

President 
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U.  S.  SAVINGS  BONDS  ARE  SHARES 
IN  AMERICA 


Not  long  ago  a South  Dakotan  stopped  by 
his  bank  to  cash  a check  for  $75.  With  half 
of  his  cash  he  bought  a $50  series  E,  United 
States  saving  bond.  (Issue  price  $37.50) 

On  his  way  home  he  lost  his  wallet  — 
money,  Savings  Bond  and  all.  The  cash  was 
gone  forever,  but  the  lost  Savings  Bond  pre- 
sented no  problem  at  all.  His  bank  wrote 
the  Treasury  Department  about  the  lost  bond, 
and  a replacement  was  made  without  charge. 

This  is  a typical  case  of  some  1500  letters 
that  are  received  daily  by  the  Treasury  De- 
partment regarding  Savings  Bonds  that  have 
been  lost,  stolen  or  destroyed. 

Charles  Winner,  State  Savings  Bond  Direc- 
tor, recently  said,  “Each  letter  tells  a dif- 
ferent story,  sometimes  humorous,  often 
tragic,  but  never  dull  or  monotonous.” 

Some  of  the  most  interesting  case  letters 
the  Treasury  receives  are  isolated  ones,  how- 
ever, like  the  fellow  who  was  buried  in  his 
best  suit,  which  was  also  the  safe-keeping 
place  for  his  bonds.  After  the  funeral  the 
family  remembered  that  his  bonds  were 
buried  with  him.  They  wrote  the  Treasury 
to  find  out  if  they  had  to  exhume  the  body  in 
order  to  get  the  bonds.  The  Treasury  said, 
“NO,”  and  issued  duplicates. 

At  the  present  time  the  only  types  of  U.  S. 
Savings  Bonds  being  sold  are  the  popular 
Series  E and  the  Series  H.  The  difference  be- 
tween these  two  bonds  is  this:  The  Series  “E” 
Bond  is  purchased  at  75  percent  of  its  matur- 
ity value  and  increases  in  value  through  the 


years,  reaching  full  value  in  eight  years  and 
eleven  months  from  the  date  of  purchase. 

When  held  to  maturity,  a Series  “E”  Bond 
yields  3 1/4  percent  interest  compounded  semi- 
annually. 

Series  “H”  Bond  is  an  investment  type  bond 
purchased  at  full  face  value  and  pays  a cur- 
rent income  by  semi-annual  interest  check. 
It  matures  10  years  from  date  of  issue.  An 
“H”  Bond  held  to  maturity  yields  an  average 
of  31/4  perecent  per  year. 

The  Series  “H”  Bond  is  particularly  suited 
to  those  who  are  looking  forward  to  retiring, 
and  want  a safe,  sure  investment  never  sub- 
ject to  market  fluctuation.  It  carries  all  the 
same  protective  features  of  the  Series  “E” 
Bond.  It  always  is  redeemable  at  par  value, 
six  months  from  issue  date. 

The  Series  “H”  Bond  is  designed  to  provide 
current  income  and  interest  checks  are 
mailed  every  six  months  to  the  owner. 

During  the  month  of  May,  a state-wide 
promotion  to  substantially  increase  the  pur- 
chase of  U.  S.  savings  bonds  will  be  launched. 
The  promotion  is  called  South  Dakota's 

SHARE  IN  AMERICA  MONTH. 

Last  year  people  in  our  state  tucked  away 
$31  million  268  thousand  dollars  in  Savings 
Bonds. 

The  estimated  holdings  of  these  Savings 
Bonds  by  people  in  the  state  are  in  excess  of 
$380,000,000.  That  is  instantly  available  cash 
to  help  the  owners  in  times  of  emergencies,  or 
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to  provide  for  the  down  payment  on  new 
homes;  add  to  a retirement  income  or  help 
with  the  college  education  of  children. 

Safety  is  not  the  only  virtue  of  these  bonds. 
They  play  an  important  role  in  our  govern- 
ments debt  management  policy.  Every  bond 
owner  is  a partner  in  his  country,  a stock 
holder.  And  only  by  being  a partner  in  his 
country  can  every  American  help  guard  the 
rights  and  privileges  we  own  and  enjoy. 

The  next  time  you  are  in  your  bank,  ask 
your  banker  to  issue  you  some  Savings  Bonds. 
And  as  one  well  known  financial  editor  re- 
cently wrote,  “We’ve  never  heard  of  anyone 
jumping  out  of  a window  because  they 
bought  U.  S.  Savings  Bonds.”  To  which  we 
add,  “neither  have  we!” 


HONEST.  DOCTOR.  I DID  VOTE  FOR 

EVERY  BIT  OF  YOUR  LEGISLATION 

(Editors  Note:  The  follo^’ing  story  appeared  in  the  Mit- 
chell Daily  Republic  and  is  reprinted  here  to  give  the 
physicians  an  impression  of  the  system  that  has  been 
worked  on  having  doctors  visit  the  legislature  and  what 
“tongue  in  check”  results  can  come  from  it.) 

Pierre — “Yes,  Senator,  I used  the  square 
needle  — and  I think  you  know  why!” 

That  wasn’t  the  diagnosis  of  any  real  med- 
ical doctor  — it  was  an  imaginary  answer  of 
an  imaginary  doctor  which  was  “cooked  up” 
in  one  of  those  many  informal  get-to-gethers 
you  happen  on  during  the  session  of  the 
legislature. 

There  are  many  of  these  get-to-gethers  — 
maybe  in  some  legislator’s  hotel  room,  may- 
be around  a dinner  table  — but  there’s  an  un- 
written rule  that  says  that  the  things  said 
are  “not  for  publication”  as  far  as  the  names 
of  the  lawmakers  are  concerned. 

That  was  the  case  the  other  night  when 
several  lawmakers  got  together  — so  as  a 
result  their  names  shall  have  to  remain  an- 
nonymous  — but  part  of  their  conversation 
was  interesting  enough  that  it  should  be 
passed  on. 

They  discussed  various  pieces  of  legislation 
which  they  have  before  them.  They  discussed 
some  of  the  lobbyists  whose  faces  have  been 
seen  around  the  halls. 

The  topic  finally  got  around  to  the  fact  that 
several  doctors  had  been  on  the  scene  here 
to  help  promote  some  of  their  favorite  legis- 
lation — and  to  discourage  other  pieces  of  the 
legislation  which  they  do  not  approve  of. 


That  prompted  the  remark  of  one  of  the 
lawmakers:  “You  know,  I don’t  mind  taking 
a position  against  some  of  the  proposals  of 
many  of  the  lobbyists  — but  when  your  fam- 
ily doctor  drops  in  and  asks  you  to  vote  a 
certain  way  — that  does  put  you  on  the 
spot.” 

He  grinned:  “How  do  you  know  but  what 
you’ll  have  to  call  him  in  a week  or  so  ...  . 
boy  just  think  how  you  would  feel  if  you 
had  voted  against  your  doctor’s  pet  measure 
....  for  that  matter,  just  think  how  he  might 
feel.” 

From  that  point  on,  the  imaginations  of  the 
little  group  of  legislators,  members  of  the 
press  and  others  started  running  away  . . . . 

One  said,  “I  suppose  the  doctors  will  carry 
a copy  of  the  house  and  senate  journal  in 
their  satchels  ....  just  to  check  on  your 
votes.” 

Another  added:  “Holy  cow,  just  think  what 
they  could  do  if  they  got  you  on  the  operating 
table,  had  you  opened  up  and  then  remem- 
bered that  you  had  voted  against  one  of  their 
measures  . . . .” 

“Yeah,  this  legislation  is  pretty  rough,” 
another  volunteered.  “There’s  that  bill  from 
the  optometrists  which  says  they  should  have 
the  right  to  rule  on  whether  or  not  the  ‘eye 
doctors’  could  advertise.  If  that  thing  passes, 
how  in  the  heck  are  you  going  to  find  a fel- 
low to  fix  your  glasses  or  check  your  eyes? 
Looks  like  you’ll  have  to  run  up  and  down 
the  street  to  check  the  ‘shingles’.” 

Another  in  the  group  said,  “I  haven’t  heard 
anything  about  that  proposal  to  move  the 
School  of  Pharmacy  from  State  College  to 
the  University  of  South  Dakota  to  be'included 
in  the  School  of  Medicine  ....  but  just  think 
of  the  consequences  you  might  suffer.” 

“Yeah,”  another  added,  “if  you  were  to  vote 
for  that  change  you  just  might  find  that  a 
pharmacist  could  make  an  honest  — but  fatal 
mistake  if  he  happened  to  know  how  you 
voted  especially  if  he  is  a State  College 
grad ” 

As  they  sat  around  chatting  a little  more 
one  asked:  “By  the  way,  do  we  have  any  bills 
involving  funeral  directors  this  session?” 

Which  brought  this  retort  from  another  in 
the  group:  “I  don’t  think  so  — but  by  the 
time  you  got  to  him,  it  really  wouldn’t  make 
much  difference  how  you  voted  . . . .” 
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ELECTRON  MICROSCOPE 

The  second  seminar  for  students  in  the 
Science  Institute,  where  the  speaker  was  a 
member  of  the  Medical  School  Staff,  was 
held  on  February  6,  1959.  Dr.  Earl  B.  Scott 
of  the  Anatomy  Department  talked  on  the 
subject  of  the  Electron  Microscope.  With  a 
background  of  many  years  spent  in  research, 
with  many  of  his  studies  published  in  out- 
standing medical  journals.  Dr.  Scott  could 
speak  with  authority  about  microscopes  and 
what  they  reveal. 

In  describing  the  difference  between  the 
light  (L/M)  and  the  electron  (E/M)  micro- 
scope, Dr.  Scott  pointed  out  that  the  former 
employs  visible  light  as  the  image  forming 
radiation  while  the  latter  uses  the  electron 
beam,  obtained  by  means  of  thermionic  em- 
mission. 

Quoting  Dr.  Scott,  “The  E/M  is  essentially 
a demountable  cathode  tube,  which  emits  an 
electron  beam.  While  the  L/m  light  rays  are 
bent  by  glass  lenses,  in  the  E/m  the  electron 
beam  is  bent  by  magnetic  which  serve  as  the 
“lens”  systems  of  the  condenser,  objective 
and  eyepiece.  In  the  L/M  the  image  is  visible 
directly  to  the  eye.  However,  like  x-rays  and 
ultraviolet  rays,  the  electron  image  in  the 
E/M  is  not  visible  by  the  human  eye,  but,  like 
x-rays  and  ultraviolet,  the  electron  beam 
causes  certain  substances  to  fluoresce  and  this 
principle  is  used  in  the  E/M  image  visualiza- 
tion.” 

Dr.  Scott  mentioned  the  fact  that  the  first 
electron  microscope  was  made  in  Germany  in 


1934  and  that  the  first  one  on  our  continent 
was  manufactured  in  Canada  about  1939. 

In  Ralph  W.  G.  Wyckoff’s  Electron  Micro- 
scopy. Interscience,  1949,  the  following  his- 
torical facts  are  given:  In  1931  Knoll  and  E. 
Ruska  in  Germany  described  an  instrument 
combining  magnetic  lens  coils  into  an  electric 
microscope  and  were  able  to  make  successful 
photographs  with  it.  In  1939  a model  designed 
by  Von  Borries  and  E.  Ruska  was  produced 
commercially  by  Siemens.  This  so  closely 
proceeded  the  second  world  war  that  it  was 
not  sold  outside  Germany.  In  1934  Marton 
built  a microscope  in  Brussels  with  which  he 
took  the  first  electron  micrographs  of  such 
biological  objects  as  bacteria.  Shortly  after 
the  outbreak  of  the  war  he  joined  the  staff 
of  RCA  in  the  United  States  and  built  a micro- 
scope which  initiated  this  company’s  work  in 
the  field.  At  about  the  same  time  a micro- 
scope was  constructed  at  the  University  of 
Toronto  of  the  magnetic  lens  type  at  the  in- 
stigation of  E.  F.  Burton  which  was  the  first 
functional  instrument  in  North  America. 

Although  the  electron  microscope  hasn’t 
led  to  any  startling  discoveries  as  yet,  it  has 
been  the  means  of  forming  new  concepts  in 
both  the  physical  and  biological  sciences.  Re- 
search studies  utilizing  the  E/M  are  many 
and  varied  as  evidenced  by  the  extensive  list 
of  titles  under  the  subject  “Microscopes — 
Electron”  in  the  Current  List  of  Medical 
Literature.  These  titles  indicate  the  kinds  of 
objects  that  are  being  examined  and  the  new 
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techniques  needed  for  this  purpose.  In  the 
field  of  biology  the  studies  include  examina- 
tion of  tissues,  the  finer  structural  details  of 
bacteria  and  other  micro-organisms,  and  such 
fixed  structures  of  the  body  as  tooth  and  skin. 

Some  of  these  discoveries  have  implications 
for  clinical  medicine.  Some  studies  have  led 
to  a better  understanding  of  the  mode  of 
action  by  antibiotics,  and  to  visible  evidence 
of  viruses  that  cause  so  many  human  and 
animal  diseases.  It  has  already  played  a role 
in  the  development  of  an  influenza  vaccine 
and  may  be  useful  in  the  clinical  diagnosis 
of  certain  virus  diseases.  Viruses  that  have 
been  observed  are  poliomyelitis,  encephalo- 
myelitus,  vaccinia,  fowl-pox,  Newcastle,  psit- 
tacosis and  chicken  pox. 

According  to  Dr.  Scott  some  of  the  new 
concepts  in  the  field  of  the  organization  of 
cells  resulting  from  the  use  of  the  E/M  are 
as  follows: 

1.  That  the  cellular  membrane  is  composed 
of  2 distinct  layers  in  which  pores  are  ob- 
served. 

2.  Ribose  nucleic  acid  is  located  over  dis- 
tinct cytoplasmic  vesicles. 

3.  That  the  so-called  “intercalated  discs”  of 
heart  muscles  are  presumably  cell  mem- 
branes. 

4.  That  myelin  is  deposited  on  peripheral 
nerves  by  Schwann  cells  in  a “jelly-roll”  like 
manner. 

5.  That  in  the  central  nervous  system 
myelin  is  formed  by  oligodendroglia. 

6.  That  cilia  are  composed  of  smaller  fila- 
ments. 

7.  That  the  brush  border  of  intestinal  epi- 
thelial cells  and  of  proximal  convoluted 
tubule  cells  in  the  kidney  is  actually  com- 
posed of  minute  “villi”  which  increase  the 
cellular  absorptive  surface. 

A good  review  article  of  the  results  ob- 
tained from  a great  number  of  electron  micro- 
scope studies  on  the  various  cell  components 
is  to  be  found  in  International  Review  of 
Cytology,  v.  5,  Academic  Press,  1956,  p.  456. 
This  article  was  written  by  Friti  of  S.  Sjos- 
trand  of  the  Department  of  Anatomy,  Karol- 
inska  Institutet,  Stockholm,  Sweden  and  is 
entitled  “The  Ultra-structure  of  Cells  as  Re- 
vealed by  the  Electron  Microscope.”  Among 
the  techniques  that  have  been  developed  is 
that  of  ulrathin  sectioning  and  embedding  in 


plastic,  and  the  development  of  microtomes 
for  cutting  sections,  and  the  improvement  of 
the  quality  of  fixation. 

The  article  gives  in  some  detail  the  findings 
that  were  listed  by  Dr.  Scott  with  a number 
of  good  illustrations  and  a lengthy  list  of  up- 
to-date  references. 

Mrs.  Esther  Howard 
Medical  Librarian 

Plan  To  Attend 
The  78th  Annual 
Meeting  of  the 
South  Dakota  State 
Medical  Association 
In  Rapid  City 
June  20-23 


JUST  ONE  TABLET  DAILY 
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Grim  determination,  pictured  by  the  Gay  Nineties  Quartet  is  the  type  of  determination  they  will  use 
to  spell  out  the  best  in  entertainment  at  the  Annual  Banquet  and  Dinner  Dance  of  the  South  Dakota  State 
Medical  Association  on  June  22nd. 

The  Gay  Nineties  group  have  captivated  midwestern  audiences  with  their  combination  of  good  music 
and  high  jinks.  The  banquet  will  feature  no  main  speaker  but  plenty  of  good  entertainment.  Prior  to  the 
banquet,  druggists  of  Rapid  City  will  entertain  in  the  Crystal  Room.  After  the  banquet,  the  Ballroom  will 
be  set  up  for  dancing  to  the  music  of  Mickey  Finn  and  his  orchestra. 

Formal  wear  is  optional  for  the  gala  event  — all  doctors  and  their  wives  should  make  plans  to  attend 
now. 
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GUY  FREDERIC  ZARBAUGH.  M.D. 

1897—1959 

Dr.  Zarbaugh,  well-known  physician  and 
surgeon  of  ophthalmology  oto-laryngology, 
died  unexpectedly  in  his  office,  694V2  Main 
Street,  in  Deadwood  February  27th. 

His  body  was  discovered  in  a chair  in  a 
back  office  by  his  receptionist,  Mrs.  Robert 
Corey,  of  Deadwood,  when  Dr.  Zarbaugh 
failed  to  answer  to  her  calls  at  his  examining 
room  door. 

Dr.  Zarbaugh  was  born  in  Blockton,  la., 
Dec.  11,  1897,  and  graduated  from  the  Univer- 
sity of  Nebraska  at  Lincoln  in  1925.  He  was 
married  in  Lincoln  in  1927  and  received  his 
training  as  an  eye-ear-nose-and-throat  phys- 
ician in  Austria. 

Dr.  Zarbaugh  held  plural  membership  in 
both  Golden  Star  Lodge  No.  9,  A.  F.  & A.  M. 
He  was  also  a member  of  Black  Hills  con- 
sistory, Naja  Temple  and  B.P.O.E.  No.  508  of 
Deadwood  and  the  Episcopal  Church.  A vet- 
eran of  two  world  Wars,  he  served  as  a navel 
commander  during  Wold  War  H. 

In  addition  to  his  wife.  Ana  Grace  Zar- 
baugh, he  is  survived  by  a sister,  Mrs.  Don  E. 
Durress,  Long  Beach,  Calif.,  and  a brother, 
H.  R.  Zarbaugh,  of  Vista,  Calif. 


EDGEMONT  MULLS  HOSPITAL 
PROBLEM 

The  Edgemont  community  twice  in  past 
months  has  called  on  the  State  Medical  Asso- 
ciation for  advice  on  securing  a physician  and 
help  on  determining  the  desirability  of  a hos- 
pital. 

Early  in  February,  the  voters  passed  a bond 
issue  for  $140,000.00  for  the  purpose  of 
“building  and  equipping”  a hospital. 

In  early  March  the  people  of  Edgemont  to 
follow  through  on  the  bond  issue.  They  again 
invited  the  executive-secretary  of  the  Medical 
Association  to  appear  and  discuss  the  med- 
ical-hospital problem  in  a town  the  size  of 
Edgemont.  Operational  figures  of  Freeman, 
Flandreau  and  Armour  hospitals  were  dis- 
cussed as  a comparison  of  hospitals  in  towns 
of  similar  population  areas. 

The  city  commission  of  Edgemont  is  now 
mulling  the  problem  of  establishing  a hospital 
study  board  which  may  lead  to  a request  for 
Hill-Burton  matching  funds. 


THE  DOCTOR  AND  THE  NURSING 

HOME.  Fay  Smith,  M.D.— 

(Continued  from  Page  130) 

residents  were  well  fed  and  happy;  neverthe- 
less, such  a place  should  not  be  permitted  to 
continue  its  operation. 

In  Nebraska  we  are  trying  to  develop  a 
schedule  for  paying  the  operators  of  Nursing 
Homes.  The  schedule  would  be  based  on  the 
amount  and  type  of  care  needed.  It  would 
provide  so  many  units  for  those  requiring 
feeding,  for  those  incontinent,  etc.  It  is  felt 
that  in  this  way  the  officials  who  have  the 
responsibility  of  paying  out  the  taxpayers’ 
money  for  these  people  can  more  intelligently 
compensate  for  the  care. 

3,320  people  in  Nebraska  receive  old  age, 
blind  and  disabled  assistance. 

Nebraska’s  total  cost  in  1957  for  old  age 
was  $1,070,286.88  of  which  $200,177.28  were 
medical  payments. 

We  know  that  we  lack  much  in  the  care  of 
our  old  folk.  We  recognize  that  we  need  all 
kinds  of  homes,  that  is  — Proprietary,  govern- 
mental, church  operated  and  other  non-profit. 
No  matter  who  runs  them,  some  will  be  good 
and  some  will  be  bad.  As  doctors,  we  must 
cooperate  with  the  operators  of  these  Homes 
and  try  to  make  them  all  good. 

Remember  we  are  caring  for  a group  of 
persons  in  the  evening  of  their  day,  with  the 
shades  drawn,  and  darkness  soon  to  come. 
They  must  be  treated  kindly,  gently  and  well. 


WASHINGTON  NEWS 

Three  Republican  members  of  the  Senate 
Labor  subcommittee  on  health  would  have  a 
two-year  study  of  health  needs  of  all  citizens, 
young  and  old.  The  15-man  commission 
would  recommend  to  the  President  and  Con- 
gress necessary  legislation  to  supplement  or 
stimulate  broader  health  protection  coverage 
by  existing  private  and  non-profit. 

Senators  Javits  of  New  York,  Case  of  New 
Jersey  and  Cooper  of  Kentucky  are  the  co- 
sponsors. 
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TRIBUTE  TO  DR.  FRED.  F.  KEENE 

(Ed.  Note:  This  is  a tribute  read  in  honor  of  Dr.  Keene 
at  a recent  Chamber  of  Commerce  banquet  in  fV essington 
Springs.  He  had  been  selected  Citizen  of  the  Y ear  but 
passed  a=way  before  he  received  the  honor.) 

We’d  like  to  take  this  few  minutes  to  pay 
tribute  to  the  late  Dr.  Fred  F.  Keene,  who 
passed  away  on  Jan.  18,  1959.  I,  personally 
didn’t  know  him,  but  I wish  I had.  He  was 
many  things  — most  important,  a good  doctor 
who  invested  more  than  50  years  of  active, 
productive,  service  as  a general  practitioner 
in  this  community.  He  chose  this  town  and 
it’s  area  of  service  was  his.  For  a long  time 
Dr.  Keene  was  medical  help  to  folks  and 
families  here,  when  medical  help  could  not 
be  had  nor  could  it  be  afforded.  It  would  be 
futile  to  try  to  list  the  men  and  women  he 
helped  bring  into  the  world  but  I would  ven- 
ture to  say  that  many  of  you  here  to-night 
are  of  that  number. 

He  knew  his  limitations.  As  a doctor  he  saw 
himself  as  a partner  with  nature  and  her 
natural  growth  processes,  and  not  as  a miracle 
man  who  knew  all  the  answers.  Time  and 
Dr.  Keene  worked  together. 

What  was  he  like?  Well,  he  loved  to  garden 
and  make  things  grow,  that  was  his  hobby. 
He  was  painfully  frugal  and  it  was  only  in 
his  latter  years  that  he  permitted  anything  of 
a luxury  in  the  nature  of  a home  or  modern 
conveniences.  He  chose  the  simple  life  and 
hated  taxes.  It  was  not  even  until  after  he 
retired  that  he  owned  his  home. 

He  was  a member  of  the  city  council  and 
the  school  board. 

Dr.  Keene  had  a sense  of  hiunor.  At  the 
time  he  received  recognition  for  50  years  of 
practice  in  Wessington  Springs  he  was  in- 
terviewed by  a reporter  who  asked  him  why 
he  had  decided  to  settle  in  this  small  town. 
His  answer  (with  a sly  smile)  was  “I  heard  it 
was  the  darndest  place  for  accidents  and 
babies.” 

Dr.  Keene  came  to  Wessington  Springs  in 
1908  during  the  horse  and  buggy  days,  and 
after  a trip  out  into  the  country  he  became 
accustomed  to  falling  asleep  and  letting  the 
horse  drive  him  in.  Then  cars  came  along. 
Doc.  bought  one,  he  fell  asleep  on  a return 
from  the  country  and  woke  up  in  the  ditch. 
This  soured  him  on  the  iron  monsters  and  be 
^ never  drove  again. 

I He  served  his  country  in  World  War  I and 


came  out  as  a major.  He  gave  his  services 
to  his  country  willingly  but  felt  so  strongly 
against  government  spending  and  resulting 
taxes  that  his  check  for  “mustering  out”  still 
remains  uncashed. 

All  in  all  he  was  quite  a man  and  in  his 
memory,  on  behalf  of  the  chamber  of  com- 
merce and  citizens  of  this  community  we  are 
presenting  a check  of  $50.00  to  the  American 
Medical  Association. 


MEDICINE'S  "NEW  LOOK"  AT  THE 
NURSING  HOME— 

(Continued  from  Page  141) 

12.  Letter  dated  April  4,  1958,  from  Mrs.  Florence 
Baltz  (president-elect  of  American  Nursing 
Home  Association),  Washington,  111.,  to  Mr. 
R.  J.  Quackenbush,  Executive  Secretary  of  the 
Iowa  Nursing  Home  Association. 

13.  Social  Legislation  Information  Service,  Issue 
#51,  published  in  Washington,  D.  C.,  on  March 
10,  1958. 

14.  Taken  from  minutes  of  September  19,  1958, 
meeting  of  the  Iowa  Joint  Conference  on  Care 
of  the  Aged  — sponsored  by  the  Iowa  State 
Medical  Society,  Iowa  State  Dental  Society, 
Iowa  Hospital  Association  and  Iowa  Nursing 
Home  Association. 

15.  Health  Insurance  for  the  Aged  Poses  Problems, 
by  Herbert  E.  Klarman,  The  Modern  Hospital, 
90:63-64,  Februarp^  1958. 

16.  Attached  as  Exhibit  A in  the  Appendix. 

17.  Testimony  published  in  JAMA,  Vol.  167,  June 
21,  1958. 

18.  Social  Legislation  Information  Service,  Issue 
#77,  85th  Congress,  Washington,  D.  C.,  Sep- 
tember 15,  1958. 

19.  The  Economic  Status  of  the  Aged  Population, 
by  Wilbur  J.  Cohen,  J.  Am.  Hosp.  Assoc.,  Vol. 
32,  #10,  May  16,  1958. 


THE  DOCTOR  AND  THE  NURSING 

HOME— 

(Continued  from  Page  142) 
going  to  be  higher,  the  expert  planning  is 
needed  to  see  that  money  appropriated  from 
public  funds,  raised  by  voluntary  contribu- 
tions or  provided  by  private  enterprise  is 
wisely  spent.  We  must  not  continue  to  be  in 
the  position  of  having  to  accept  substandard 
nursing  homes  and  services. 

One  of  the  finest  recent  developments  in 
organized  medicine  is  the  creation  of  local 
and  national  committees  on  aging,  part  of 
whose  interests  will  lie  in  provision  for  the 
housing  and  medical  care  of  the  aging.  With 
large  numbers  of  aroused  and  informed 
people  interested  in  the  situation,  the  bureau- 
crats will  not  be  able  to  shove  socialistic  pro- 
grams such  as  the  Forand  legislation  down 
our  throats.  As  a result  we  may  be  permitted 
to  spend  our  money  where  it  will  do  the 
most  good. 
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MODERN  CONCEPTS  IN  THE 
EVALUATION  AND  TREATMENT  OF 
THE  LUETIC— 

(Continued  from  Page  143) 
with  a small  dose  of  penicillin  as  a large  one. 
If  such  a reaction  occurs  it  is  advisable  to 
continue  penicillin  in  adequate  doses. 

To  summarize,  80%  of  the  Luetics  seen  by 
the  General  Practioner  are  in  the  late  latent 
stage.  These  patients  are  defined  as  those 
with  undoubted  serologic  or  historical  evi- 
dence of  syphilis  of  more  than  four  years 
duration.  The  treatment  of  choice  is  penicillin 
which  is  generally  given  for  10  consecutive 
days  by  the  intramuscular  injection  of  one 
million  units  a day. 
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INTER-STATE  MENTAL  HEALTH 
COMPACT 

(Ed.  Note:  Following  is  a brief  discussion  of  the 
Mental  Health  compact  which  was  supported  by 
The  Medical  Association  during  the  past  session). 

House  Bill  #700  is  the  result  of  the  collec- 
tive thinking  of  the  Council  of  State  Govern- 
ments on  a problem  that  has  perplexed  ad- 
ministrators of  mental  hospitals  for  a number 
of  years.  It  was  presented  for  introduction  by 
the  South  Dakota  Mental  Health  Association 
and  had  the  endorsement  of  our  institution 
superintendents  and  the  State  Medical  Asso- 
ciation. 

Basically  it  provides  a mechanism  for 
States  to  care  for  the  mentally  ill  without  re- 
gard to  residence  requirements. 

Under  prior  law  it  frequently  happened 
that  a person  in  need  of  mental  care  became 
a man  without  a state.  For  instance,  a resi- 
dent of  Kentucky  may  move  his  family  to 
South  Dakota  and  before  establishing  his 
residence  of  a year,  becomes  mentally  ill. 
Kentucky  may  refuse  care  in  their  mental 
hospitals  because  he  is  no  longer  a resident. 


South  Dakota  cannot  provide  care  because 
he  is  not  a resident.  With  this  interstate  com- 
pact in  force,  either  state  may  give  care, 
whichever  might  be  best  for  the  patient. 

It  also  provides  that  a person  who  is  men- 
tally ill  may  be  transferred  elsewhere  if  med- 
ically indicated.  For  example,  a resident  of 
South  Dakota  may  have  all  of  his  relatives  in 
Oregon.  If  he  becomes  mentally  ill  in  South 
Dakota  and  the  superintendent  at  Yankton 
determines  that  it  is  in  the  patient’s  best  in- 
terest to  be  near  his  relatives,  he  can  make 
arrangements  to  send  him  to  an  institution  in 
Oregon. 

Costs  of  the  total  program  does  not  ma- 
terially increase  the  costs  of  caring  for  the 
mentally  ill.  The  sending  state  pays  the 
transportation.  No  appropriation  is  included 
in  the  bill  and  no  new  boards  or  commissions 
are  established.  The  State  Health  Officer  or 
his  designee  is  to  be  the  administrator  of  the 
compact. 

There  is  no  fear  that  other  states  will 
“dump”  mentally  ill  into  our  hospitals  be- 
cause the  bill  provides  the  right  or  refusal 
by  the  superintendents  of  the  various  insti- 
tutions. 

No  transfers  from  South  Dakota  would  be 
made  without  the  approval  of  the  immediate 
family  and  the  County  Board  of  Insanity. 

The  bill  also  provides  for  the  same  handling 
of  the  mentally  retarded. 

The  campact  passed  the  Legislature  and  is 
activated  July  1. 


HUNTERS  MEETING 
The  Council  of  the  South  Dakota  State 
Medical  Association  has  voted  to  continue  its 
“Fall  Hunters’  Medical  Meeting”  in  1959, 
which  combines  a medical  program  with 
South  Dakota’s  famous  pheasant  hunting. 

Lectures  are  run  morning  and  evening  with 
hunting  in  the  afternoon.  Usually  held  the 
first  five  days  of  hunting  season,  the  seminars 
have  enthusiastic  approval  of  its  participants. 
Physicians  from  any  part  of  the  country  are 
welcome  to  attend.  Enrollment  is  limited  and 
applications  are  handled  on  a “first  come, 
first  served”  basis. 


— 152  — 


APRIL  1959 


i 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  © 


KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York  ^ 


AMERICAN  COLLEGE  OF  PHYSICIANS 
MEETING 
APRIL  20-24 

The  meetings  will  be  held  in  Chicago  at  the 
Conrad  Hilton  Hotel  and  two  theaters. 

The  annual  business  meeting  will  be  held 
on  Thursday  afternoon,  April  23.  Officers, 
regents,  and  governors  will  be  elected.  Dr. 
Howard  P.  Lewis  of  Portland,  Ore.,  will  be 
inducted  as  president  to  succed  Dr.  Dwight  L. 
Wilbur. 

The  annual  convocation,  with  its  impres- 
sive academic  ceremonies,  will  be  held  on 
Wednesday  evening,  April  22.  The  program 
will  include  an  address  by  Dr.  Wilbur  and 
an  oration  by  a speaker  to  be  announced. 

For  further  information,  write  to  Mr..  E.  R. 
Loveland,  executive  director.  The  American 
College  of  Physicians,  4200  Pine  Street, 
Philadelphia  4. 
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(Editor’s  Note)  This  issue  of 
the  Journal  begins  a series  of 
observations  under  the  title  of 
‘‘Pop’s  Proverbs.”  The  writer 
wishes  to  remain  unknown.  If 
you  like  them,  credit  the  editor 
for  his  choice.  If  you  don’t  like 
them,  blame  the  unknown 
author,  whose  identity  prob- 
ably zvill  not  be  revealed  until 
his  death. 

The  Editors 

Pop's  Proverb 

Try  to  so  live  and  act  that 
your  field  will  be  better 
for  those  who  follow  you 
than  it  was  when  you 
started. 


NEWS  NOTE 

The  American  College  of 
Physicians  will  meet  in 
Chicago  April  20-24  at  the 
Conrad  Hilton  Hotel.  1960 
Annual  meeting  will  be  in 
San  Francisco  April  4-8. 

* * * 

The  Rocky  Mountain  Med- 
ical Conference  and  Annual 
Meeting  of  the  Colorado 
State  Medical  Society  will  be 
held  in  Denver,  September 
8-11. 


Dr.  Richard  Lillard,  form- 
erly at  Madison,  has  asso- 
ciated himself  with  Dr. 
Robert  Hayes  in  Winner.  Dr. 
Harold  Phelps  has  left  Win- 
ner to  take  a residency  in 
Colorado. 

*  *  * 

Dr.  J.  C.  Murphy,  Murdo, 
is  the  new  president  of  the 
4th  District  (Pierre)  Medical 
Society. 

* * * 

Mrs.  B.  A.  Dyar,  widow  of 
Dr.  Dyar,  well-known  South 
Dakota  physician  passed 
away  at  Custer  on  February 
11th,  after  a short  illness. 

* * ^ 

Dr.  R.  B.  Leander  has 

opened  an  office  in  Sioux 
Falls  for  the  private  practice 
of  psychiatry.  He  was  pre- 
viously in  practice  in  Coun- 
cil Bluffs  where  he  also 
served  as  an  associate  pro- 
fessor in  psychiatry  at 
Creighton  University. 


Dr.  Walter  L.  Hard,  Dean 
of  the  Medical  School,  has 
been  appointed  Editorial 
Consultant  to  the  “New 
Physician”  which  is  the  of- 
ficial publication  of  the  Stu- 
dent American  Medical  Asso- 
ciation. 

* * * 

During  January,  Dr.  Magni 
Davidson  attended  the  meet- 
ings of  the  Federation  of 
Medical  Examining  Boards 
in  Chicago. 


SEVENTH  DISTRICT 
STUDIES  "CONFUSION" 

The  Seventh  District  Med- 
ical Society  met  in  Sioux 
Falls,  March  3,  to  hear  Dr. 
Erland  Nelson  of  the  Depart- 
ment of  Neurology  of  the 
University  of  Minnesota 
speak  on  “Confusion  States.” 
During  the  afternoon,  Dr. 
Nelson  also  spoke  at  the  Vet- 
erans Hospital  on  “Brain 
Tumors.” 
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IOWA  DOCTOR  TO 
TALK  ON  CANCER 

Dr.  Reuben  Flocks,  Iowa 
City,  will  speak  on  the  Tues- 
day morning  session  of  the 
Annual  Meeting.  His  topic 
will  be,  “The  Present  Status 
of  the  Management  of  Car- 
cinoma of  the  Prostate.”  Dr. 
Flocks  is  Professor  and  Head 
of  the  Dept,  of  Urology  at 
the  University  of  Iowa,  and 
Urologist  in  Chief  at  the  Uni- 
versity Hospital  at  Iowa  City. 


DR.  L.  E.  PRICKMAN 
ANNUAL  MEETING 
SPEAKER 

Dr.  L.  E.  Prickman,  Mayo 
Clinic,  has  been  selected  by 
the  program  committee  to 
speak  on  the  Annual  Meet- 
ing program,  June  22.  He 
will  talk  on  “Management  of 
Asthma;  The  Patient’s  Re- 
sponsibility.” Dr.  Prickman 
is  Associate  Professor  of 
Medicine  in  the  Mayo  Foun- 
dation and  head  of  a depart- 
ment of  internal  medicine 
and  allergy  in  the  Mayo 
Clinic. 


OB-GYN  SPEAKER 
ANNUAL  MEETING 
PROGRAM 

L.  A.  Aars,  M.D.,  of  the 
Mayo  Clinic  will  return  to 
his  native  State  for  the 
SDSMA  Annual  Meeting  pro- 
gram. Dr.  Aars  was  born  in 
Aberdeen,  S.  D.  He  is  now 
consultant  in  Obstetrics  and 
Gynecology  at  the  Mayo 
Clinic.  His  topic  will  be, 
“Hormone  Therapy  in  Ob- 
stetrics and  Gynecology.” 


EENT  SPEAKER 
AT  ANNUAL 
MEETING  PROGRAM 

P.  J.  Leinfelder,  M.D.,  of 
the  Department  of  Ophthal- 
mology at  the  State  Univer- 
sity of  Iowa,  University  Hos- 
pitals, will  discuss,  “Eye 
Grounds  in  General  Disease,” 
at  the  Annual  Meeting.  Dr. 
Leinfelder  is  interested  in 
radiation  cataract  and  has 
done  research  in  Cellular 
physiology. 


DR.  H.  H.  THEISSEN 
ANNUAL  MEETING 
OB-GYN  SPEAKER 

Dr.  Theissen  will  speak  on 
the  subject  of,  “The  In- 
competent Cervix”  Tuesday 
afternoon,  June  23.  He  is  a 
member  of  the  American 
Academy  of  Obstetrics  and 
Gynecology,  and  has  prac- 
ticed in  Rapid  City  for  the 
past  four  years. 


DR.  JOHN  F.  LEEDS 
ON  ANNUAL  PROGRAM 

“The  Multiple  Handicapped 
Child,”  will  be  Dr.  Leeds 
topic  on  the  Annual  Meeting 
program,  June  23.  Dr.  Leeds 
is  located  at  the  Hot  Springs 
Clinic,  Hot  Springs,  S.  D.  He 
is  a member  of  the  American 
Academy  of  Pediatrics. 
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NOW-YOU  CAN  GET  THE 
UNSURPASSED  ADVANTAGES 
OE  ARISTOCORT 
IN  SALICYLATE 
COMBINATION 


Aristogesic  combines  the  anti-inflammatory  eflPects  of  Aristocort*  Triamcinolone 
with  the  analgesic  action  of  a most  potent  salicylate.  This  means  that  the  dosage  i 
of  each  is  substantially  lower  than  that  ordinarily  required  for  each  agent  alone.  | 
With  Aristogesic  the  physician  has  exceptionally  wide  latitude  in  adjusting  the  || 
dosage  to  the  lowest  effective  level. 

The  possibility  of  gastric  distress  from  either  salicylamide  or  corticosteroid  is  ' 
minimized  because  of  lower  dosage  required.  This  is  further  reduced  by  the 
buffer  action  of  aluminum  hydroxide.  And  the  ascorbic  acid  helps  meet  the  | 
increased  need  for  this  vitamin  in  stress  conditions.  Because  of  the  low  dosage, 
side  effects  with  Aristogesic  have  been  relatively  infrequent  and  minoj  in  nature. 
However^  more  serious  side  effects  have  traditionally  been  observed  on  all 
corticosteroid  therapy.  Patients  on  long-term  Aristogesic  therapy  should, 
therefore,  be  observed  carefully. 
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Supply:  Bottles  of  100. 

Collagen  tissue  (x250) 


*TRAOEHARK 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 


SOUTH  DAKOTA 


Representatives  of  the  South  Dakota  State  Medical  Association  visited  with  all  of  South  Dakota’s 
Congressional  delegation  in  Washington  early  in  March.  Seen  in  this  shot  are  (left  to  right)  H.  Russell 
Brown,  M.  D.,  Watertown;  Rep.  George  McGovern;  John  C.  Foster,  association  executive  secretary;  P.  Pres- 
ton Brogdon,  M.D.,  Mitchell;  and  A.  A.  Lampert,  M.D.,  Rapid  City. 


SOUTHERN  CAL. 

SPONSORS  TOUR 

Last  year,  the  University 
of  Southern  California  School 
of  Medicine  held  a Post- 
graduate Refresher  Course  in 
Honolulu.  The  Course  was  so 
successful  that  they  have  de- 
cided to  offer  another  course 
in  Honolulu  and  on  board 
the  S.  S.  Lurline  from  July 
29  through  August  15,  1959. 

The  Course  is  set  up  that 
the  physician  may  elect  to 


attend  one  of  several  pro- 
grams. In  this  way,  each 
physician  may  choose  the 
topics  which  most  meet  his 
needs.  In  addition  to  lectures, 
there  will  be  workshops  in 
EGG  and  X-ray  diagnosis  as 
well  as  Water  and  Electro- 
lyte Balance  and  the  diag- 
nosis of  Jaundice.  Emphasis 
is  placed  on  practical  diag- 
nosis and  therapy. 

The  group  will  depart  from 
Los  Angeles  via  United  Air 


Lines  July  29  and  return  to 
Los  Angeles  August  15  on  the 
S.  S.  Lurline.  As  a time  and 
money  saver,  physicians  may 
elect  to  return  by  air  arriv- 
ing in  Los  Angeles  August 
11,  1959.  Afternoons,  eve- 
nings and  weekends  are  free 
so  that  the  participating 
physicians  and  their  families 
may  enjoy  the  recreational 
facilities  of  the  Island. 
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PLAN  WORLD 
CONFERENCE  ON 
MEDICAL  EDUCATION 
CHICAGO  — Meeting  in 
Chicago  recently,  this  group 
of  prominent  medical  leaders 
discussed  plans  for  the  Sec- 
ond World  Conference  on 
Medical  Education,  which 
will  be  held  from  August 
29th  to  September  4.  The 
seven-day  Chicago  Confer- 
ence, sponsored  jointly  by 
the  great  world  bodies  of 
medicine,  including  the 
World  Medical  Association, 
will  provide  a common 
ground  for  the  free  exchange 
of  scientific  information  and 
experiences  between  coun- 
tries. 

Collaborating  with  the 
W.M.A.  in  sponsoring  the 
Conference  are  the  World 
Health  Organization,  the 
Council  for  International 
Organizations  of  Medical 


Sciences,  and  the  Interna- 
tional Association  of  Uni- 
versities. 

President  Eisenhower,  who 
has  been  keenly  interested  in 
the  financial  problems  of 
medical  schools  since  his 
days  at  Columbia  University 
where  he  helped  to  organize 
the  National  Fund  for  Med- 
ical Education,  is  patron  of 
the  Conference. 

Serving  as  President  of 
the  Conference  will  be  Dr. 
Raymond  B.  Allen,  Chancel- 
lor, University  of  California, 
Los  Angeles. 

Between  1,500  and  2,000 
persons  from  all  over  the 
world  will  attend  the  Con- 
ference in  the  Palmer  House. 
There  will  be  125  speakers 
from  about  50  countries,  and 
all  business,  including  lec- 
tures, will  be  translated 
simultaneously  into  English, 
French,  and  Spanish.  “Med- 


icine — A Lifelong  Study”  is 
the  Conference  theme. 

In  the  above  picture,  com- 
mittee chairmen  of  the  Con- 
ference are,  left  to  right; 

Dr.  W.  C.  Bornemeier, 
Chicago,  representing  the 
Illinois  State  Medical  So- 
ciety; Dr.  Glen  R.  Shepherd, 
Chicago,  assistant  secretary 
of  the  Council  on  Medical 
Education  and  Hospitals  of 
the  American  Medical  Asso- 
ciation; Miss  Margaret  Nat- 
wick.  New  York,  executive 
assistant  of  the  World  Med- 
ical Association;  Thomas  R. 
Gardiner,  Chicago,  co-chair- 
man of  the  technical  exhibits 
of  the  Conference;  Dr.  Robert 
A.  Moore,  Dean  of  the  Col- 
lege of  Medicine  in  Brooklyn, 
State  University  of  New 
York;  Dr.  George  F.  Lull, 
Chicago,  retired  secretary 
and  general  manager  of  the 
American  Medical  Associa- 


— 157  — 


SOUTH  DAKOTA 


tion;  Dr.  Myron  E.  Wegman, 
Washington,  D.  C.,  World 
Organization  representative 
and  Secretary  General  of  the 
Pan  American  Sanitary  Bu- 
reau; Mrs.  Clara  Lewinter, 
New  York,  Executive  Secre- 
tary of  the  Second  World 
Conference  on  Medical  Edu- 
cation; Dr.  Victor  Johnson, 
Rochester,  Minn.,  Director  of 
the  Mayo  Foundation  for 
Medical  Education  and  Re- 
search, and  Dr.  Louis  H. 
Bauer,  New  York,  Secretary 
General  of  the  World  Med- 
ical Association. 

Requests  for  hotel  reserva- 
tions and  all  information  per- 
taining to  the  Conference 
may  be  obtained  from  Mrs. 
Clara  Lewinter,  World  Med- 
ical Association,  10  Colum- 
bus Circle,  New  York  19, 
N.  Y. 


MITCHELL  DISTRICT 
HEARS  KNOWLES 
Dr.  Roy  C.  Knowles,  Sioux 
Falls,  was  the  speaker  for  the 
February  19th  meeting  of  the 
Mitchell  District  Medical  So- 
ciety. He  discussed  the  work 
of  the  Minnehaha  County 
Mental  Health  Center  of 
which  he  is  director. 


During  the  business  ses- 
sion a motion  was  adopted 
“condemning  closed  panel 
plans  of  medical  practice 
since  they  lead  to  exploita- 
tion of  physicians  by  non- 
medical persons  — and  that 
the  AMA  report  of  the  com- 
mittee on  Medical  Care  plans 
be  rejected  by  the  Council  of 
the  South  Dakota  State  Med- 
ical Association  on  the  basis 
that  it  limits  free  choice  of 
physician. 


27  PHYSICIANS 
VISIT  PIERRE 

Twenty  seven  members  of 
the  South  Dakota  State  Med- 
ical Association  visited  in 
Pierre  during  the  recent  leg- 
islative session.  Not  all  spent 
three  day  visits  and  some  ap- 
peared in  behalf  of  non- 
medical bills.  All  made  their 
presence  felt  by  the  legis- 
lators. 

Those  seen  in  Pierre  were 
Drs.  G.  E.  Tracy,  Watertown; 
R.  L.  Lillard,  Madison;  A.  P. 
Peeke,  Volga;  Brooks  Ran- 
ney,  Yankton;  Charles  Stern, 
Sioux  Falls;  P.  Preston  Brog- 
don,  Mitchell;  J.  B.  Gregg, 
Sioux  Falls;  R.  F.  Hubner, 
Yankton;  C.  E.  Kemper,  Vi- 
borg;  J.  J.  Stransky,  Water- 
town;  J.  C.  Hagin,  Miller; 
E.  J.  Perry,  Redfield;  E.  S. 
Palmerton,  Rapid  City;  A.  A. 
Lampert,  Rapid  City;  A.  P. 
Reding,  Marion;  C.  J.  Mc- 
Donald, Sioux  Falls;  R.  H. 
Hayes,  Winner;  H.  Russell 
Brown,  Watertown;  H.  D. 
Phelps,  Winner;  C.  R.  Stoltz, 
Watertown;  J.  H.  Davis, 
Belle  Fourche;  S.  F.  Sherrill, 
Belle  Fourche;  Mary  Price, 
Armour;  Frances  Kelsey, 
Vermillion;  G.  W.  Mills, 
Wall;  H.  B.  Munson,  Rapid 
City;  and  Roy  C.  Knowles, 
Sioux  Falls. 


ASTWOOD  SPEAKS 
AT  YANKTON 
Dr.  Edwin  Bennett  Ast- 
wood,  professor  of  Medicine 
of  Tufts  Medical  Schoool, 
was  the  featured  speaker  at 
the  Yankton  District  Medical 
Society  Meeting  at  the  Black 
Steer,  March  16th. 

Subject  of  his  paper  was, 
“Management  of  Thyroid 
Disease.” 


THE  S.  D.  JOINT  COM- 
MISSION FOR  IMPROVE- 
MENT OF  CARE  OF  THE 
PATIENT  MET  IN 
HURON,  MARCH  4,  1959 

The  first  order  of  business 
was  election  of  officers  which 
installed  Dr.  J.  A.  Muggly  of 
Madison  as  president,  suc- 
ceeding Dr.  David  A.  Buch- 
anan of  Huron.  Sister  M. 
Innocentia  was  named  vice- 
chairman  and  Miss  Hellen 
Boyd,  secretary. 

The  group,  representing 
the  medical,  hospital,  medical 
technician,  medical  librarian, 
nurse,  x-ray  technician,  prac- 
tical nurse  and  other  associa- 
tions, watched  a model  meet- 
ing of  a local  joint  hospital 
commission  and  then  went 
into  its  business  session. 

The  Medical  Association 
was  represented  by  Dr.  David 
Buchanan,  Huron,  Dr.  J.  A. 
Muggly,  Madison,  Dr.  M.  E. 
Sanders,  Redfield  and  execu- 
tive-secretary Foster. 


NEWS  NOTES 

Doctor  in  politics  — Dr. 
Duane  Reaney  of  Yankton  is 
a candidate  for  city  commis- 
sioner in  that  cities  April  21 
election. 

* * * 

There  is  an  opening  for  a 
physician  in  general  med- 
icine in  the  Out-Patient 
Clinic  of  the  Veterans  Ad- 
ministration Hospital  at 
Lincoln,  Nebraska.  The  sal- 
ary range  is  from  $9,890.00  to 
$14,686.00.  This  is  a 280-bed 
General  Medical  and  Surgical 
Hospital. 
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Loren  H.  Amundson,  M.D., 

presently  at  Killeen,  Texas, 
will  join  the  staff  of  the  Pea- 
body Clinic  in  July,  as  gen- 
eral practitioner. 

* * 

Drs.  V.  R.  Vonburg  and 

R.  G.  Gere  are  building  a 
new  medical  clinic  in  Mit- 
chell. The  building  is  expec- 
ted to  be  completed  by  June 

1. 

* * 

Dr.  J,  A.  Jacotel,  well- 
known  Milbank  doctor,  suf- 
fered a stroke  recently.  Last 
report  was  that  he  was  get- 
ting along  as  fine  as  could  be 
expected. 


NEWS  NOTES 

Dr.  Floyd  Sebring  was 

awarded  the  “Man  of  the 
Year”  citation  by  his  home 
community  of  Martin,  S.  D. 
in  February.  Award  was 
made  by  the  Commercial 
Club. 

* * * 

Dr.  N.  R.  Whitney,  health 
officer  of  Pennington  County, 
attended  a meeting  of  the 
Medical  Advisory  Represen- 
tatives for  the  National 
Foundation,  in  Chicago  re- 
cently. 

* * 

Dr.  T.  A.  Pollerman,  form- 
erly of  Alexandria,  S.  D.,  is 
now  practicing  at  the  Provi- 
dence Hospital  in  Sandusky, 
Ohio. 


Dr.  Wayne  Shaw  formerly 
at  Tripp  and  Howard  has  as- 
sociated with  Dr.  John  Mc- 
Cann at  Parkston. 

^ ^ 

John  C.  Foster,  association 
executive  secretary,  met  with 
the  doctors  of  Sisseton  in 
March  to  discuss  staffing 
rules  of  a projected  hospital 
in  that  community. 

^ ^ ^ 

Doctor  John  B.  Gregg  of 
Sioux  Falls  has  been  ap- 
pointed Assistant  Professor 
in  Otolaryngology  at  the  Uni- 
versity of  Iowa  in  Iowa  City, 
Iowa.  He  will  leave  Sioux 
Falls  on  May  19,  1959  to  as- 
sume his  teaching  position. 
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PLAN  NOW  TO  ATTEND  THE 


108th  ANNUAL  MEETING  of  the 
AMERICAN  MEDICAL  ASSOCIATION 


June  8-12,  1959,  Atlantic  City,  New  Jersey 


. . . over  300  scientific  exhibits  . . . 57 
seminars  and  sectional  meetings  . . , 
60  medical  motion  pictures  . . . daily 
closed-circuit  telecasts. 

Childbirth  featured  in  largest  com- 
bined session  ever  offered  by  A.M.A. 
Seven  sections— Obstetrics  and  Gy- 
necology; Anesthesiology;  Pediat- 
rics; Preventive  Medicine;  General 
Practice;  Diseases  of  the  Chest  and 
Nervous  and  Mental  Diseases  pre- 
sent a morning  long  symposium. 

Liver  diseases  presented  in  a com- 
bined symposium  and  panel  session 
with  six  sections  participating:  Inter- 
nal Medicine,  General  Practice,  Ex- 
perimental Medicine  and  Therapeu- 
tics, Pathology,  Radiology  and  Gas- 
troenterology. 


Typical  of  the  hundreds  of  speakers  and  topics  sched- 
uled for  presentation: 

SYMPOSIUM  ON  HEPATIC  DISEASES 
“Newer  Concepts  of  Bilirubin  Metabolism" 

David  Schachter,  New  York  City,  New  York 

“HepaticComailts  Physiologicand  Chemical  Basis" 
S.  P.  Bessman,  Baltimore,  Maryland 

“Current  Problems  in  Hepatic  Pathology" 

I,  N.  Dubin,  Philadeiphta,  Pennsylvania 

“Current  Knowledge  of  Viral  Hepatitis" 

Joseph  Stokes,  Jr,,  Philadelphia,  Pennsylvania 

“Radiography  in  the  Diagnosis  of  Hepatic  Disease" 
John  R,  Hodgson,  Rochester,  Minnesota 

“Newer  Concepts  of  Cirrhosis" 

Gerald  Klatskin,  New  Haven,  Connecticut 

PANEL  DISCUSSION  ON  HEPATIC  DISEASES 
Moderator-^-Cecil  Watson,  Minneapolis,  Minnesota 


Atlantic  City  is  an  ideal  family 
playground.  The  fabulous 
Boardwalk  and  world  renowned 
Steel  Pier  are  focal  points 
of  interest  at  this  famous 
ocean  side  resort. 


For  advance  hotel  and  meeting 
registration  information  write: 
Convention  Services, 
American  Medical  Association, 
535  North  Dearborn  Street, 
Chicago  10,  Illinois 
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METHODS  AND  TECHNIQUES  OF 
STERILIZATION  ~ A REVIEW 
By 

Norval  E.  Webb,  Ph.D.* 
Brookings,  South  Dakota 


Official  specific  procedures  for  different 
methods  of  sterilization  last  appeared  in  the 
thirteenth  revision  of  United  States  Phar- 
macopeia. ^ Process  A is  sterilization  by  a 
naked  flame  for  twenty  seconds.  Process  B 
is  sterilization  with  a dry  heat  at  a tempera- 
ture not  below  170°C.  preferably  for  a period 
of  two  hours.  A temperature  of  140°C.  could 
be  used  for  four  hours  for  certain  heat-labile 
substances.  Process  C involves  the  use  of 
steam  under  pressure  under  one  of  the  fol- 
lowing conditions:  ten  pounds  of  pressure 
(115. 5°C.)  for  thirty  minutes,  fifteen  pounds 
of  pressure  121. 5°C.)  for  twenty  minutes,  or 
twenty  pounds  of  pressure  (126. 5°C.)  for  fif- 
teen minutes.  Process  D,  known  also  as 
Tyndallization,  employes  the  use  of  free- 
flowing  steam  or  a boiling  water  bath  for  a 
period  of  thirty  minutes  on  three  successive 
days.  The  materials  being  sterilized  are  to  be 
maintained  at  either  room  temperature  or 
body  temperature  in  order  to  allow  any  re- 
maining spores  to  be  transformed  into  the 
viable  stage.  One  heating  in  a steam  sterilizer 
for  thirty  minutes  in  the  presence  of  a bac- 
teriocidal agent  was  also  recognized  under 
process  D.  Process  E is  designed  for  steriliza- 
tion of  substances  decomposed  by  temp- 

*  Associate  Professor  of  Pharmacy,  South  Dakota 
State  College. 


eratures  of  100°C.  or  higher.  The  material  to 
be  sterilized  is  placed  in  a water  bath  main- 
tained at  the  maximum  possible  temperature 
that  could  be  tolerated  without  decomposition 
occurring  for  one-half  hour  periods  on  three 
to  seven  successive  days.  This  process  is  also 
known  as  inspissation.  A bacteriocidal  agent 
must  also  be  added,  unless  the  medicinal 
agent  has  sufficient  bacteriocidal  properties 
of  sufficient  quantity  to  prevent  growth  of 
all  micro-organisms  in  the  material.  Process 
F involves  the  use  of  bacteria  excluding  fil- 
ters. Common  examples  of  filters  used  for 
this  purpose  are  Chamberland,  Berkfeld, 
Handler,  Coors,  Selas  and  Seitz.  Unless  other- 
wise specified  in  the  individual  monograph  it 
was  required  that  a bacteriocidal  agent  be 
added  to  solutions  sterilized  in  this  manner. 
Process  G,  heating  at  a temperature  of  160°C 
for  a period  of  60  or  more  minutes  in  an  oil 
bath,  was  designed  primarily  for  the  steril- 
ization of  surgical  instruments.  Aseptic  man- 
ipulation, while  not  actually  a sterilization 
process,  was  recognized  as  a method  of  ob- 
taining sterile  preparations.  It  involved  the 
sterilization  of  all  equipment,  containers, 
working  areas,  solvents,  etc.,  prior  to  prep- 
aration. Aseptic  technique  was  maintained 
during  the  actual  compounding  to  prevent 
entrance  of  micro-organisms. 
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Buchi,2  and  Wood  and  Tulley,^  performed 
extensive  studies  on  the  efficiency  of  auto- 
claves and  the  time  required  for  materials 
being  sterilized  to  reach  the  proper  steriliza- 
tion temperature.  Both  realized  that  with  in- 
creasing volumes  and  with  different  types  of 
substances  ‘lag  time’  was  an  important  factor 
in  obtaining  complete  sterility  with  a min- 
imum amount  of  exposure  to  heat.  Thermo- 
couples and  maximum  recording  ther- 
mometers were  used  to  determine  the  temp- 
erature of  the  materials  while  they  were 
being  heated  in  the  autoclave.  With  four 
ounce  containers  filled  with  liquid,  Wood  and 
Tulley  found  that  a waiting  period  of  fifteen 
minutes  was  necessary  before  beginning  to 
time  the  sterilization.  Buchi  found  that  with 
containers  smaller  than  100  cc.  filled  with 
liquid  the  ‘lag  time’  was  negligible. 

There  is  some  doubt  as  to  the  efficiency  of 
the  Tyndallization  method  of  sterilization 
originally  intended  to  be  conducted  at  a 
temperature  of  80°C.  for  one-half  hour  on 
three  successive  days.  Coulthard^'  5 states 
that  the  process  is  usually  effective  if  the 
materials  are  not  artificially  contaminated  by 
addition  of  spores,  and  that  a temperature  of 
75°C.  to  80°C.  will  kill  all  bacteria  present. 
He  found  that  certain  solutions  had  a tend- 
ency to  prevent  spores  from  forming  and  thus 
aided  sterilization,  and  further  mentions  that 
acidity  also  often  aids  sterilization.  Davis®’ 
found  that  Tyndallization  was  not  effective 
against  spores,  and  that  discontinuous  heat- 
ing is  unnecessary  since  those  preparations 
which  were  found  to  be  sterile  after  the  third 
heating  to  80°C.  had  all  been  found  to  be 
sterile  after  the  first  heating  period.  In  a later 
publication  Davis®  points  out  that  hypo- 
dermic solutions  can  not  be  Tyndallized  in 
the  original  sense  of  the  word.  Apparent 
Tyndallization  effects  are  due  to  the  germi- 
cidal action  of  the  medicaments  themselves. 
Hydrogen  ion  concentration  is  thought  to 
have  some  influence,  also.  Davis  found  that 
the  optimum  pH  range  for  maximum  steril- 
izing effect  is  from  pH  4 to  pH  5.6  in  cases 
where  the  acidity  is  due  to  the  medicaments 
present.  BerryS  points  out  the  unreliability 
of  Tyndallization,  the  fallacy  being  that  be- 
cause of  the  absence  of  nutritive  material 
spores  can  not  develop  and  at  the  end  of  the 
process  are  still  alive. 


The  Use  of  Bacteriocidal  Additives 

As  previously  mentioned,  the  U.S.P.  XHI,i 
permitted  sterilization  in  the  presence  of 
bactericidal  agents  in  some  cases.  Steiger i®* 
tested  the  efficiency  of  several  bacteriocidal 
agents  present  in  solutions  heated  for  thirty 
minutes  at  100°C.  The  solutions  were  con- 
taminated with  highly  resistant  soil  spores 
prior  to  sterilization.  His  results  showed  that 
sterilization  is  attained  without  any  addition 
at  a pH  of  3.2  or  lower,  and  that  the  addition 
of  0.01%  NaF  or  0.1%  chlorbutanol  is  of  little 
advantage.  The  presence  of  ethyl  alcohol 
(5%)  results  in  complete  sterilization  up  to  a 
pH  of  6.1.  A combination  of  0.1%  chlorbutanoH 
with  5%  ethyl  alcohol  increases  the  range  of 
effective  action  up  to  pH  9.  Equally  effective 
are  0.01%  of  potassium  oxyquinoline  sulfate 
or  0.0001%  of  phenylmercuric  borate.  Under 
these  same  conditions  of  sterilization  Berry, 
et  al.,11  found  that  p-chloromethylcresol, 
0.2%  to  0.25%,  and  phenylmercuric  nitrate, 
0.001%,  were  the  most  effective  of  the  bac- 
teriocides  they  tested.  Berry  ^ 2 mentioned 
that  these  bacteriocides  were  found  to  be 
non-toxic  but  were  not  suitable  for  large 
volume  doses. 

In  a study  of  the  chemicaD®’  and  bac- 
teriological effects  1®  of  heat  sterilization, 
Shou,i®  and  Higuchi  and  Busse''^  showed 
that  for  a heat  labile  substance  such  as  pro- 
caine a short  heat  treatment  at  a high  tem- 
perature is  preferable  both  from  a chemical 
and  bacteriological  point  of  view  to  a more 
prolonged  heating  at  a lower  temperature. 

Bacterial  Filtration 

In  cases  where  heat  at  sterilizing  tempera- 
tures decomposes  the  materials  the  process  of 
bacterial  filtration  lends  itself  to  practical 
use.  Three  main  types  of  filters  in  use  are: 
Kieselguhr,  porcelain  and  asbestoes.  The  first 
type  (Berkfeld  filter)  consists  of  a hollow 
candle  of  compressed  kieselguhr  furnished 
with  a metal  end  piece  carrying  a threaded 
nozzle.  The  candle  is  usually  arranged  to  fil- 
ter from  without  inwards.  Berkfled  candles 
are  easily  cleaned  after  use  by  placing  them 
in  boiling  water  for  a few  minutes,  allowing 
to  dry,  and  rubbing  all  over  the  surface  with 
a cloth.  Porcelain  candles,  such  as  the  Cham- 
berlain and  Doulton,  are  finer  than  the  Berk- 
feld type.  When  constructed  of  a porosity 
described  as  L-3,  these  will  exclude  most  of 
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the  filterable  viruses  as  well  as  bacteria.  For 
satisfactory  cleaning  it  is  necessary  to  heat 
this  type  of  filter  in  a muffle  furnace.  As- 
bestos filters,  as  represented  by  the  Sietz, 
consist  essentially  of  a disc  of  compressed 
asbestos  clamped  between  an  upper  and  lower 
portion  of  a suitable  device.  Each  disc  is 
used  only  onco.^i^ 

Larson^®  described  a filter  manufactured 
by  the  Selas  Company.  It  consists  of  a micro- 
porous  porcelain  filter  element  placed  in  a 
stainless  steel  housing  which  can  be  easily 
autoclaved  and  installed  in  the  line  immed- 
iately preceding  the  filling  apparatus. 
Lewis,  1 in  discussing  the  disadvantages  of 
bacterial  filtration,  stated  that  often  the  ap- 
paratus used  is  unwieldy  and  of  complex 
construction,  and  generally  after  a vaccine 
bottle  has  been  filled  it  is  necessary  to  put 
on  a previously  sterilized  cap.  It  is  at  this 
point  that  contamination  is  most  apt  to  occur. 
Lewis’  solution  to  this  latter  disadvantage  is 
to  evacuate  the  stoppered  vaccine  bottle  prior 
to  filling  and  then  fill  by  inserting  a hypo- 
dermic needle  through  the  cap,  allowing  the 
vacuum  to  pull  in  the  filtered  liquid.  Elliot 
and  Hailstone  describe  a similar  type  ap- 
paratus for  filling  vaccine  bottles.  Other  in- 
vestigators have  described  filtering  and  fill- 
ing apparatus  designed  to  simplify  the  pro- 
cess with  special  regard  to  ease  in  steriliza- 
tion prior  to  use  of  the  equipment  and  the 
prevention  of  external  contamination'' 9' 20. 
21 . 22 

Jacobsen23  found  that  Seitz  filter  pads 
contained  an  acid  neutralizing  substance 
identified  as  magnesia.  This  causes  the  pre- 
cipitation of  the  free  alkaloid  base  from  al- 
kaloidal  solutions.  The  filter  can  be  used, 
therefore,  for  alkaloidal  solutions  only  if  the 
solutions  are  buffered  or  contain  0.001  N 
free  acid. 

Bacterial  Filtration  and  Concentration 

Experiments  conducted  by  Taylor^^  show 
that  filtration  of  NaCl,  NaHCOs,  and  strych- 
nine hydrochloride  solutions,  in  concentra- 
tions normally  used  for  injection,  through 
sintered  glass  filters  of  a grade  used  for  clari- 
fication, does  not  appreciably  lower  the  con- 
centration. Calcium  gluconate  solutions  are 
however,  slightly  weakened  owing  to  crystal- 
lization on  the  filter.  In  all  cases  there  is  a 
small  loss  of  total  solution,  lessened  at  re- 


duced pressure.  Thomann^s  conducted 
similar  experiments  with  sintered  glass  filters 
of  three  sizes  and  pore  dimensions  and  a 
membrane  filter.  These  filters  all  give  sterile 
filtrates  in  times  varying  inversely  with  the 
diameter  of  the  filter  and  the  pore  size.  They 
do  not  give  up  any  appreciable  residue  to  the 
water,  and  they  do  not  absorb  acid.  Some 
liquid  is  lost  during  filtration,  depending  to 
some  extent  on  the  time  required  for  filtra- 
tion. No  appreciable  loss  in  concentration  of 
solutions  of  morphine  hydrochloride,  strych- 
nine nitrate,  caffeine  sodiosalicylate  or  glu- 
cose occurrs  except  when  the  filtration  time 
is  extremely  long. 

■Wherever  possible  the  autoclave  should  be 
the  instrument  of  choice  for  sterilizing.  Al- 
though applicable  to  almost  all  substances, 
the  bacteria  proof  filter  should  only  be  ap- 
plied when  strict  bacteriological  control  of 
the  filtrate  is  available. 2 6 

Newer  Methods  of  Sterilization 

The  best  liability  of  a great  many  substance 
and  the  inefficiency  of  present  day  steriliza- 
tion methods  has  led  to  research  designed  to 
establish  new  and  more  effective  methods. 
Steiger,  et.  al.^T  have  developed  a new 
method  involving  the  use  of  radio  frequency 
heating.  The  material  to  be  sterilized  is 
placed  between  the  electrodes  of  a high  fre- 
quency generator.  Using  an  alternating  cur- 
rent, radio  frequency  waves  (50,000,000  cps.) 
are  produced  which  results  , for  example,  in  a 
temperature  of  180°C.  within  one  pound  of 
talc  in  seven  minutes  compared  to  three  hours 
using  an  oven.  Obviously  this  method  is  not 
applicable  to  heat  liable  substances,  but  is 
quite  efficient  as  a method  for  sterilizing 
bulk  powders. 

Ionizing  radiation  as  a means  of  steriliza- 
tion is  extensively  reported  in  the  literature, 
particularly  in  regard  to  the  preservation  of 
foods.  This  heatless  form  of  sterilization  can 
be  used  to  sterilize  packaged  products  after 
all  other  processing  has  been  completed.  The 
method,  however,  is  not  without  disadvan- 
tages. For  example,  the  flavor  of  meat  so 
sterilized  is  unacceptable.28’  29  a flavor 
change  is  also  noted  in  irradiated  milk^o  and 
eggs  as  well  as  reduction  of  the  biological 
value  of  milk  proteinsS''  and  a thinning  of 
albumin.®®* 

It  has  been  possible  to  demonstrate  the 
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ability  of  radiation  to  destroy  all  types  of 
microorganisms  in  every  conceivable  type  of 
package  so  long  as  the  dimensions  of  the  pack- 
age do  not  exceed  the  limitations  imposed  by 
the  particular  type  and  energy  level  of  radia- 
tions used.  The  species  of  organism  is  the 
prime  factor  in  determining  the  magnitude  of 
the  sterilizing  dose.  Environmental  factors 
are  important  in  the  survival  ratios  of  micro- 
organisms exposed  to  ionizing  radiations. 
Microbiological  factors  involved  in  radiation 
sterilization  indicate  the  hazards  in  applying 
any  one  set  formula  for  the  use  of  ionizing 
radiations  to  destroy  all  species  of  micro- 
organisms that  can  contaminate  food  (or  phar- 
maceutical preparations).  They  also  demon- 
strate the  necessity  of  time  consuming, 
tedious  research  under  the  particular  exper- 
imental conditions  to  be  encountered  in  pro- 
cessing with  each  contamination  species. 32 

Gamma  rays,  x-rays,  neutrons  and  electrons 
are  forms  of  ionizing  radiation  mentioned  in 
the  literature  as  being  effective  for  steriliza- 
tion. Of  these  high  energy  electrons  produced 
by  linear  accelerators  of  the  Vande  Graff 
type  seem  to  offer  the  most  promise.  Ex- 
periments conducted  by  Miller^s  showed 
that  the  most  efficient  use  of  available  en- 
ergy is  made  if  electron  bombardment  is  used 
in  preference  to  x or  gamma  radiation,  and 
that  at  present,  high-energy  electrons  are  best 
obtained  from  some  sort  of  acceleration 
rather  than  from  radioactive  sources.  Miller 
states  that  this  kind  of  treatment  is  eco- 
nomical enough  not  to  increase  the  price  of 
the  products  unduly. 

Controulis,  et.  aP^  subjected  a number  of 
different  pharmaceuticals  (including  bio- 
logicals  and  antibiotics)  to  external  gamma 
radiation  from  a Colbalt  60  source  for  a period 
of  24  hours.  Using  B.  subtilis  as  the  contam- 
inating organism,  all  solutions  were  found  to 
be  sterile  after  that  time.  Calculating  from 
the  time,  intensity  of  the  source,  and  exposure 
distance  the  preparations  were  subjected  to  a 
dosage  of  approximately  two  million  reps. 
Only  pituitary  substances  showed  any  de- 
terioration of  the  materials  tested.  Discolora- 
tion of  the  glass  containers  occurred  but  was 
corrected  through  use  of  a new  type  of  glass 
obtained  from  the  Corning  Glass  Works. 

The  use  of  ultrasonic  sound  is  still  another 
method  being  used  on  an  experimental  basis 
to  sterilize  foods  and  pharmaceuticals.  Too 


little  is  known  at  this  time  to  state  how  effec- 
tive or  efficient  this  new  method  may  be. 
The  problems  encountered  seem  to  be  quite 
similar  to  those  observed  with  ionizing  radia- 
tion; that  is,  flavor  change  and  chemical 
breakdown. 

It  is  reasonably  safe  to  say  that,  on  the 
basis  of  the  results  reported  in  the  literature 
thus  far,  these  newer  methods  of  sterilization 
will  require  a considerable  amount  of  re- 
search and  evaluation  before  many  of  the 
established  procedures  previously  enumer- 
ated will  be  replaced. 
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PHARMACEUTICAL  ADVERTISING  . . . 
HOW  IT  CONTRIBUTES  TO  THE  HEALTH 
PROFESSIONS  AND  THE  PUBLIC* 

By 

Robert  A.  Hardt** 

Chicago,  Illinois 


The  assignment  given  to  me  by  our  pro- 
gram chairman  caused  some  problems  for 
me.  It  is  not  that  the  subject  is  a difficult  one 
to  cover  . . . for  it  is  not.  In  fact  I found  much 
more  material  than  could  be  used  in  the  time 
alloted  or  even  within  the  span  of  human  at- 
tention. 

The  problem  was  to  reduce  the  material  to 
that  which  might  be  of  some  interest  to  this 
audience,  the  members  of  which  know  very 
well  how  pharmaceutical  advertising  con- 
tributes to  the  health  professions  and  thus  to 
the  public  health.  I finally  concluded  that  the 
best  I could  do  is  to  make  you  more  aware  of 
how  pharmaceutical  advertising  contributes. 
I hope  to  do  this  in  a way  which  will  also 
make  us  more  aware  that  it  is  a fallacy  to 
assume  that  what  is  familiar  to  us  is  familiar 
to  others. 

The  purpose  of  our  advertising  is  to  tell  the 
physicians  and  pharmacists  about  our  prod- 
ucts and  to  motivate  the  physician  to  use,  or 
prescribe  our  products.  We  try  to  get  him  to 
realize  that  it  is  in  his  interest  and  the  in- 
terest of  the  patient  to  use  our  product.  In 
this  respect  we  are  in  a position  analgous  to 

* Address  to  the  Pharmaceutical  Manufacturers 

Association,  Chicago,  Illinois. 

**President,  Armour  Pharmaceutical  Company. 


a manufacturer  of  building  materials  who 
advertises  in  the  architect’s  journal. 

There  is,  of  course,  one  difference,  and  that 
is  that  health  and  illness  are  very  personal 
things,  and  thus  emotions  are  involved  to  a 
greater  extent  than  when  making  purchases 
of  other  commodities.  People  who  are  ill 
don’t  want  to  buy  drugs  and  feel  that  their 
bodies  have  betrayed  them  when  they  fall  ill. 
Moreover,  they  very  often  rebel  at  the  pre- 
cautions which  are  required  to  prevent  ill- 
ness. I refer,  of  course,  to  immunizations  for 
such  diseases  as  Polio  and  Influenza.^ 

This  is  why,  I think,  we  must  take  more 
pains  to  explain  the  value  and  need  of  treat- 
ment and  precaution  to  the  public.  This  is  a 
need  not  only  in  this  country  but  throughout 
all  countries  of  the  world,  including  those 
countries  in  which  socialized  medicine  is 
being  tested. 

For  example,  I have  just  noticed  an  ad- 
vertisement in  a British  magazine  which  has 
as  its  major  caption  an  exclamatory  sen- 
tence “The  Things  They  Say”  and  the  scene 
is  obviously  a physician’s  waiting  room. 

One  of  the  things  they  say  follows,  and  I 
quote  from  a recent  advertisement  of  I.C.I.  in 
the  December  20th  issue  of  Chemistry  and 
Industry: 
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"The  things  they  say" 

“You  know,  I don’t  think  doctors  ought 
to  prescribe  commercial  drugs  at  all.” 

“But  all  drugs  are  made  by  some  com- 
mercial firm  or  other.” 

“Yes,  but  they  aren’t  all  sold  under  fancy 
names  in  fancy  packages  ...  at  fancy  prices. 
Surely  it’s  wrong  to  make  a profit  out  of 
illness?” 

“But  if  the  pharmaceutical  manufac- 
turers didn’t  make  profits,  where  would 
they  get  the  4,000,000  pounds  they  spend 
every  year  on  doing  research  to  find  other 
drugs  that  are  very  badly  needed? 

“But  I thought  most  of  the  new  drugs  had 
been  discovered  by  doctors  working  in  the 
big  hospitals!” 

“Not  at  all.  Most  new  drugs  and  anes- 
thetics have  been  discovered  and  perfected 
by  the  pharmaceutical  industry  ...  in  other 
words,  by  the  very  people  who  make  them.” 
I am  sure  the  people  at  I.C.I.  were  con- 
strained to  tell  this  story  because  even  the 
people  in  allied  industries  sometimes  lack 
understanding  of  the  origin  and  role  of 
pharmaceuticals  and  pharmaceutical  manu- 
facturers in  serving  the  health  professions. 

Advertising  Volume  Criticized 
There  has  been  some  criticism  of  the  vol- 
ume of  advertising  which  is  one  way  or  an- 
other reaches  physicians.  It  is  true  that  there 
is  a considerable  quantity  of  this  advertising. 
But  this  is  highly  competitive  industry,  and 
in  all  such  industries  one  must  be  agressive  if 
one  is  to  survive.  Moreover,  all  advertising 
people  are  aware  that  the  secret  of  success  is 
repetition,  continuity  and  impact,  and  I might 
add  that  this  is  no  longer  a secret  except  to 
the  uninitiated  or  to  those  who  have  given 
the  subject  little  or  no  thought. 

The  criticism  has  been  made  that  medical 
advertising  is  flamboyant  and  makes  ex- 
travagent  claims.  In  preparing  the  material 
for  this  talk  I have  read  most  of  the  adver- 
tising in  many  of  the  current  journals,  and  I 
can  truthfully  say  that  it  is  both  informative 
and  accurate. 

In  pharmaceutical  advertising,  the  manu- 
facturer, or  more  specifically,  the  advertising 
copy  writer,  must  be  cognizant  of  and  abide 
by  a number  of  laws,  rules,  pressures,  and  in- 
fluences. Some  of  these  are  restrictive  in 
character,  tending  to  limit  in  various  degrees 
what  the  copy  writer  may  say.  Others  are 


expansive  in  character,  inviting  more  glow- 
ing and  persuasive  advertising.  We  can 
clearly  set  these  out  in  the  following  little 
diagram  in  which  the  center,  straight  line 
represents  the  pharmaceutical  advertising. 


RESTRICTIVE  PHARMACEUTICAL  EXPANSIVE 
ADVERTISING 


F.D.A. 

Responsibility  to 
mankind  to  relieve 
pain  and  suffering 

P.M.A. 

Code 

Advertising 

The  increasing 
amount  of  phar- 
maceutical adver- 
tising encourages  the 
unusual  for  greater 
impact 

Physicians  require 
factual  and  be- 
lievable advertising 

In  order  to  provide 
physicians  with  the 
information  they 
depend  upon,  it  must 
be  in  a readable, 
attractive  form 

There  are,  perhaps,  other  factors;  but  these 
are  probably  the  most  important  ones.  The 
copy  writer  is  like  a boy  walking  along  the 
railroad  tracks  balancing  himself  on  one  of 
the  rails.  The  line  between  the  restrictive 
and  expansive  factors  on  the  above  is  the 
copy  writer’s  rail.  If  the  boy  loses  his  bal- 
ance and  touches  his  foot  on  either  side  of 
the  rail,  then  he  has  not  accomplished  his  ob- 
jective; just  as  the  copy  writer,  who  becomes 
too  greatly  influenced  by  any  of  the  restric- 
tive or  expansive  factors,  will  not  accomplish 
his  goal.  However,  the  boy  uses  a certain 
amount  of  freedom  of  his  body  and  arms  to 
maintain  his  balance,  even  while  keeping  his 
feet  firmly  implanted  on  the  track;  also,  the 
copy  writer  must  be  allowed  a certain  amount 
of  “balancing”  leeway,  while  keeping  on  a 
firm  basis  of  proven  fact.  Just  as  the  boy 
could  not  walk  the  track  without  swaying  his 
body  and  arms,  the  copy  writer  would  be- 
come ineffective  without  this  narrow  margin 
of  movement. 

Recently  there  has  been  severe  criticism 
of  the  use  of  allegory  in  pharmaceutical  ad- 
vertising, and  perhaps  in  one  case  there  was 
some  justification  for  criticism. 

But,  the  copy  writers  in  this  audience  will, 
I am  sure,  agree  with  the  statement  that  al- 
legory is  a device  used  by  authors  to  make 
what  they  have  to  say  more  interesting.  It 
is  a veiled  presentation  in  a figurative  story, 
of  a meaning  metaphorically  implied  but  not 
expressly  stated.  As  you  know,  allegory  is 
prolonged  metaphor,  in  which  typically  a 
series  of  actions  are  symbolic  of  other  actions. 
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A good  example  is  Banyan’s  Pilgrims  Pro- 
gress. 

Responsibilily  to  Professions  and  Public 

I admit  the  foregoing  is  a somewhat  vague 
explanation  of  what  can  happen  when  it  be- 
comes popular,  as  it  now  is,  to  take  raps  at 
advertising  in  general,  and  pharmaceutical 
advertising  in  particular. 

This  is  happening  to  us  at  present  and  it 
has  caused  us  some  concern.  What  I wish  to 
point  out  is  that  we  are  not  story  writers  hop- 
ing to  get  deep  interest,  and  secretly  hoping 
to  develop  a plot  which  will  attract  the  at- 
tention of  Hollywood. 

For  the  most  part  we  do  the  job  of  inform- 
ing the  physician  well.  But  we  must  con- 
stantly keep  in  mind  that  we,  as  manufac- 
turers of  health  products,  have  a very  special 
responsibility  to  the  professions  and  to  the 
public. 

Now  for  some  ways  in  which  pharmaceu- 
tical advertising  contributes  to  the  health 
professions  and  thus  to  the  public  — 

1.  As  with  all  advertising,  the  advertiser 
cannot  hope  to  succeed  over  the  “long 
pull”  unless  his  product  has  some  dis- 
tinguishing features  or  points  of  super- 
iority such  as: 

a)  Unusual  effectiveness  or  mode  of 
action 

b)  Ease  of  administration 

c)  High  quality  and  uniformity 

d)  Economy 

Advertising,  because  of  its  cost,  usually 
forces  the  manufacturer  to  provide  one 
or  more,  and  frequently  all  of  the  above. 

2.  Pharmaceutical  advertising,  through 
repetition,  impact  and  continuity,  gives 
wide  publicity  to  the  proper  use  of  the 
product,  its  dosage  indications,  as  well  as 
contraindications.  This  is  educational 
effort,  as  well  as  promotional  effort,  and 
the  pharmaceutical  industry  has 
achieved  a high  degree  of  accuracy  in  its 
advertising  and  educational  efforts. 

3.  The  information  contained  in  the  adver- 
tising enables  the  professional  person  to 


select  a brand  which  he  may  learn  to 
know  and  depend  on  constantly.  Pa- 
tients today  expect  the  doctor,  dentist  or 
pharmacist  to  inform  himself  in  such  a 
way  that  he  can  prescribe  or  recommend 
the  best  product  for  the  purpose  in- 
tended. These  professional  people  have 
a unique  responsibility  in  their  field,  be- 
cause they  must  decide  for  the  patient 
as  well  as  for  themselves. 

4.  Pharmaceutical  advertising  enables  the 
manufacturer  to  establish  superiority  of 
his  brand,  and  to  take  pride  in  develop- 
ing a specialty  through  constant  and  con- 
structive research  in  product  improve- 
ment from  which  the  user  benefits.  Such 
work  requires  time,  patience  and  money, 
and  would  not  be  economically  feasible 
without  the  psychological,  moral  and  fi- 
nancial incentive,  which  is  one  of  the 
rewards. 

5.  Finally,  the  advertised  specialty  must 
stand  on  its  own  merit.  It  cannot  com- 
pete with  the  fly  by  night,  the  fringe 
operator  or  the  producer  who  is  in  bus- 
iness for  a quick  profit. 

Pharmaceutical  advertisers  are  entitled  to 
tell  their  stories  in  an  interesting  way,  and  in 
so  doing  they  must  first  attract  attention  to 
the  story  they  have  to  tell. 

As  Confucius  might  have  said,  “He  who 
would  make  a speech  must  first  corner  ear- 
drum.” 

While  the  advertising  people  of  our  in- 
dustry have  made  outstanding  progress  in 
creating  promotional  and  educational  ma- 
terial . . . superior,  is  my  opinion,  to  any  in- 
dustry, our  efforts  in  this  direction  must  be 
unending. 

We  must  remember  and  we  must  train  our 
successors  to  the  realization  that  our  indus- 
try did  not  spring  from  a philosophy  of 
mediocrity.  The  scientific  and  industrial  ad- 
vances of  the  industry  in  recent  years  have 
not  been  brought  about  by  men  striving  to  be 
common  but,  rather,  by  men  striving  to  dis- 
tinguish themselves. 
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Fellow  Pharmacists: 

Public  Relations  and  Pharmacy  — Retail  Pharmacy  is  particularly  vulnerable  to  public 
opinion.  In  no  other  field  of  business  is  there  such  a need  for  concentrated  public  relations  on  a 
local  level. 

Public  Relations  is  simply  the  art  of  making  friends  in  your  community  for  your  phar- 
macy. Public  Relations  is  the  reputation  your  establishment  enjoys  in  the  community.  Don’t  be 
afraid  of  the  phrase  “Public  Relations,”  it’s  just  a high-toned  way  of  saying,  “Be  Friendly.” 
A wide  smile  is  still  the  best  instrument  of  public  relations  ever  invented. 

Along  with  this  line  of  thinking,  I would  like  to  put  in  another  plug  for  the  Public  Educa- 
tion Division  of  the  NARD  for  their  efforts  in  telling  the  story  of  Pharmacy  to  the  public.  The 
NARD  has  a good  start  on  their  program,  hope  you  have  seen  some  of  it.  Here  is  one  sugges- 
tion, they  recommend,  as  an  example  of  what  can  be  done  at  the  local  level  in  every  city  or 
town.  Get  yourself  or  a pharmacist  in  your  city  placed  on  the  program  at  a Lions,  Rotary, 
PTA,  Kiwanis  or  Chamber  of  Commerce  meeting  to  give  them  a good  story  about  retail 
Pharmacy.  If  you  don’t  have  time  to  write  a speech  or  think  you  don’t  know  how,  the  NARD 
has  speeches  on  many  topics  you  can  use  and  they  will  send  them  to  you,  just  for  the  asking. 
Send  your  inquiries  to:  National  Association  of  Retail  Druggists,  Public  Education  Division, 
401  WCCO  Building,  Minneapolis  2,  Minnesota.  Do  your  share  for  the  profession  of  Pharmacy. 

Sincerely, 

VERE  A.  LARSEN 
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Advances  In 
Drug  Research 


ADVANCES  IN  DIABETES  THERAPY 

Until  a generation  ago,  a diagnosis  of  full- 
fledged  diabetes  had  but  one  somber  mean- 
ing: death  within  5 to  10  years  if  not  sooner. 
The  future  of  the  diabetic  was  as  grim  and 
immutable  as  that  — when  a telltale  sweet- 
ness of  the  urine  warned  of  a mysterious 
body-wasting  process  which  ran  its  inevitable 
course  and  reduced  its  victims  to  bags  of 
bones. 

Almost  overnight,  a gift  of  extended  life 
and  nearly  normal  existence  came  out  of  a 
workworn  and  rather  grubby  laboratory 
which  you  can  see  today  at  the  University  of 
Toronto.  A small  bronze  plaque  identifies 
the  room  as  the  birthplace,  indeed  the  shrine, 
of  insulin.  There,  Dr.  Frederick  G.  Banting,  a 
young  orthopedic  surgeon,  and  Dr.  Charles  H. 
Best,  a second-year  medical  student,  obtained 
the  first  precious  drops  of  insulin  from  the 
degenerated  pancreas  gland  of  a dog  in  May, 
1921.  By  1922,  the  brilliant  “insulin  era”  was 
under  way  in  medical  practice,  bestowing  its 
gift  of  life  on  thousands  of  previously  “hope- 
less”diabetics. 

Today,  37  years  later,  the  mode  of  action  of 
insulin  is  not  fully  understood  and  the 
ultimate  cause  of  diabetes  remains  unknown. 

For  all  its  magic  — and  the  primacy  of  in- 
sulin and  diet  in  treatment  of  diabetes  is  un- 
questioned — insulin  has  its  drawbacks.  It 
does  not  cure  diabetes,  but  neither  does  any- 
thing else.  Its  stubborn  digestibility  has  frus- 
trated every  attempt  to  prepare  oral  forms 
which  the  patient  could  simply  swallow,  and 
the  need  for  painful  injection  is  a thorn  in 
the  flesh.  More  important,  some  patients  may 


“escape”  from  insulin  control,  some  cannot 
be  controlled  by  any  type  of  insulin  regime, 
some  need  multiple  daily  injections.  There 
are  instances  of  insulin  allergy  or  intolerance 
and  nodule  formation  from  injections.  Since 
insulin  does  not  restore  carbohydrate  meta- 
bolism to  normal,  it  does  not  free  the  patient 
to  pursue  his  whims  of  diet  and  indulgence. 

Despite  rigid  observance  of  dosage  and  diet, 
erratic  ups-and-downs  of  response  are 
troublesome  and  dangerous  in  some  types  of 
diabetes.  Often  with  ease,  but  sometimes  pre- 
cariously, the  patient  walks  a metabolic  tight- 
rope for  a lifetime.  On  the  one  side  is  the 
abyss  of  hyperglycemia,  acidosis,  toxins  in 
the  blood,  diabetic  coma.  On  the  other  is  hy- 
poglycemia, too  little  blood  sugar,  insulin  re- 
action, leading  to  mental  confusion,  convul- 
sions or  loss  of  consciousness.  As  occasional 
diabetic  in  this  state  has,  tragically,  been 
hauled  to  the  pokey  to  sleep  off  “public 
drunkenness.”  Most  patients  learn  to  carry 
candy  or  some  rich  source  of  sugar  for  quick 
use  in  hypoglycemic  emergency. 

A vast  amount  of  medical  research,  sharp- 
ened by  marvelously  sensitive  new  tools  and 
techniques,  is  beginning  to  give  new  insights 
into  the  mysterious  mechanisms  of  diabetes — 
the  biochemical  nature  of  the  lesions,  the  role 
of  endocrines  and  enzymes,  the  uses  of  phar- 
macological agents  which  can  modify  body 
chemistry  for  the  better.  Few  investigative 
areas  could  yield  higher  rewards,  for  of  dia- 
betes it  may  be  said  that  there,  but  for  the 
grace  of  God,  go  we;  and  there  indeed  many 
of  us  will  go  as  the  years  advance. 
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The  Experimenlal  Era 

The  “insulin  era”  is  still  magnificently  with 
us  and  probably  always  will  be,  at  least  until 
the  elusive  causes  of  diabetes  are  uncovered, 
but  it  has  effected  a remarkable  therapeutic 
merger  with  what  has  been  called  “the  ex- 
perimental era”  by  Dr.  Elliott  P.  Joslin,  “Dean 
of  Diabetes”  and  chief  of  the  famed  Joslin 
Clinic  in  Boston,  Mass. 

The  first  practical  gains  of  the  new  era  have 
been  chemical  compounds  which  the  public 
tends  to  call  “diabetes  pills,”  or  to  think  of 
as  insulin  equivalents  which  can  be  swal- 
lowed instead  of  injected.  Actually,  the  new 
drugs  are  oral  hypoglycemic  agents  — that 
is,  compounds  which,  taken  by  mouth  in  tab- 
let form,  reduce  the  abnormally  high  blood 
sugar  levels  of  diabetics.  They  are  not  insulin 
substitutes  and  do  not  act  like  insulin.  All 
that  is  claimed  for  them  is  that  they  are  po- 
tent aids  in  stabilizing  the  blood  sugar  levels, 
but  that,  of  course,  is  the  very  heart  of  the 
diabetic  problem. 

The  first  oral  compounds  to  gain  wide  use 
in  this  country  were  sulfonylurea  drugs,  re- 
motely related  to  sulfa  drugs  but  without 
antibacterial  action.  In  1942  a French  phys- 
ician noted  striking  blood-sugar  lowering 
effects  of  a sulfa  drug  given  to  a patient  with 
typhoid  fever,  and  Dr.  Auguste  L.  Loubatieres 
of  Montpelier  picked  up  the  clue  and  began 
pioneering  research  into  mechanisms  by  which 
a sulfa  compound  might  lower  blood  sugar. 
Again,  in  1952,  a chance  observation  by  Dr. 
J.  Fuchs,  a young  resident  in  a Berlin  hos- 
pital, that  a sulfa  drug  being  tested  for  anti- 
bacterial action  reduced  blood  sugar,  led  to 
clinical  trials  of  carbutamide  (BZ-55).  Car- 
butamide  proved  to  be  a potent  hypo- 
glycemic agent,  and  it  was  tested  on  some 
10,000  patients  in  the  U.  S.  before  it  was 
abandoned  because  of  severe  toxic  effects, 
such  as  liver  damage,  in  a small  percentage 
of  diabetics.  In  foreign  countries,  however, 
carbutamide  continues  to  be  used  with  rela- 
tively few  indications  of  toxicity. 

Tolbutamide  (Orinase)  was  discovered  acci- 
dentally by  a German  firm  which  was  look- 
ing for  an  antibacterial  drug.  Tolbutamide  is 
remarkably  free  of  any  serious  toxicity  and 
it  has  been  used  by  upward  of  300,000  Amer- 
ican diabetics.  Chlorpropamide  (Diabinese) 
has  more  recently  come  into  clinical  use.  Like 
tolbutamide,  it  is  a sulfonylurea  compound. 


In  general,  the  sulfonylureas  have  similar 
indications  and  limitations,  with  differences 
of  potency  and  duration  of  action.  It  is  uni- 
versally agreed  that  they  are  useful  only  if 
the  patient  has  a functioning  pancreas  — that 
is,  he  must  produce  at  least  a little  insulin 
of  his  own.  Theoretically,  these  compounds 
stimulate  the  beta-cells  of  the  pancreas  to 
release  natural  insulin,  or  possibly  enhance 
liver  storage  of  glycogen,  or  inhibit  that  ac- 
tion of  an  enzyme  (insulinase)  that  breaks 
down  insulin. 

The  sulfonylureas  appear  most  useful  for, 
if  not  limited  to,  mild  diabetics  whose  disease 
sets  in  after  age  40,  obese  diabetics,  adult  dia- 
betics, and  diabetics  who  need  relatively  low 
doses  of  insulin,  on  the  order  of  30  units  a 
day.  Many  of  these  are  excellently  controlled 
by  oral  agents  alone  and  released  from  slav- 
ery to  the  needle.  Others  may  reduce  their 
units  of  insulin  in  conjection  with  oral  drugs. 

An  estimated  70  per  cent  of  the  diabetic 
population  are  presumed  to  be  responsive  to 
sulfonylurea  agents  with  adequately  low 
blood  sugar.  But,  as  Dr.  Leo  P.  Krall  of  the 
Joslin  Clinic  has  pointed  out,  many  reported 
series  exclude  the  “problem”  diabetics  — 
juvenile,  severe,  unstable  cases  — and  a more 
realistic  estimate  would  be  that  25  to  50  per 
cent  of  diabetics  in  general  are  benefited  by 
a sulfonylureas. 

For  “oral  untouchables,”  in  addition  to 
mild  diabetics  who  almost  always  respond,  a 
newly  available  oral  agent  marks  a break- 
through and  notable  extension  of  the  spec- 
trum of  diabetic  regulation.  The  compound, 
DBI,  is  technically  a biguanide  (phenetylfor- 
mamidinyliminourea;  generically  phenfor- 
min).  It  is  totally  unrelated  to  the  sulfony- 
lureas, has  different  paths  of  action,  and 
lowers  blood  sugar  even  in  the  absence  of  a 
functioning  pancreas  and  endogenous  insulin. 
It  is  the  only  oral  hypoglycemic  which  is  ef- 
fective in  every  type  of  diabetes,  though  not 
in  every  individual  patient.  And  it  gives  a 
“second  chance”  of  convenient  oral  treatment 
to  many  diabetics  who  do  not  respond  to 
other  oral  drugs  or  who  are  “secondary  fail- 
ures” to  such  drugs  after  an  initial  period  of 
successful  treatment. 

Dr.  Julius  Pomeranze  of  the  Bird  S.  Coler 
Memorial  Home  and  Hospital,  who  conducted 
the  first  clinical  investigations  of  DBI,  con- 
cludes that:  “It  is  evident  that  DBI  is  an 
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effective  hypoglycemic  agent  in  all  types  of 
diabetic  patients.  Its  usefulness  therefore  is 
not  limited  to  any  particular  class  of  dia- 
betics.” Dr.  Joslin,  summarizing  the  results 
of  extended  DBI  studies  by  his  clinic  col- 
leagues, states:  “This  (blood-sugar  lowering) 
ellect  was  not  limited  to  mild,  middle-aged 
diabetics,  but  occurred  in  every  age  including 
children.  The  drug  replaced  or  reduced  the 
requirement  for  insulin  by  more  than  50  per 
cent  on  a constant  diet.” 

An  Augmented  Armamentarium 

The  broad  diabetic  spectrum  of  the  new 
oral  hypoglycemic  agent,  DBI,  gives  it  unique 
value  in  situations  where  other  oral  drugs, 
and  sometimes  insulin  itself,  have  failed. 
Like  the  other  oral  drugs,  which  it  in  no  way 
resembles  chemically  it  can  make  hypodermic 
injections  unnecessary  for  many  mild  dia- 
betics, but  its  major  claim  to  the  physician’s 
attention  probably  rests  in  its  versatility  as  a 
valuable  adjunct  in  management  of  all  types 
of  diabetes.  As  with  all  potent  drugs,  dosage 
adjustment  and  decisions  of  individual  need 
or  not-need  are  in  the  physician’s  hands. 

Clinical  investigations  of  DBI,  under  way 
for  several  years,  include  some  3,000  patients 
and  upward  of  200  separate  clinical  projects, 
in  addition  to  exhaustive  toxicology  and  bio- 
chemical studies  which  precede  the  medical 
introduction  of  a new  compound.  DBI  has 
shown  no  evidence  of  toxicity,  no  liver,  kid- 
ney or  blood  disturbance.  With  higher  dos- 
ages, gastrointestinal  side  effects  of  nausea, 
vomiting  or  loss  of  appetite  are  relatively 
high,  but  these  are  reversible  and  disappear 
promptly  when  the  dose  is  adjusted  or  inter- 
rupted. Pomeranze  reports  that  an  unpleas- 
ant metallic  or  bitter  taste  in  the  mouth  may 
forewarn  of  unpleasant  side  effects  “and  may 
serve  as  a useful  dose  regulator  and  perhaps 
a safety  device.” 

DBI  produces  little  change  in  the  blood 
sugar  of  non-diabetics,  suggesting  that  it  in- 
fluences the  unknown  metabolic  defect  which 
leads  to  hyperglycemia  in  diabetes.  Its  paths 
of  action  are  not  fully  established,  but  it  ap- 
pears to  stimulate  peripheral  utilization  of 
glucose  — uptake  by  muscle  tissue  of  carbo- 
hydrate and  intermediate  fuels,  a mechanism 
which  may  be  considered  physiologic.  The 
great  importance  of  adjusting  dosage  to  the 


individual  patient,  beginning  with  low  doses 
graduated  upward,  is  stressed  by  all  investi- 
gators. 

Missed  Clues  In  The  Past 

Oral  drugs  are  the  most  striking  advance 
in  the  management  of  diabetes  since  the  dis- 
covery of  insulin  38  years  ago.  Their  best 
uses,  potentialities,  combinations,  the  pro- 
found insights  they  may  give  into  the  clouded 
mechanisms  of  diabetes,  can  merely  be  sug- 
gested by  meager  extracts  from  the  vast 
literature  that  has  accumulated  around  them 
in  recent  years.  It  is  clear  to  researchers,  if 
not  to  patients,  that  an  enormous  amount  of 
work  remains  to  be  done  and  that  many  oral 
agents  of  different  specific  actions  will  prob- 
ably emerge.  But  as  of  now,  the  present 
agents  are  the  culmination  of  a search  that 
began  long  before  the  isolation  of  insulin  and 
has  a fascinating  history  of  failures  and  near 
successes. 

In  a review  of  oral  hypoglycemic  agents  of 
past  and  present  in  the  A.M.A.  Archives  of 
Internal  Medicine,  Dr.  Martin  G.  Goldner 
stresses  that  chance  observations  which  led  to 
the  sulfonylureas  came  at  a time  when  med- 
ical men  were  more  disposed  to  investigate 
than  to  scoff.  The  entire  concept  of  diabetes 
had  changed.  The  old  concept  that  the  disease 
was  purely  a defect  of  islet-cells  of  the  pan- 
creas could  not  survive  disparate  certainties 
that  other  factors,  unknown  and  tantalizing, 
were  involved.  And  precision  tools  and 
knowledge  were  at  hand  to  pursue  subtle 
clues,  such  as  the  fact  that  insulin  itself  is  rich 
in  sulfur. 

Aspirin  has  long  been  known  to  have  blood- 
sugar  lowering  properties  and  it  was  used 
quite  extensively  in  management  of  diabetes 
before  insulin.  Diabetic  patients  taking  large 
doses  of  aspirin  for  rheumatic  fever  were 
found  to  need  much  less  insulin.  Dr.  J.  Reid 
and  his  colleagues  recently  reported  in  the 
British  Medical  Journal  that  large  doses  of 
aspirin  fully  abolished  symptoms  in  uncom- 
plicated diabetes.  But  the  relatively  low 
sugar-reducing  properties  of  aspirin  require 
such  large  doses,  with  disturbing  side  effects, 
that  it  is  hardly  likely  to  compete  with  the 
much  better  oral  hypoglycemics  now  avail- 
able. 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


Nobody  has  to  tell  you 
why  you  want  peace.  You 
see  it  in  your  child’s  eyes 
and  hear  it  in  her  laughter. 

But  simply  wanting 
peace  won’t  keep  it.  You 
need  to  back  your  want- 
ing with  money.  Peace 
costs  money. 

Money  for  strength  to 
keep  the  peace.  Money 
for  science  and  education 
to  help  make  peace  last- 
ing. And  money  saved  by 
individuals  to  help  keep 
our  economy  strong. 

Your  Savings  Bonds, 
as  a direct  investment  in 
your  country,  make  you 
a Partner  in  strengthen- 
ing  America’s  Peace 
Power. 

Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace. 

Think  it  over.  Are  you 
buying  as  many  as  you 
might? 


HELP  STRENGTHEN  AMERICA'S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 


5 1-2  X 8 in.  100  Screen  SBD-GM-S9-7 
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FUTURE  PHARMACISTS  TOUR  UPJOHN  PLANT 

Junior  and  Senior  pharmacy  students  shown  gathered  in  front  of 
the  manufacturing  plant  of  the  Upjohn  Pharmaceutical  Company. 


PHARMACY  WIVES 
ORGANIZE 

Wives  of  pharmacy  stu- 
dents on  the  campus  of  South 
Dakota  State  College  re- 
cently organized  a club.  It  is 
anticipated  that  the  group 
will  affiliate  with  the  na- 
tional organization. 

Officers  are:  Mrs.  Michael 
Jorgenson,  President;  Mrs. 
Owen  Pool,  Vice-president; 
Mrs.  Jack  Jelen,  Secretary; 
and  Mrs.  Kenneth  Raak, 
Treasurer.  Mrs.  John  Ulstad 


is  Program  Chairman.  Spon- 
sors of  the  new  club  are  Mrs. 
Harold  Bailey  and  Mrs.  Gary 
Omodt  — wives  of  State  Col- 
lege pharmacy  faculty  mem- 
bers. 

Primary  objective  of  the 
State  College  group  are  sim- 
ilar to  those  of  the  national 
affiliates.  Objectives  include 
promotion  of  friendliness 
among  pharmacist  wives  and 
families,  and  aid  to  their  hus- 
bands in  their  scholastic  and 
professional  careers. 


r 


STUDENTS  RAISE 

SCHOLARSHIP  FUND 

The  Student  Branch  of 
the  American  Pharmaceu- 
tical Association  at  South  Da- 
kota State  College  recently 
showed  that  teamwork  and 
ambition  can  work  for  the 
good  of  all.  Noting  that 
Pharmacy  Scholarship  funds 
were  at  a low  ebb  they  held 
a pancake  supper,  April  8,  to 
raise  money  for  scholarships. 

Bob  Lazarus,  pharmacy 
senior,  was  chairman  of  the 
event. 

Students,  faculty  and  wives 
all  turned  out  to  give  a help- 
ing hand  with  the  work.  Al- 
though exact  figures  are  not 
yet  available,  it  is  estimated 
that  about  $500  will  be  added 
to  the  scholarship  fund. 


STUDENTS  SPONSOR 
HEART  FUND  DRIVE 
Approximately  100  stu- 
dents and  faculty  of  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College  con- 
ducted the  annual  Heart 
Fund  Drive  for  the  Brook- 
ings area,  Sunday,  February 
22,  1959. 
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CONTROL 

Vertigo,  dizziness... 


with  Dramamine-D"’ 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 

“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo — whether  of  organic  or  functional  origin — tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramamine® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 


SEA RLE 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  6.E.  way 


Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices, 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 


^tgress  k Our  Most-  /mporfant  Prodost 

GENERAL^  ELECTRIC 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 

today’s  lowest-priced  quality  solutions. 

Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer -neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 


DIRECT  FACTORY  BRANCHES 


RESIDENT  REPRESENTATIVE 


MINNEAPOLIS 

808  Nicollett  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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In  the  Treatment  of  Rheumatic  Disorders 
Greater  stability  of  maintenance  dosage 
minimizes  risks  of  hormonal  imbalance 

In  Sterazolidin,  the  anti-inflammatory  actions  of  prednisone  and  Butazolidin* 
are  combined  to  permit  lower  effective  dosage  of  each.  Clinical  experience 
has  indicated  that  patients  can  be  well  maintained  on  this  combination  over 
prolonged  periods  with  relatively  low,  stable  dosage  levels  of  each  component, 
thus  minimizing  the  problems  arising  from  excessively  high  doses  of  corti- 
costeroids. Other  side  effects  have  also  been  gratifyingly  few.  Antacid  and 
spasmolytic  components  are  contained  in  Sterazolidin  capsules  for  the  benefit 
of  patients  with  gastric  sensitivity. 

Sterazolidin®:  Each  capsule  contains  prednisone  1.25  mg.;  phenylbutazone 
50  mg.;  dried  aluminum  hydroxide  gel  100  mg.;  magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Detailed  information  available  on  request. 

*Ge!gy’s  trademark  for  phenylbutazone— Reg.  U.  S.  Pat.  Off. 
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SPONTIN  IN  SERIOUS 


A Special  Report  from  Abbott 
to  the  Medical  Profession 
on  a Year’s  Clinical  Experience 
with  S PONT  IN® 

(Ristocetin,  Abbott) 


In  a Spanish  province,  a patient  lay  dying  of 
endocarditis.  A short  wave  radio  appeal  for 
Spontin  was  intercepted  by  a Baltimore  physi- 
cian. The  antibiotic  was  immediately  flown  to 
this  faraway  land,  and  10  days  later— the  patient 
had  recovered. 

In  Chicago,  a moribund  patient  had  been 
administered  18  combinations  of  10  different 
antibiotics  without  success.  Involved  was  a hos- 
pital-acquired staphylococcal  pneumonia  — plus 
complications.  Spontin  was  substituted  and  the 
patient  lived. 

A five-week-old  infant  was  critically  ill  with 
staphylococcal  enteritis.  Treatment  failures  in- 
cluded erythromycin  and  chloramphenicol.  Three 
days  of  Spontin  saved  this  life.  The  list  is  long 
and  impressive  and  it  grows  daily. 

Recently,  a study^  was  made  of  serious  and 
resistant  staphylococcal  infections  reported  to 
Abbott  Laboratories.  Many  of  these  cases  had 
serious  complicating  diseases— many  were  mori- 
bund, or  almost  so,  at  the  time  Spontin  was 
started.  Yet,  out  of  the  160  staphylococcal  cases 
studied,  93  were  reported  cured  and  38  improved 
after  the  administration  of  Spontin. 

Out  of  the  total  of  251  patients  with  severe 
infections  caused  by  gram-positive  or  mixed  or- 
ganisms, 149  were  reported  cured  and  53  others 
improved.  And  the  record  for  pediatric  practice 
was  every  bit  as  good. 

Additionally,  Spontin  continues  to  exhibit  ex- 
ceptional bactericidal  activity  against  coccal  in- 
fections^. And,  according  to  another  study, 
Spontin  provides  successful  short-term  therapy 
in  endocarditis^. 


Only  last  October,  at  the  Antibiotics  Sym- 
posium in  Washington,  D.  C.,  a panel  of  six 
leading  antibiotic  experts  placed  Spontin 
at  the  top  of  all  other  commercially-available 
antibiotics  for  treating  serious  staphylococcal 
infections.  Also,  six  papers— all  dealing  with  the 
effectiveness  of  ristocetin  (Spontin®)  in  treating 
staphylococcal  infections— were  presented  at  the 
Symposium. 

One  of  the  most  encouraging  aspects  of  the 
year’s  literature  on  Spontin  is  the  increasing 
testimony  to  its  safety.  As  the  months  have 
passed  and  cases  have  accumulated  by  the  hun- 
dreds, it  has  become  apparent  that  careful  atten- 
tion to  dosage  recommendations  has  practically 
eliminated  toxicity  and  side  effects  as  serious 
obstacles  to  therapy.  Also,  recent  improvements 
have  been  made  in  the  manufacture  of  Spontin; 
the  drug  is  now  made  from  pure  crystals. 

A recent  report^  in  the  Journal  of  the  Ameri- 
can Medical  Association  concluded,  “It  is  our 
opinion  that,  if  proper  precautions  are  observed, 
ristocetin  is  a [well  tolerated]  and  potent  agent 
to  employ  in  the  treatment  of  staphylococcal 
infections.”  And  in  another  study,  after  success- 
fully treating  28  patients  with  a variety  of 
staphylococcal  infections,  the  authors  reported®, 
“No  serious  complications  were  noted.” 

Few  more  dramatic  records  have  been  written 
in  such  a short  space  of  time.  Spontin  has  proved 
itself  to  be  a good  answer,  perhaps  the  best 
answer  at  present,  to  the  resistant  staphylococcal 
problem  — and  of  real  value  in  other  serious 
coccal  infections.  It  may  well  be  your  answer 
when  you’re  confronted  r\  0 0 

with  a serious  infection.  VjUjUT3tt 
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STAPHYLOCOCCAL  INFECTIONS 


Excerpts  from 
Reports  Read  at  the 
Antibiotics  Symposium 

Spontin  In  Treating  Severe  Respiratory  Infections 

—“In  13  of  20  patients  the  results  were  excellent, 
with  clinical  response  being  evident  within  one  to 
four  days  after  institution  of  therapy.  In  three  addi- 
tional patients,  there  was  some  degree  of  improve- 
ment in  pneumonic  processes  superimposed  on 
tuberculosis  in  two  cases  and  on  pulmonary  neo- 
plasm in  one.  In  all  other  cases,  serious  antecedent 
pathology  undoubtedly  influenced  the  negative  or 
equivocal  response  to  ristocetin  therapy.®” 

Spontin  In  Treating  Staphylococcal  Infections— After 
successfully  treating  28  patients,  the  authors  wrote, 
“Ristocetin  or  Spontin  has  proved  to  be  bactericidal 
and  bacteriostatic,  particularly  for  the  Staphylo- 
coccus aureus,  which  is  often  resistant  to  many 
other  antibiotics.®” 

Spontin  In  Treating  Seven  Difficult  Cases  — “Risto- 
cetin has  produced  excellent  results  in  eradicating, 
mitigating  or  preventing  infection  in  seven  selected 
difficult  cases.  Six  of  the  seven  cases  involved 
Staphylococcus  aureus  which  did  not  respond  to 
chemotherapy  with  other  antibiotics.'^” 

Spontin  Blood  Levels  In  Children  — “Ristocetin  was 
administered  as  a single  intravenous  injection  of 
12.5  milligrams  per  kilogram.  This  resulted  in 
serum  levels  ranging  from  1.3  to  10.6  meg.  after 
two  hours  with  a gradual  fall  to  a level  of  0.7  meg. 
per  cubic  centimeter  or  less  after  12  hours.®” 


Spontin  In  Treating  Staphylococcal  Pneumonia 

—“Ristocetin  was  used  in  the  treatment  of  24  pa- 
tients with  staphylococcal  pneumonia,  17  of  whom 
had  failed  to  respond  to  previously  administered 
antibiotics.  Complete  clearing  of  pneumonitis  was 
obtained  in  16  patients  and  significant  improvement 
occurred  in  two  others.  Two  patients  died  of  pneu- 
monia; four  others  succumbed  to  other  lethal  dis- 
eases.®” 

Spontin  In  Treating  Children  and  Adults  — “Risto- 
cetin completely  controlled  severe  staphylococcal 
infections  in  1 1 adults  and  six  children  who  received 
adequate  therapy.^®” 

1.  Totals  represent  published  reports  and  personal  communica- 
tions to  Abbott  Laboratories. 

2.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15,  16,  17,  1958. 

3.  Romansky,  M.  J.,  and  Holmes,  R.,  Successful  Short-Term 
Therapy  of  Enterococcal  and  Staphylococcal  Endocarditis 
with  Ristocetin— Seven  Patients.  Preliminary  Report,  Anti- 
biotics Annual,  1957-58,  p.  187. 

4.  J.  A.  M.  A.,  167:1584,  July  26,  1958. 

5.  Bush,  L.  F.,  et  ah.  The  Use  of  Ristocetin  (Spontin)  in  Staph- 
ylococcal Infections,  In  Press,  Antibiotics  Annual,  1958-59. 

6.  Billow,  F.  J.,  et  ah.  Clinical  Observations  on  Ristocetin— A 
Preliminary  Report  on  its  Efficacy  and  Toxicity  in  20  Un- 
selected Severe  Respiratory  Infections,  In  Press,  Antibiotics 
Annual,  1958-59. 

7.  Miller,  J.  M.,  et  ah.  Ristocetin  in  the  Treatment  of  Seven 
Selected  Difficult  Cases,  In  Press,  Antibiotics  Annual,  1958-59. 

8.  Asay,  L.  D.,  et  ah.  Ristocetin  Serum  Levels  in  Children,  In 
Press,  Antibiotics  Annual,  1958-59. 

9.  Schumacher,  L.  R.,  et  ah.  Experiences  with  Ristocetin  in 
Staphylococcal  Pneumonia:  Observations  in  23  Cases,  In 
Press,  Antibiotics  Annual,  1958-59. 

10.  Terry,  R.  B.,  Ristocetin  in  Children  and  Adults,  In  Press, 
Antibiotics  Annual,  1958-59. 
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The  Story  of  Kent 


How  Lorillard  research  produced 
a cigarette  with  less  tars  and  nicotine 
than  any  other  leading  filter  brand 


A major  research  foun- 
dation, under  Lorillard 
sponsorship,  determined 
that  the  average  puff  of 
cigarette  smoke  con- 
tained over  12  billion 
semi-solid  particles.  Fur- 
ther research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to 
1 micron  in  diameter, 
average  0.6  micron. 

Ordinary  filter  fibers  are  so  large  that 
they  create  spaces  through  which  the 
small  semi-solid  smoke  particle  can  easily 
pass.  However,  in  the  superior  Kent 
filter,  the  fibers  are  mechanically  manip- 
ulated in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 


smoke.  This  is  the 
“micronite”  Filter. 

The  Kent  filter  is  com- 
posed of  pure  cellulose 
acetate,  which  is  common 
to  the  filters  used  in  all 
leading  brands.  However, 
the  physical  construction 
of  the  Kent  filter  is  the 
exclusive  development  of 
Lorillard  research,  and  is 
different  from  and  supe- 
rior to  all  the  rest. 

Thus,  Lorillard  research  created  a filter 
of  ideal  purity,  with  extraordinary  ability 
to  eliminate  smoke  particles... and  at  the 
same  time,  a cigarette  of  such  fine  taste 
that  during  the  past  twelve  months  more 
smokers  changed  to  Kent  than  to  any 
other  cigarette  in  America. 


Of  all  leading  filter  cigarettes 

KENT  FILTERS  BEST 

You  get  less  tars  and  nicotine  in  the  smoke  of  Kent 
than  in  any  other  leading  filter  cigarette  in  America 


If  you  would  like  for  your  own  use  the 
booklet,  "The  Story  of  Kent,”  write  to; 


P.  Lorillard  Company,  Research  Department 
200  East  42nd  St.,  N.Y.  17,  N.Y. 


S.D.J.O.M.  APRIL  1959  - ADV. 


39 


ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 ;100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  of  lidocaine*) 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  G,  Mass.,  U.S.A. 
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Ravaging 

Windstorms 


have  ’blown  all  during  the 
50-year-long  history  of  our 
company,  and  have  been  the 
cause  of  widespread  destruc- 
tion and  property  loss  — 
particularly  in  recent  years. 
For  Druggist  Mutual  policy- 
holders such  loss  is  minim- 
imized  through  quick  ad- 
justment and  prompt  pay- 
ment. This  is  a reputation 
we  have  enjoyed  through- 
out our  half  century  of  serv- 
ice to  druggists  and  pro- 
fessional men. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


All 


COME  FIOM 


PHtSICIANS 

SURGEONS 

OENltSTS 


All 


60  TO 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 

Book  Sent  to  you  FREE  upon  request. 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  © 


KYNEX 

Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  /-gCTTN 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  


. . . and  one  to  grow  on 


“m 


MERCK  SHARP  & DOHME 

* ^ DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 

REOISOU  IS  A TRADEMARK  OF  MERCK  A CO.,  INC. 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDISOL  is  crystalline  vitamin  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


REDISOL* 

cyanocobalamin,  Crystalline  Vitamin  B12 
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ANKLE  < 

SPRAINED  ^ 
or 

SINUS 

INFLAMED?  < 


VARIDA 

STREPTOKINASE-STRfPTODORNASE 


[ ACCELERATE  THE 
^ RECOVERY 
; PROCESS  WITH 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 


Pearl  River,  New  York 


THE  MONTH  IN  WASHINGTON 

If  every  member  of  Congress  had  his  way, 
there  would  be  anywhere  from  10  to  15  in- 
stitutes at  the  National  Institutes  of  Health 
in  Bethesda.  The  total  now  stands  at  seven, 
and  there  is  a good  possibility  that  an  eighth 
will  be  in  operation  this  year  or  next. 

Fifty-eight  Senators  of  both  parties  joined 
in  sponsoring  a resolution  that  would  do  three 
things:  (1)  establish  a National  Institute  for 
International  Medical  Research,  (2)  create  a 
National  Advisory  Council  for  International 
Medical  Research,  and  (3)  authorize  $50  mil- 
lion annually  for  international  research  pro- 
grams. Senator  Lister  Hill  (D.,  Ala.)  a leader 
in  health  legislation  and  health  welfare  ap- 
propriations, has  taken  the  lead  in  pushing 
this  bill. 

Four  days  of  hearings  brought  almost 
unanimous  support  of  the  resolution,  only 
two  witnesses  complaining  it  did  not  go  far 
enough.  The  administration  asked  for  three 
postponements  to  testify.  This  gave  rise  to 
speculation  that  it  either  may  object  on 
budgetary  grounds  or  dissatisfaction  over 
location  of  the  institute. 

Dr.  Gunnar  Gundersen,  American  Medical 
Association  president,  pledged  full  support 
and  assistance  of  the  AMA  for  the  project.” 
“.  . . we  believe  that  the  promotion  of  inter- 
national health  through  research  is  one  of 
the  best  means  of  promoting  international  co- 
operation and  understanding.”  He  noted  “a 
growing  recognition  that  medicine,  with  its 
resources  and  influence  fully  mobilized,  can 
perhaps  do  more  for  world  peace  than  the  bil- 
lions of  dollars  being  poured  into  arm- 
aments.” 

The  AMA  President  made  several  sugges- 
tions for  the  committee’s  consideration;  in- 
cluding (1)  that  the  World  Medical  Associa- 
tion be  included  among  the  international 
groups  to  be  cooperated  with,  (2)  that  due 
care  be  taken  not  to  “rob”  other  countries  of 
experts  in  medical  care  and  scientific  research 
through  support  grants  not  geared  to  salary 
differentials.  (3)  That  the  program  should  be 
primarily  one  of  research  itself  rather  than 
construction  of  research  facilities.  (4)  That 
the  greatest  care  be  exercised  in  setting  up 
the  research  grants  and  research  programs  to 
avoid  overlapping  or  duplicating. 

(Continued  on  Page  52) 
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Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.) — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.--^ 

Advantage  of  "'dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere's  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.;  Geriatrics  2:110  (March) 
1956.  2.  Monger,  H.  C.:  Clin.  Med.  ^:313  (March)  1957. 
3.  Shuster,  B.  H.:  M.  Clin.  North  America  40:1787 
(Nov.)  19.56. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the  world’s  well-being 


now 


for  the 
first  time 

a truly  repository  form 
of  injectable  B12 

for 

tissue 

saturation 


DEPINAR 


• over  98%  still  retained  after  one  week 

• high  Bi2  blood  levels  quickly  achieved  and 
then  sustained  for  a minimum  of  28  days 


• makes  patients  feel  better  longer 


/ 


DEPINAR 

/ 

repository  injectable  vitamin  Bi2»  Armour 


A? 


Now  for  the  first  time  Armour  makes  available  vitamin 
B 12  in  a complex  of  high  insolubility  which  permits  very 
slow  absorption  from  the  injection  site.  This  makes 
Depinar  the  most  practical  and  economical  form  of  B12 
therapy  as  it  eliminates  rapid  excretion  and  waste  and 
also  decreases  the  need  for  frequent  administration. 
Furthermore,  better  and  more  consistent  results  may 
be  expected  with  Depinar  because  tissues  are  continually 
bathed  in  vitamin  B12  for  maximal  saturation  on  the 
cellular  level.  This  not  only  means  more  effective  therapy 
but  makes  patients  feel  better  longer.  And  Depinar  may 
broaden  the  clinical  conditions  for  vitamin  B12  usage  as 
it  may  prove  successful  in  many  conditions  in  which 
failure  to  achieve  uniform  and  reproducible  results  in 
the  past  may  be  linked  to  the  lack  of  a product  that 
would  provide  constant  and  uninterrupted  B12  therapy. 


Each  package  of  Depinar  consists  of  a multiple  dose  vial, 
containing  cyanocobalamin  zinc  tannate  (lyophilized), 
equivalent  to  2500  meg.  vitamin  B12.  The  vial  of  diluent 
contains  5 cc.  Sodium  Chloride  Solution  for  Injection.  When 
reconstituted,  each  ml.  of  Depinar  contains  500  meg. 
vitamin  B12. 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  A Leader  in  Biochemical  Research 


\ 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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Distinctive 

FUNCTIONAL 

Leopold 
Document 
Desk 


The  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 

FURNITURE  INSTITUTE 


MIDWEST-BEACH  COMPANY 


7th  Cr  Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


If  she  needs  nutritional  support ...  she  deserves 


QEVRAr. 


Vitamin-Mineral  Supplement  Lederle 

CAPSULES---14  VITAMlNS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 
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UNIQUE  VITAMIN  SUPPLEMENT 


NEW 


\1GRAN 


CHEWABLES 

SQUIBB  MULTIPLE  VITAMIN  SOFT  TABLETS 


fruit-punch  flavored 
tablets  that  will 
actually 

“melt  in  the  mouth” 


can  be  chewed  like  candy 


can  be  crushed  and  sprinkled  on 
cereal  or  other  food 


can  be  dissolved  in  water,  juice  or  milk 


can  he  sucked  and  will  dissolve  like  a lozenge 


VIGRAN  CHEWABLES  taste 
like  candy,  but  contain  no 
ingredients  harmful  to  teeth. 
Important,  too,  is  that  VIGRAN 
CHEWABLES  dissolve  easily 
in  the  mouth  and  smell  good. 
These  advantages  will  also  appeal 
to  your  elderly  patients.  And 
VIGRAN  CHEWABLES 

provide  at  least  125%  of  the 
minimum  daily  requirements 
for  vitamins  A,  D,  Bi,  Bo, 
niacinamide  and  C,  and 
significant  amounts  of  other 
essential  vitamins. 


Each  VIGRAN  CHEWABLE 
tablet  contains: 


Vitamin  A 5,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Vitamin  C 75  mg. 

Vitamin  B, 3 mg. 

Vitamin  Bg 3 mg. 

Vitamin  Bg 2 mg. 

Niacinamide  25  mg. 

Calcium  Pantothenate 3 mg. 

Vitamin  B,2 5 meg. 

Available  in  Rx-size  bottles  of  30  and  90. 


Squibb  Quality  — 

the  Priceless  Ingredient 


can  be  easily  swallowed  (small  tablet  size) 


Vigran'®  is  a Squibb  trademark 
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running  noses 


and  open  stuffed  noses  orally 


with  TRIAMINIC,  the  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract 


safer  and  more  effective  than  topical  medication 

• reaches  all  respiratory  membranes  systemically 

• avoids  “nose  drop  addiction” 

• presents  no  problem  of  rebound  congestion 

• provides  longer-lasting  relief 


Relief  with  Triaminic  is 
prompt  and  prolonged 
because  of  this  special 
timed  - release  action  . . . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours. 


first— the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

then  — the  Inner  core 
disintegrates  to  give  3 
to  4 more  hours  of  relief 


£oc/i  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  . . . 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  in  the  evening,  if  needed. 


Triaminic 


® 


AUo  available:  For  the  occasional  patient  who  requires  only  half  dosage:  timed-release 
Triaminic  Juvelets.  Each  Juvelet  is  equivalent  to  % of  a Triaminic  Tablet. 

For  those  patients  who  prefer  liquid  medication:  Triaminic  Syrup.  Each  5 ml.  tsp.  of 
this  palatable  syrup  is  equivalent  to  of  a Triaminic  Tablet. 


SMITH'DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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A workhorse 
“mycin” 
for 

common 

infections 


respiratory  infections 


prompt, 

high  blood  levels 


consistently 

reliable 

and  reproducible 
blood  levels 


minimal 

adverse  reactions 


With  well-tolerated  Cyclamycin,  you  will  find 
it  possible  to  control  many  common  infections 
rapidly  and  to  do  so  with  remarkable  freedom 
from  untoward  reactions.  Cyclamycin  is  in- 
dicated in  numerous  bacterial  invasions  of  the 
respiratory  system — lobar  pneumonia,  bron- 
chopneumonia, tracheitis,  bronchitis,  and  other 
acute  infections.  It  has  been  proved  effective 
against  a wide  range  of  organisms,  such  as 
pneumococci,  H.  influenzae,  streptococci,  and 
many  strains  of  staphylococci,  including  some 
resistant  to  other  “mycins.”  Supplied  as  Cap- 
sules, 125  and  250  mg.,  vials  of  36;  Oral 
Suspension,  125  mg.  per  5-cc.  teaspoonful, 
bottles  of  2 fl.  oz. 


CYCLAMYCIN 

Triacetyloleandomycin,  Wyefh 


Conforms  fo  Code  for  Advertising 


® 

Philadelphia  I,  Pa. 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1 958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.’” 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxietyand tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES: 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5.'897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50.T282  (Oct.)  1957. 

Science  for  the  world’s  well-being 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y . 


•Trademark 
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LEOERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


THE  MONTH  IN  WASHINGTON 

(Continued  from  Page  42) 

The  Forand  bill  for  hospitalization  and  sur- 
gical services  of  retired  social  security  re- 
cipients has  been  introduced  in  only  slightly 
revised  form.  Its  number  is  H.R.  4700.  One 
change  of  interest  is  permitting  surgical  serv- 
ices to  be  performed  by  other  than  board- 
certified  surgeons.  The  author  says  the  pro- 
gram will  be  financed  by  increasing  social 
security  taxes  (above  increases  already 
scheduled)  by  one-fourth  of  1%  for  both  em- 
ployer and  employee  and  three-eights  of  1% 
for  the  self-employed,  both  starting  in  1960. 

More  significant  than  even  the  introduction 
of  the  bill  was  the  statement  Mr.  Forand  filed 
in  the  Congressional  Record  the  same  day. 
It  was  moderate  in  tone  and  seemed  to  be 
asking  the  support  of  all  groups.  He  noted, 
for  instance,  that  some  of  his  strongest 
backers  have  questioned  the  inclusion  at  this 
time  of  surgical  services. 

This,  he  commented,  should  be  weighed  by 
the  committee  when  it  takes  up  the  bill. 

On  hearings,  little  is  known.  Neither  the 
House  Leadership  nor  Chairman  Wilbur  Mills 
of  Ways  and  Means  Committee  have  given 
any  indication  when  hearing  would  be  held. 

While  some  committees  of  Congress  have 
been  moving  rapidly  ahead  on  health  legisla- 
tion, others  like  the  House  Interstate  Com- 
mittee only  recently  got  around  to  organizing 
its  health  subcommittee.  It  was  given  a new 
name:  health  and  safety  subcommittee  when 
Rep.  Kenneth  Roberts  (D.,  Ala.)  who  headed 
a special  highway  safety  committee  was 
tapped  for  the  new  post.  Its  area  of  interest 
includes  public  and  quarantine,  food  and 
drugs,  hospital  construction,  highway  and  air 
traffic  safety,  and  air  pollution.  Mr.  Roberts 
is  a lawyer  by  profession  and  is  now  serving 
his  fifth  term. 

The  first  woman  physician  to  be  honored 
in  Statutary  Hall  is  the  late  Dr.  Florence 
Sabin  of  Colorado.  She  is  the  first  per- 
son selected  from  Colorado.  Each  state  is 
permitted  two  statues  of  distinguished  per- 
sons. Dr.  Sabin  was  a noted  medical  re- 
searcher and  in  her  later  years  a public  health 
leader  in  Colodrado.  At  the  unveiling  cere- 
monies in  the  Capitol,  Dr.  George  Fister  of 
the  A.M.A.  Board  of  Trustees  represented  the 
association. 
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To  the  relief  of  museuloskeletal  pain, 

MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field."'  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions. including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 
* ** 

TRADEMARK  TRADEMARK.  REG.  U.S.  PAT.  OFF.  — M £T  H YL  PR  E ON  ISO  LON  E,  UPJOHN 
tfiATIO  OF  DESIRED  EFFECTS  TO  UNOESIREO  EFFECTS  / 

Upjolui 

The  Upjohn  Company,  Kalamazoo,  Michigan  L — 


i 


there’s  pain  and 


inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary 
secondary  fibrositis 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid' . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^"®  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 


side  effects'"®  . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


Composition 

METicoRTEN®  (prednisone)  0.75  rhg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging;  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  ai.;  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse.  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 
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One  important  way  to  control  the  cost  of  mer- 
chandise is  to  avoid  inventory  write-offs  by  fea- 
turing goods  of  known  quahty  and  guaranteed 
salabihty.  Such  goods  represent  the  best  invest- 
ment on  which  to  realize  a fair  profit. 

Take  Lilly  Fast-Moving  Items  for  example.  As 
the  name  implies,  these  pharmaceuticals  turn  over 
rapidly;  moreover,  they  are  of  the  finest  quality 
you  can  buy.  To  take  advantage  of  this  profit 
opportunity,  ask  our  salesman  to  help  you  check 
stock  and  select  an  F/M/I  Assortment.  Your 
orders  are  invited. 


WE  ARE  A 


DISTRIBUTOR 


BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


If  he  needs  nutritional  support... 


he  deserves 

GEVRAt 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Arthritis 


*Usmg  combined  drug  therapy  with 

.'C,  or  Aralen®  as  maintenance  therap 

With  Plaquenil  or  Aralen  alone  62%  grade  I and  11 
improvement,  (Scherbel,  A.L;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin,  Quart  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  ~ 200  to  400  mg.. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 

Llfy  -AB'BHA'rfeRrtS 


the  higher 
blood  levels  of 
potassium 
penicillin  V 


Compoc 


FOR 

THOSE 

COMMON 

BACTERIAL 

PROBLEMS 


IN  FILMTAB®  / IN  ORAL  SOLUTION 
AND  IN  COMBINATION  WITH  SULFAS 


(POTASSIUM  PENICILLIN  V) 


INDICATIONS 


Against  all  penicillin-sensitive  organisms.  When 
combined  with  Sulfas,  Compocillin-VK  is 
especially  effective  in  treating  mixed  infections 
such  as  may  occur  in  the  respiratory  or  urinary 
tract. 


DOSAGE 

Range  is  from  125  mg.  (200,000  units)  three 
times  daily  to  250  mg.  (400,000  units)  every 
four  hours.  Children’s  dosage  is  determined  by 
body  weight.  When  combined  with  sulfa  triad, 
range  is  one  Filmtab  three  times  daily  to  two 
Filmtabs  every  four  hours. 


SUPPLIED 

Compocillin-VK  Filmtabs:  125  mg.  (200,000 
units),  bottles  of  50  and  100;  250  mg.  (400,000 
units),  bottles  of  25  and  100. 

Compocillin-VK  Granules  for  Oral  Solution: 
In  40-cc.  and  80-cc.  bottles.  When  reconsti- 
tuted, each  tasty  5-cc.  teaspoonful  of  cherry- 
flavored  solution  represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


Compocillin-VK  with  Sulfas:  Each  Filmtab 
contains  125  mg.  (200,000  units)  of  potassium 
penicillin  V and  500  mg.  of  sul- 
fonamides.  At  all  pharmacies.  (JuMWtt 


■■■  The  highest  levels  of  Filmtab  Compocillin-VK. 

■ ■■  The  median  levels  of  Filmtab  Compocillin-VK. 

Note  the  high  upper  levels  and  averages  at  Vz  hour,  and 
at  1 hour. 


Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 


®FILMTAB— FILM. SEALED  TABLETS,  ABBOTT.  PAT.  APPLIED  FOR. 
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provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED  0 

KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


' ■ 

In  very  special  cases 
a very  superior  brandy*./ 
specify 

''★  ★ ★ ',V5  - 

lyiP  CS'W’ 

HallH  Aii^i3l  M 


84  Proof  Schieffeiin  & Co.,  New  York 


IN  OFFICE  SURGERY t j 


XYLOCAINE®  Hci  solution 

(brand  of  ildocaine*) 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


use 


ELECTIVE  AND  TRAUMATIC 


U S PAT.  NO.  2.441,499 


MADE  IN  U S A. 
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in  ajj 
diarrheas 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  I.  PA. 


Cremomycin  is  a trademark  of  Merck  & Co.,  Ine» 


62 


S.DJ.O.M.  APRIL  1959  -ADV. 


Now  with  Cryptenamine . . . 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


i^Yeralrite* 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensive  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital 'A  gr. 


^Carotid  Sinus  Refiex 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILLINOIS 


APRIL  1959 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


' Improve  appetite  and  energy 

i \with  ample  amounts  of  vitamins~Bi,  Bg,  B12. 


•Strengthen  bodies  with  needed  protein 

' ihi'ouyh  the  action  of  1-Lysine,  cereal  and 
■ ■ther  low-grade  protein  foods  are  up-graded 
' !■>  maximum  growth  potential. 


WITH  IRON 


Lysine-Vitamlns 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


P-. 

r’-’l 

J 


Average  dosage  is  1 teaspoonful  daily.  AvailabSe  in  bottles  of  4 and  16  fl.  02. 
Each  teaspoonful  (6  cc.)  contains: 


1-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline 25  megm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be)  6 mg. 

Ferric  Pyrophosphate  (Soluble) 260  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Convenient  information  for 
physicians  starting  diabetic 
patients  on 

DIABINESE 

simple  once-a-day  dosage  tn  practice 

During  the  initial  control  period,  the  patient  should  check 
his  urine  at  frequent  intervals,  and  report  at  least  once  weekly 
for  review  of  symptoms,  physical  examination,  urine  and/or 
blood  examination  for  glucose. 

The  New Pfltient/ no  previous  anudmhctic  therapy) 

1.  Initial  daily  dose  500  mg.  (2  tablets  of  250 
mg.  each)  with  breakfast. 

2.  In  elderly  patients,  initial  dose  250  mg.  (1 
tablet)  daily. 

3.  CONTROL  PERIOD 

(a)  If  blood  sugar  reaches  normal  levels 
after  three  to  seven  days,  or  if  glycosuria  dis- 
appears, lower  daily  dose  of  500  mg.  to  a level 
between  250  mg.  (1  tablet)  and  375  mg.  (1/4 
tablets  of  250  mg.)  with  breakfast  daily.  In 
elderly  patients,  dosage  may  be  reduced  to  as 
low  as  100  mg. 

(b)  If  hyperglycemia  or  glycosuria  persists 
or  develops,  increase  the  daily  dose  from  500 
mg.  to  625  mg.  [IVi  tablets  of  250  mg.)  with 
breakfast  daily.  In  elderly  patients,  dosage 
should  be  increased  from  250  mg.  according  to 
patient  response. 

(c)  Continue  weekly  adjustments  during 
first  month  of  therapy  until  maintenance  dose 
has  been  established.  Adjustments  below  250 
mg.  daily  are  best  made  in  steps  of  100  mg.  (one 
100  mg.  tablet).  The  maintenance  dose  may 
occasionally  be  as  low  as  100  mg.  (one  100  mg. 
tablet  daily)  or,  rarely,  as  high  as  1.0  Gm.  (four 
250  mg.  tablets)  daily.  Do  not  exceed  daily  dose 
of  1.0  Gm. 


Transfer  of  Patient  from  Insulin 

1.  If  patient  is  taking  40  or  less  units  of  insulin 
daily  and  gives  no  history  of  severe  or  “brittle” 
diabetic  response,  discontinue  insulin  and  re- 
place with  Diabinese  as  in  The  New  Patient. 

2.  Complete  control  period  as  for  The  New 
Patient.  Priming  (“loading”)  doses  should  not 
be  used. 

3.  If  patient  is  taking  more  than  40  units  of 
insulin  daily,  or  shows  evidence  of  severe  or 
brittle  diabetes,  reduce  insulin  dose  by  50  per 
cent  and  initiate  DiABlNESE  therapy  as  for  The 
New  Patient.  Further  reduction  of  insulin  dos- 
age depends  on  patient  response. 

Transfer  of  Patient  from 
Other  Oral  Medication 

Where  less  than  satisfactory  control  has  been 
achieved  with  other  oral  medication,  or  where 
a change  to  once-a-day  dosage  is  desired, 
Diabinese  may  be  successfully  substituted. 
Such  a transfer  may  be  made  by  discontinuing 
previous  oral  medication,  substituting 
Diabinese,  and  continuing  control  period  as 
for  The  New  Patient.  Avoid  priming  doses. 

The  clinical  safety  of  DiABlNESE  has  been  estab- 
lished by  more  than  two  years’  trial.  By  adher- 
ence to  the  above  dosage  schedule,  side  effects 
of  Dlabinese  will  generally  be  infrequent, 
mild,  and  transient. 

DIABINESE 

1 T brand  of  chlorpropamide 

once-a-day  dosage 

THE  MOST  EFFECTIVE  ORAL  ANTIDIABETIC  AVAILABLE 

SUPPLIED . Tablets,  250  mg.,  bottles  of  60  and  250,  white,  scored, 
too  mg.,  bottles  of  100,  white,  scored. 


Science  for  the  world's  well-being 


izery  pfizer  laboratories  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  N.  Y. 
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IF  YOU  ARE  PLANNING 


Y OU’LL  want  to  see  our  new  32-page 
catalog  illustrating  floor  plans,  exteriors, 
interiors,  and  the  profession-proved  spec- 
ifications of  our  models.  Above  is  one 


of  many  medical  office  buildings  we’ll 
build  for  you  anywhere  in  the  Mid- 
west — at  a price  much  lower  than 
you  think. 


‘'The  pioneers  in  professional  designing  and  building.’* 


PROFESSIONAL  OFFICE 


PROFESSIONAL  OFFICE  BUIIDINOS,  INC. 

BUILDINGS  INC 

Oodoid  AAcidisori/  Wisconsin 

Gentlemen: 

Please  send  me  a complimentary  copy  of  your 
new  catalog,  Medical  and  Dental  Office  Buildings. 

DOCTORS  PARK 

NAME  

MADISON,  WISCONSIN 

ADDRESS 

AL  6-3166 

CITY STATE 

OFFICE  TELEPHONE 

CE  3-0412 

CERTAINTY 


COCCI 


after  millions  of  'prescriptions 
...an  unparalleled  safety  record 


provides  fast,  high  blood  and  tissue 
concentrations 

Because  Erythrocin  Stearate  is  rapidly  ab- 
sorbed, patients  get  therapeutic  blood  and  tissue 
levels  within  30  minutes.  High,  peak  levels  occur 
between  one  and  two  hours — and  effective  con- 
centrations are  maintained  for  at  least  six  hours. 
Always  at  hand,  then,  against  more  critical  in- 
fections is  Erythrocin-I.M.— the  only  intra- 
muscular form  of  erythromycin  available. 

backed  by  years  of  clinical  effectiveness 
Actually,  every  prescription  you  write  for 
Erythrocin  is  backed  by  more  than  six  years 
of  clinical  effectiveness  against  coccal  infections. 
And,  with  the  problem  of  antibiotic  resistance 
becoming  more  important  daily,  the  value  of 
Erythrocin  as  a day-to-day  anticoccal  agent  is 
dramatically  underlined. 

supported  by  an  unparalleled  safety  record 

During  all  the  years  Erythrocin  has  been  pre- 
scribed, serious  reactions  have  been  practically 
nonexistent.  Unlike  penicillin,  allergy  is  no 
problem.  And,  in  contrast  to  “broad-spectrum” 
action,  the  normal  flora  of  the  intestinal  tract  is 
virtually  unaltered  with  Erythrocin  therapy. 

offers  bactericidal  activity 
Unlike  broad-spectrum  antibiotics,  Erythrocin 
is  classed  as  a bactericidal  antibiotic.  It  offers 
lethal  action  against  common  coccic  invaders — 
resulting  in  prompt  clinical  response. 

provides  convenient  dosage  forms 

Usual  adult  dose  is  250  mg.  four  times  daily. 


Children’s  dosage  is  reduced  in  proportion  to 
body  weight.  Erythrocin  comes  in  Filmtabs® 
(100  and  250  mg.),  bottles  of  25  and  100.  Also  in 
oral  suspension  and  for  intramuscular  use.  Won’t 
you  prescribe  Erythrocin  doctor? 

if  you’re  concerned  with  blood  levels . . . 

Dotted  line  shows  actual  inhibitory  concentrations 
against  most  organisms.  Note  the  high  ranges  and 
medians  of  ERYTHROCIN  Stearate  at  one,  two,  four 
and  six  hours.  Data  represents  three  studies  with 
adults.  Each  was  given  one  250-mg.  Filmtab. 


hours  01246 

And  where  you  need  a consistent  uniform  response 
that  only  an  injectable  form  can  provide,  remember— 
ERYTHROCIN-I.M. (Erythromycin  Ethyl  Succinate, 

Abbott)  and  ERYTHROCIN  Lactobionate. 

®Filmtab — Film-sealed  tablets,  Abbott:  pat.  applied  for. 
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they  deserve 

GEVRAL 

Vitamin- Mineral  Supplement  Lederle 

CAPSl)LES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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new  for  total 

management 
of  itching^ 
inflamed  j' 
infected" 
skin  lesions 


antipruritic/anti-inflammatory/antibacterial/antifungal 


Mycolog  Ointment — containing  the  new  superior  topical  corticoid  Kenalog— re- 
duces inflammation,^'*  relieves  itching,*-®  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.^"’  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*"*  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action’  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.*'® 


Cleared  in  5 days 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm,  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide^  2.5  mg.  neomycin'  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastisase. 
References:  L Shelmire,J.B.,  Jr.:  Monographs  on  TherapyJ:164  (Nov.)  1958.*  2.  Nix,T.E.,  Jr.,and  Derbes,V.J.! 
Monographs  on  Therapy  3:123  (Nov.)  1958.  ■ 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland_^:54  (July) 
1958.  * 4.  Sternberg,  T.H.:  Nev/comer,  V.D.,  and  Reisner,  R.M.t  Monographs  on  Therapy _3;1 15  (Nov.)  1958.  * 5. 
Clark,  R.F.,  and  Hallett,  JJ.:  Monographs  on  Therapy,_3:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:111  (Nov.)  1958.  » 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  » 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  19:449  (Oct.)  1958.  “ 9.  Bereston,  E.S.;  South.  M.J.  ^:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 71/2  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%i— 5 Gm.  and  15  Gm.  tubes. 


Squibb 


Squibb  Quality  — the  Priceless  Sngredient 


'SPECTROCIN'®,  'MVCOSTATIN'®,  'PLASTIBASC'®,  'HYCOLOQ' 
AND  'KENALOG'  ARE  SQUIBB  TRADEMARKS 


PRONOUNCED  TAY-O 


j i : ■ M 1 


Capsules  /.Oral  Suspension 


* - designed  forr  It! ‘ 
superior  control  of 
common  \Gram‘positivi\ 
infectiofk 


in  the 
patient: 


95%  effective  in  published  cases' 


•8 


Conditions  treated 

No.  of 
Patients 

Cured  ’ ^ 

Improved 

Failure  * 

ALL  INFECTIONS 

Respiratory  infections 

Pharyngitis  and/or  tonsiiiitis 

Pneumonia 
infectious  asthma 

Otitis  media 

Other  respiratory 

(bronchitis,  bronchioiitis, 
bronchiectasis,  pneumonitis, 
laryngotracheitis,  strep  throat) 

558 

258 

65 

90 

44 

31 

28 

448 

r - 

208 
' S8 

A • J 

29^-*' 

17^1 

80 

31 

5 

17 

2 

7 

30  ' 

19  ! 

2 i 

1 i 

' 6 1 

4 I 

Skin  and  soft  tissue  infections 

230 

■ tsi 

38 

1 ] 

Infected  wounds,  incisions  and 

' /.  > 

lacerations 

41 

33 

8 

1 

Abscesses 

51 

, . 43 

8 

_ J 

Furunculosis 

58 

51 

6 

1 I 

Acne,  pustular 

43 

28  ' 

15 

1 

Pyoderma 

19 

19 

— 

™ J 

Other  skin  and  soft  tissue 

18 

. jj,  , 

1 

“ 1 

(infected  burns,  cellulitis, 

impetigo,  ulcers,  others) 

1 

Genitourinary  infections 

23 

19 

3 

6 ij 

Acute  pyelitis  and  cystitis 

10 

8 

2 

— 1 

Urethritis  with  gonorrhea  or  cystitis 

8 

8 

^ - 

Pyelonephritis 

4 

* 1 

3 , ' 

Salpingitis 

5 

1 

1 

3 

Pelvic  inflammation  with  endometriosis 

1 

1 ■ 1 

— 

Misceilaneous 

42 

30  ' ■; 

8 

4 

(adenitis,  enteritis,  enterocolitis, 

subacute  bacterial  endocarditis,  fever, 

hematoma,  staphylococcus  carriers. 

1 1 

osteomyelitis,  tenosynovitis,  septic 

6 1 

arthritis,  acute  bursitis,  periarthritis) 

the  * 
boratory: 

r 90%  effective 
ilnst  resistant  staph 

PARATIVE  TESTS  BY  THREE  METHODS 
TUBE  DILUTION,  CYLINDER  PLATE) 
30  STAPHYLOCOCCI’ 


100.0% 


ntibiotic  A 2-10  units  H Tao  2-15  meg. 

ntibiotic  B 5-30  meg.  ^ Antibiotie  D 2-15  meg. 

ntibiotie  C 5-30  meg.  H Antibiotie  E 5-30  meg. 

tentage  of  organisms  inhibited  by  the  range  of 
entrations  listed  for  each  antibiotic. 


Other  Tao  advantages: 

Rapidly  absorbed -stable  in  gastric  acid,^  TAO 
needs  no  retarding  protective  coating 
Low  in  toxicity -freedom  from  side  effects  in  96% 
of  patients  treated;  cessation  of  therapy 
is  rarely  required 

Highly  palatable -“practically  tasteless”'^  active 
ingredient  in  a pleasant  cherry-flavored 
medium. 

Dosage  and  Administration:  Dosage  varies  accord- 
ing to  the  severity  of  the  infection.  For  adults,  the 
average  dose  is  250  mg.  q.i.d.;  to  500  mg.  q.i.d.  in 
more  severe  infections.  For  children  8 months  to 
8 years,  a daily  dose  of  approximately  30  mg./ Kg. 
body  weight  in  divided  doses  has  been  found  effec- 
tive. Since  TAO  is  therapeutically  stable  in  gastric 
acid,  it  may  be  administered  without  regard  to 
meals. 

Supplied:  TAO  Capsules-250  mg.  and  125  mg., 
bottles  of  60.  TAO  for  Oral  Suspension- 1.5  Gm., 
125  mg.  per  teaspoonful  (5  cc.)  when  reconsti- 
tuted; unusually  palatable  cherry  flavor;  2 oz. 
bottle. 

References:  1.  Koch,  R.,  and  Asay,  L.  D.:  J.  Pediat, 
in  press.  2.  Leming,  B.  H.,  Jr.,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct,  15-17, 1958.  3.  Meltman,  et  al.:  Paper  presented 
at  the  Symposium  on  Antibiotics,  Washington,  D.  C., 
Oct.  15-17, 1958.  4.  Olansky,  S.,  and  McCormick,  G.  E., 
Jr.:  Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  5.  Shubin,  H.. 
et  al.:  Antibiotics  Annuai  1957-1958,  New  York,  N.  Y., 
Medical  Encyclopedia,  Inc.,  1958,  p.  679.  6.  Isenberg, 
H.,  and  Karelitz,  S.:  Paper  presented  at  the  Symposium 
on  Antibiotics,  Washington,  D.  C.,  Oct.  15-17,  1958. 
7.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy 
5:527  (Aug.)  1958.  8.  Kaplan,  M.  A.,  and  Goldin,  M.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958.  9.  Truant,  J.  P.: 
Paper  presented  at  the  Symposium  on  Antibiotics, 
Washington,  D.  C.,  Oct.  15-17,  1958. 

Tao  dosage  forms— 
for  specific  clinicai  situations 

Tao  Pediatric  Drops 

For  children— flavorful,  easy  to  administer. 
Supplied:  When  reconstituted,  100  mg.  per  cc. 
Special  calibrated  droppers-5  drops  (approx. 
25  mg.  of  Tao)  and  10  drops  (approx.  25  mg.  of 
Tao).  10  cc.  bottle. 


Tao-AC  (Tao  analgesic,  antihistamlnic  compound) 

To  eradicate  pain  and  physical  discomfort  in 
respiratory  disorders. 

Supplied:  In  bottles  of  36  capsules. 

Taomid*  (Tao  with  triple  sulfas) 

For  dual  control  of  Gram-positive  and  Gram-nega- 
tive infections. 

Supplied:  Tablets,  bottles  of  60.  Oral  Suspension, 
bottles  of  60  cc. 


Intramuscular  or  Intravenous 

For  direct  action -in  clinical  emergencies. 

Supplied:  In  10  cc.  vials. 


^TRADCHARK 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


72 

AMA  GOES  EAST  FOR  JUNE  SESSION 

Some  15,000  physicians  will  gather  in  At- 
lantic City,  N.  J.,  next  June  8-12  for  the  108th 
annual  meeting  of  the  American  Medical  As- 
sociation. 

Besides  physicians,  the  meeting  will  be  at- 
tended by  residents,  interns,  nurses,  tech- 
nicians, students,  and  physician’s  wives  and 
members  of  their  families. 

The  five-day  convention  - — the  largest  med- 
ical meeting  in  the  world  — is  being  held  in 
Atlantic  City  for  the  16th  time.  The  first 
meeting  was  held  there  in  1900. 

Doctors  will  have  the  opportunity  to  catch 
up  on  hundreds  of  aspects  of  a rapidly- 
changing  medical  world.  This  information 
will  be  presented  in  the  form  of  scientific 
exhibits,  lectures,  motion  pictures,  panel  dis- 
cussions, televised  surgical  procedures,  and 
industrial  exhibits. 

New  medical  research  findings  and  methods 
of  handling  daily  medical  problems  will  be 
reported  by  500  physicians  in  scientific  papers 
or  participation  in  symposium  and  discussion 
groups. 

There  will  be  over  300  scientific  exhibits 
and  a similar  number  of  industrial  exhibits 
on  display  at  the  famed  Convention  Hall.  The 


S.D.J.O.M.  APRIL  1959  - ADV. 
latter  group  will  be  exhibited  by  pharmaceu- 
tical houses,  medical  equipment  firms,  and 
other  manufacturers. 

The  House  of  Delegates  will  meet  through- 
out the  week  in  the  Traymore  Hotel,  head- 
quarters for  the  meeting.  The  20  scientific 
sections  of  the  A.M.A.  and  five  government 
medical  services  will  also  be  represented  in 
the  House. 

First  order  of  business  for  the  House  will 
be  the  selection  of  a physician  to  receive  one 
of  medicine’s  highest  honors  — the  Distin- 
guished Service  Award.  He  will  be  elected 
from  three  persons,  whose  names  are  sub- 
mitted by  the  Board  of  Trustees.  Nominees 
are  screened  by  the  Board  from  names  sub- 
mitted by  the  general  membership. 

The  opening  session  will  be  addressed  by 
Dr.  Gunnar  Gundersen,  La  Cross,  Wis.,  out- 
going president,  and  his  successor.  Dr.  Louis 
M.  Orr,  Orlando,  Fla. 

A president-elect  to  serve  one  year  and  be 
inaugurated  as  president  in  1960  will  be  elec- 
ted during  the  meeting. 

For  advance  hotel  and  meeting  registration 
information,  contact  the  Convention  Services 
Department,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Ill- 
inois. 


they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14VITAMINS-11  MINERALS 


Each  capsule  contains; 

Vitamin  A . . 

Vitamin  D 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi)  . . . , 

Riboflavin  (B2) 

Niacinamide 

Folic  Acid 

Pyridoxine  HCI  (Bs) 

Ca  Pantothenate  

Choline  Bitartrate 

Inositol  . 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates), 
1-Lysine  Monohydrochloride  . . . 

Rutin  

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHPOj) 

Phosphorus  (as  CaHPOi) 

Boron  (as  Na2B407.10H20)  . . . . 

Copper  (as  CuO) 

Fluorine  (as  Cah) 

Manganese  (as  Mn02) 

Magnesium  ds  MgO) 

Potassium  (as  K2SO4) 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg. 

1 mg. 

0.5  mg. 

5 mg. 

50  mg. 

50  mg. 


....  0 lU  I .U. 

25  mg. 

25  mg. 

30  mg. 

10  mg. 

0.1  mg. 

157  mg. 

122  mg. 

0.1  mg. 

1 mg. 

0.1  mg. 

1 mg. 

1 mg. 

. . . . . 5 mg. 

0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 


Dsaner  a totally  new  molecule,  offers  a new 
type  of  alleviation  in  depression,  fatigue  states 
and  many  other  emotional  disturbances. 
Its  physiologic  effectiveness  as  a safe  central 
nervous  system  stimulant  is  attributed  to  its 
activity  as  a probable  precursor  to  acetyl- 
chohne. 


'Deaner’  must  not  be  confused  with  tran- 
quilizing  or  sedative  drugs  which  may 
aggravate  depression.  On  the  contrary, 
'Deaner’  is  often  used  to  counteract  drug- 
induced  depression. 

'Deaner’  is  valuable  as  an  emotional 
normalizer  in  many  situations  other  than 
depression,  such  as  behavior  problems 
with  agitation.  Nor  should  'Deaner’  be 
considered  an  ordinary  stimulant.  Its 
gentle  action  differs  from  that  of  other 
stimulants  in  that  it  leads  to  increased 
useful  energy  and  alertness  without  the 
undesirable  side  effects  of  the  ampheta- 
mine-like drugs. 


Deaner  leads  to  better  ability  to  concentrate, 
increased  daytime  energy,  sounder  sleep 
(with  less  sleep  needed),  and  a more  affable 
mood. 

Deaner  acts  gently,  gradually,  and  its  effects 
are  prolonged ...  without  causing  hyperirrita- 
bihty ...  without  loss  of  appetite ...  without 
elevating  blood  pressure  or  heart  rate... 
without  sudden  letdown  on  discontinuance. 

Deaner  is  valuable  in  the  treatment  of  chil- 
dren, especially  those  whose  performance  is 
impaired  by  behavior  problems,  whose 
attention  span  is  too  short,  and  who  are 
emotionally  unstable,  unpredictable,  and 
unadaptable. 

Dosage  for  children:  Initially  Y2  to  1 tablet  in 
the  morning.  Maintenance  dose  Y2  to  3 tablets. 
Full  benefits  may  require  two  weeks  or  more  of 
therapy.  Supplied  in  scored  tablets  containing 
25  mg.  of  2-dimethylaminoethanol  as  the 
p-acetamidobenzoic  acid  salt.  Available  in 
bottles  of  100. 


Literature  and  bibliography  available  upon  request. 
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Ca/i7ornio 


The  menopausal  patient  in  need  of  psychic  support . . . the  post- 
partum patient  suffering  the  “baby  blues”  . . . the  convalescent 
patient  worried  about  her  future  health  . . . these  and  many  other 
patients  will  often  benefit  from  the  antidepressant,  mood-lifting 
effect  of 


Dexamyl® 

brand  of  dextro  amphetamine  plus  amobarbital 


Tablets  • Elixir 

Spansule®  brand  of  sustained  release  capsules 


When  the  depressed  patient  is  particularly  listless  and  lethargic,  she 
will  often  benefit  from  the  gentle  stimulating  effect  of 

Dexedrine®  Tablets  • Elixir  • Spansule®  capsules 

brand  of  dextro  amphetamine 


^ Smith  Kline  &,  French  Laboratories 
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a more 
decisive 
response 
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llosoneprovialftty  speed,  potency, 
and  certainty  of  p^nteral  antibiotic 
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therapy  plus  unsun^ggedsa 
and  the  ease  of  oral  adrrimisffation. 
Usual  dosage  for  adults  is  one  or 
two  250-mg.  Pulvules®  every  six 
hours,  according  to  severity  of  infec- 
tion. For  optimum  effect,  administer 
on  an  empty  stomach.  Supplied: 
Pulvules  of  250  mg.,  and  125  mg.  for 
pediatric  use. 


in  almost 
every  common 
bacterial 
infection 


Parenteral  Performance 
in  Every  Pulvule 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


llosone’^“  (erythromycin  ester,  Lilly)  — as  the  propionate 
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Medical  Convention— Rapid  City— June  20,  21,  22,  23 


PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THERAP 


“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that  his  .i 
seizures  can  l^e  adequately  controlled  l:)y  the  use  of  anticonvulsant  medication-^ 

REQUISITE  FOR  THERAPlI 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANIi 

effective  anticonvulsants  for  most  clinical  need 

) 

1 
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FOR  THE  PETIT  MAE  THIAO'^^^^  • 

M I LONTIN\aPSEALS  • SUSPENSioFM^f^ j 


9R  CONTROL  OF  GRAND  MAL 
ND  PSYCHOMOTOR  SEIZURES 

ilLANTINWsEAis- 

• . DILANTIN  -Sodium  is  the  most  useful  nonsed- 
ive  anticonvulsant.”^ 

coincident  with  the  decrease  in  seizures  there 
jGurs  improvement  in  intellectual  performance, 
i ilutary  effects  of  the  drug  on  personality,  mem- 
■ ;y,  mood,  cooperativeness,  emotional  stability, 
[jmenability  to  discipline  . . . are  also  observed, 
‘'dmetimes  independently  of  seizure  control. 
t.'he  drug  of  choice  for  control  of  gi'and  mal  and 
f|f  psychomotor  seizures,  DILANTIN  Sodium  (di- 
henylhydantoin  sodium,  Parke-Davis)  is  suppbed 
,1  many  forms  including  Kapseals  of  0.03  Gm.  and 
! f 0.1  Gm.,  in  bottles  of  100  and  1,000. 


After  five  years  of  study,  using  MILONTIN  in  a 
series  of  200  patients  wit!'  pet-'  mal  epdepsy,  oiic 
investigator  reports:  “Results  coniiim  cur  pie/i- 
ously  published  data  on  a smaller  number  of  cases 
and  show  that  MILONTIN  is  an  effective  agent  for 
the  treatment  of  petit  mal  epilepsy  . . . relatively 
free  from  untoward  side  effects.’’^ 

MILONTIN  Kapseals  {phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-oiince  bottles. 


CELONTIN 


KAPSEALS 


KAPSEALS 


When  it  has-  been  demonstrated  that  the  co-m- 
ination  of  Dilantin  and  phenobarbital  is  helpful 
1 a patient  and  that  these  drugs  are  well  tolerated, 
le  use  of  a combination  capsule,  PHELANTIN,  is 
ften  a great  morale  builder  because  it  enables 
le  physician  to  reduce  the  total  number  of  pills 
r capsules  the  patient  is  required  to  take.  It  is  a 
tieaper  forni  of  prescription  and  it  also  prevents 
he  patient  from  manipulating  the  dosage  of  his 

sHELANTIN  Kapseals  (Dilantin  100  mg.,  phenobarbital 
, 0 mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
■ f 100. 


In  a recent  study,  76  patients  were  treated  with 
CELONTIN  for  periods  up  to  two  years.  Included 
in  this  group  wei'C  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forty  per  cent  had  marked  benefit  with 
CELONTIN  (less  than  half  their  previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 
seizures.® 

CELONTIN  Kapseals  (niethsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 


PARKE,  DAVIS  & COMPANY 
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DECADRON  in  90  percent  of  153  patientst  with  acute,  chronic  and 
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HIGHLIGHTS  FROM  THE  A.M.A.  COUNCIL  ON  DRUGS 
REPORT  ON  TRIAMCINOLONE 

J.A.M.A.  169:267  (January  17)  1959. 

“It  [triamcinolone]  has  an  anti-inflammatory  potency  greater  than  an  equal 
amount  of  prednisolone;  i.e.,  comparable  suppressive  effects  may  usually 
be  achieved  with  lower  doses  of  triamcinolone  than  with  prednisolone.” 

“Triamcinolone  lacks  the  sodium-retaining  and  edema-producing  effects  of 
most  other  glucocorticoids.  During  the  first  several  days  of  administra- 
tion, it  may  cause  a loss  of  sodium  from  the  body;  an  initial  mild  diuretic 
action  is  frequently  observed,  whether  the  patient  is  frankly  edematous  or 
not.  This  is  in  contrast  to  the  definite  sodium-retaining  and  fluid-retaining 
properties  of  cortisone  and  hydrocortisone  and  to  a much  lesser  extent  with 
prednisone  and  prednisolone.” 

“Except  in  exceedingly  large  doses,  triamcinolone  apparently  has  no  con- 
sistent effect  on  potassium  excretion.  Hence,  neither  sodium  restriction 
nor  potassium  supplementation  is  ordinarily  required  during  therapy  with 
this  agent.” 

“As  with  other  glucocorticoids,  the  long-term  administration  of  triamcino- 
lone results  in  definite  catabolic  effects,  as  indicated  by  impairment  of 
carbohydrate  utilization  and  negative  protein  and  calcium  balance.  This 
catabolic  effect,  coupled  with  a lack  of  appetite  stimulation  which  is  appar- 
ently peculiar  to  triamcinolone,  may  produce  weight  loss  that  might  be 
undesirable  in  some  patients  treated  for  long  periods  of  time.” 

“...the  voracious  appetite,  with  weight  gain  and  euphoria,  characteristic 
of  other  steroids,  is  not  seen  with  administration  of  triamcinolone.” 

“Triamcinolone  has  been  used  for  the  management  of  a wide  variety  of 
clinical  conditions  usually  considered  amenable  to  systemic  steroid  therapy. 

These  have  included  rheumatoid  arthritis  and  other  collagen  diseases, 
allergic  and  dermatological  disorders,  certain  leukemias  and  malignant 
lymphomas,  the  nephrotic  syndrome,  pulmonary  emphysema  and  fibrosis, 
acute  bursitis,  rheumatic  fever,  and  certain  blood  dyscrasias.  Although 
clinical  experience  with  the  drug  in  some  of  the  foregoing  conditions  is 
not  extensive,  the  many  similarities  in  action  between  triamcinolone  and 
other  potent  glucocorticoids  would  indicate  a usefulness  for  triamcinolone 
akin  to  that  of  other  agents  of  this  class.” 


“There  is  some  evidence  that  triamcinolone  is  more  effective  at  a smaller 
dosage  than  are  other  steroids  in  controlling  both  the  skin  and  j oint  lesions 
in  psoriasis,  whether  or  not  complicated  by  arthropathy.” 

“Triamcinolone  appears  to  compare  favorably  with  other  steroids  for  nse  in 
those  situations  in  which  edema  and  sodium  retention  have  been  compli- 
cating problems.” 

“It  [triamcinolone]  may  also  be  the  steroid  of  choice  for  patients  in  whom 
psychic  stimulation,  euphoria,  voracious  appetite,  and  weight  gain  should 
be  avoided.” 

“...the  drug  [triamcinolone]  does  produce  the  other  side  effects  and  un- 
toward reactions  common  to  the  glucocorticoids.  At  therapeutically  equiv- 
alent doses,  the  frequency  and  severity  of  clinical  manifestations  of  hyper- 
adrenalism  — rounding  of  the  face,  fat  deposition,  and  hirsutism  — are 
essentially  the  same.  Likewise,  there  is  little  indication  that  the  relative 
incidence  of  osteoporosis  is  materially  decreased  after  the  long-term  use 
of  the  drug.” 

“Triamcinolone  apparently  does  not  cause  the  euphoria  sometimes  seen 
with  other  steroids,  and  the  occurrence  of  mental  depressions  is  uncom- 
mon.” 


“Current  evidence  suggests  that  the  drug  [triamcinolone]  may  not  produce 
as  high  an  incidence  of  peptic  ulcer  as  do  other  steroids.” 

“Cutaneous  erythema  seems  to  be  a side  effect  peculiar  to  triamcinolone.” 

“The  usual  contraindications  and  precautions  of  glucocorticoid  therapy 
should  be  followed  in  the  use  of  triamcinolone,  keeping  in  mind  that  pro- 
longed therapy  with  this  drug  will  suppress  the  function  of  the  patient’s 
own  adrenals  by  interfering  with  the  pituitary- adrenal  axis.” 
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Supplied;  1 mg.  scored  tablets  (yellow) 
2 rag.  scored  tablets  (pink) 

4 mg.  scored  tablets  (white) 
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Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  ta  blet  , 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  Intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 

Bthical  Pharmaceutifah  of  Merit  since  1$7S 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances, 
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suspension 
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d new  derivative 
^ of  Erythromycin 
designed  especially 
for  children 


CITRUS-FLAVORED 

ERYTHROCIN 

ETHYL  SUCCINATE 

ORAL  SUSPENSION 


Never  a flavor  like  this  in  an  antibiotic  suspen- 
sion. A new  achievement  in  pharmaceutical  ele- 
gance—a  ready-mixed,  stable  suspension  so  sweet 
and  good  you  can’t  tell  it’s  "medicine.” 

No  bitterness,  no  unpleasant  aftertaste  — just 
pure,  sweet  citrus  flavor. 

Never  an  antibiotic  better  proved  against  every- 
day coccal  infections.  After  millions  of  pre- 
scriptions, an  unparalleled  safety  record. 

High,  peak  blood  levels  within  one  hour  — plus 
nearly  100%  effectiveness  against  coccal  infec- 
tions. And,  unlike  broad-spectrum  antibiotics, 
Erythrocin  is  classed  as  a bactericidal  agent. 

Indications:  Against  staph-,  strep-  and  pneumo- 
cocci. Especially  useful  when  patients  are  allergic 
to  penicillin  or  other  antibiotics.  Dosage:  For 
children,  30  mg./Kg.  per  day.  Adults,  1 to  2 Gm., 
depending  on  severity  of  infection.  Supplied:  In 
60-cc.,  pour-lip  bottles.  Each  5-cc.  teaspoonful. 
represents  200  mg.  of  Erythrocin.  QMrott 

If  you’re  concerned  with  blood  levels  . . . 

Range  of  blood  levels  obtained  from  one  dose  of 
400  mg.  Erythrocin  Suspension.  Medication  was  ad- 
ministered to  30  volunteer  adults,  and  represents  a 
dosage  of  approximately  6 mg./Kg.  Bars  show  ranges 
— continuous  line  indicates  medians. 


meg. /ml. 
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THE  MONTH  IN  WASHINGTON 

The  overriding  health  issue  here  — and  one 
of  the  more  debated  subjects  in  any  field  — 
has  been  the  dispute  over  radiation  health 
hazards. 

Out  of  the  controversy,  it  is  clear,  will  come 
a sharply  stepped-up  federal  program  of 
evaluating  radiation  levels,  testing  foods,  and 
determining  the  effects  of  radiation  on  the 
human  body. 

Already,  Arthur  S.  Flemming  Secretary  of 
Health,  Education  and  Welfare,  has  called  for 
such  an  expanded  program.  And  key  con- 
gressmen are  even  more  insistent  that  the 
government  do  more  work  in  this  area. 

The  growing  concern  over  radiation  levels 
and  their  effect  on  health  has  prompted 
harsh  criticism  of  the  Atomic  Energy  Com- 
mission by  some  lawmakers  who  contend  the 
agency  is  minimizing  radiation  dangers  be- 
cause it  handles  the  testing  of  nuclear  bombs. 

Agency  officials  claim  they  have  held  back 
no  information  from  the  public,  but  they 
agree  on  the  need  for  a government-wide  sur- 
vey of  the  entire  problem  to  determine  how 
it  might  best  be  handled.  At  present,  the 
AEC  does  the  bulk  of  the  research  work  on 
the  biological  effects  of  radiation. 

The  AEC  and  the  Public  Health  Service 
have  reported  that  the  amounts  of  radio- 
active strontium-90 — the  isotope  that  is  re- 
leased into  the  atmosphere  by  hydrogen 
bomb  shots  — have  been  far  below  estimated 
danger  levels  in  food  that  has  been  tested. 

However,  Mr.  Flemming  has  conceded  that 
much  more  research  has  to  be  done.  For  ex- 
ample, he  pointed  out,  little  is  known  now 
about  how  much  strontium-90  is  retained 
within  the  body,  though  the  amount  con- 
sumed can  be  gauged. 

A special  advisory  committee  of  12  scien- 
tists and  physicians  that  was  appointed  by 
the  Health  Service  recommended  after  a 
year’s  study  an  exhaustive  program  or  radia- 
tion research  and  protection  as  well  as  shift- 
ing prime  responsibility  from  the  AEC  to  the 
Health  Service.  The  advisory  group,  headed 
by  Dr.  Russel  H.  Morgan  of  John  Hopkins 
University,  proposed  also  some  sort  of  federal 
supervision  over  X-ray  machines  used  by 
physicians. 

(Continued  on  Page  30) 
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restore  normal  sinus  rhythm 


in  arrhythmias 


SPECIFIC  ANTIARRHYTHMIC  EFFECT 

Vistaril  is  effective  in  ventricular  extrasystoles  and  paroxysmal 
tachycardias  (both  auricular  and  ventricular). 

plus 

PSYCHOTHERAPEUTIC  POTENCY 

proven  calming  action  indicated  for  arrhythmia  patients. 

and 

THE  OUTSTANDING  SAFETY 

of  Vistaril  as  compared  to  other  antiarrhythmic  drugs  in  general 
use  has  been  noted  by  investigators. 

THE  FOLLOWING  DOSAGE  REGIMEN  IS  RECOMMENDED 

(individualized  by  the  physician  for  maximum  effectiveness): 
PARENTERAL  DOSAGE:  50-100  mg.  (2-4  cc.)  I.M.  stat.,  and 
q.  4-6  h.,  p.r.n.;  maintain  with  25  mg.  b.i.d.  or  t.i.d.  In  acute  emergency, 

50-75  mg.  (2-3  cc.)  I.V.  stat.;  maintain  with  25-50  mg.  (1-2  cc.)  I.V. 
q.  4-6  h.,  p.r.n. 

ORAL  DOSAGE:  Initially,  100  mg.  daily  in  divided  doses  until  ar- 
rhythmia disappears.  For  maintenance  or  prophylaxis,  50-75  mg.  daily  in 
divided  doses. 

SUPPLY:  Vistaril  Capsules,  25  mg.,  50  mg.  and  100  mg.  Vistaril 
Parenteral  Solution,  10  cc.  vials  and  2 cc.  Steraject®  Cartridges.  Each  cc. 
contains  25  mg.  (as  the  hydrochloride). 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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THERAPY 
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CREAMALIN 


ANTACID  TABLETS 


Eacli  Cre 

?amalin 

Antacid  Tablet  contains  320  mg.  special 

y proc- 

essed.  hij 

^hly  real 

:ti\'e,  short  polymer  dried  aluminum  hy( 

droxide 

gel  stabi 

lized  wi 

th  hexitol,  with  75  mg.  magnesium  hyc 

iroxide.  1 

1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  add  (greater  relief) 

8.  Neutralizes  add  longer  (more  lasting  relief) 

4.  No  constipation  • No  add  rebound 

5.  More  pleasant  to  take 
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“It  is  concluded  that 
the  addition  of 
buffering  agents  to 
acetylsalicylic  acid  in 
the  concentrations  used 
* serves  no  clinicalfy’ 
detectable  useM  purposer' 

’Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer  ® Aspirin. 
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Here’s  the  ultimate  of 


May,  1959  Advertisers 


RUBBER-REINFORCED 

BANDAGES! 


Abbott  Laboratories 
Ames  Company 
Armour  Laboratories 


HIGHEST  CONTENT 
OF  HEAT  RESISTANT  RUBBER 
AND  QUALITY  COTTON  THREADS 


The  ultimate  of  elastic  bandages 
based  on  all  comparative  fea- 
tures. The  combination  of  qual- 
ity cottons  and  “heat  resistant 
rubber”  threads  in  a perfect 
balance  assures  a finer  more 
rugged  product.  Consider  the 
thread  count,  rubber  content,* 
weight  per  square  yard,  length 
of  bandage  and  all  contributing 
factors. 

P&H  RUBBER  REINFORCED 
BANDAGES  will  be  found  to  be 
the  best  in  every  respect,  where 
comparative  testing  is  done. 
After  considering  every  quality 
feature  then  consider  economy. 
You'll  find  you  are  way  out  front 
—in  every  respect. 


RELIEF 


*Contains  twice  as  many  rubber 
threads  as  most  other  brands. 


% 


A MARK  OF  QUALITY 


PHYSICIANS  & HOSPITALS 
SUPPLY  CO. 

1400  HARMON  PLACE 

MINNEAPOLIS  3,  MINN. 


Astra  Pharmaceuticals 
Harry  Atkinson 
Bayer  Company 
Ayerst  Laboratories 
Burroughs-Welcome  & Co.,  Inc. 
Brown  Drug 

Druggists’  Mutual  Insurance  Co. 
Endo  Laboratories 
Kreisers,  Inc. 

Lederle  Laboratories 
Eli  Lilly  & Co. 

P.  Lorillard  Co. 

Merck,  Sharp  & Dohme 
Midwest-Beach  Printing  Co. 

Parke,  Davis  & Co. 

Charles  Pfizer 

Physicians  & Hospitals  Supply  Co. 
Physicians  Casualty  Association 
A.  H.  Robins 
J.  R.  Roerig  & Co. 

Schering  Corp. 

G.  D.  Searle  & Co. 

Smith  Dorsey 

Smith,  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons 
Upjohn  Co. 

U.  S.  Brewers  Foundation 
Wallace  Laboratories 
Winthrop  Laboratories 
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Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.^ 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.--^ 

Advantage  of  ^‘dual  therapy”  confirmed: 

Monger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.;  Clin.  Med.  ■1:313  (March)  1957. 
3.  Shuster,  H.  H.:  M.  Clin.  North  America  40:1767 
(Nov.)  1956. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

Science  for  the  world's  well-being 


M/vertstops 


From  basic  research— basic  progress 


A NEW  MEASURE  OF  ACTIVITl 


IN  EDEMA: 


• shows  greater  oral  effectiveness  than  any  other 
class  of  diuretic  agent 

§ each  25  mg.  hydroDIURIL  orally  is  equivalent 
to  1.6  cc.  meralluride  I.IVI. 

B has  been  reported  to  be  effective  even  in  patients 
who  do  not  respond  satisfactorily  to  other  diuretics 
B has  prompt  onset  of  action  with  diuretic  effectiveness 
maintained  even  on  prolonged  daily  administration 
B low  toxicity— extremely  well  tolerated 
■ often  achieves  the  benefits  of  a low  salt  diet 
without  the  unpleasant  restriction 

Indications;  Hypertension,  congestive  heart  failure  of  all  degrees  of  sever- 
ity, premenstrual  syndrome  (edema),  edema  and  toxemia  of 
pregnancy,  renal  edema— nephrosis,  nephritis;  cirrhosis 
with  ascites,  drug-induced  edema,  and  as  adjunctive  ther- 
apy in  the  management  of  obesity  complicated  by  edema, 
dosage;  In  edema— one  or  two  50  mg.  tablets  of  hydroDIURIL 
once  or  twice  a day. 

In  hypertension— one  or  two  25  mg.  tablets  or  one  50 
mg.  tablet  hydroDIURIL  once  or  twice  a day. 
supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydro- 
chlorothiazide) in  bottles  of  100  and  1,000. 

*HYDR0DIURIL  and  DIURIL  are  trademarks  of  Merck  & Co.,  INC. 

Additional  information  on  HYDRODIURIL  is  available  to  the 
physician  on  request. 

bibliography;  1.  Esch,  A.  F.,  Wilson,  I.  M.  and  Freis,  E.  D. : 3,4-Dihydro- 
chlorothiazide: Clinical  Evaluation  of  a New  Saluretic  Agent. 
Preliminary  Report;  M.  Ann.  District  of  Columbia  28:9, (Jan.) 

1959.  2.  Ford,  R.  V.:  The  Clinical  Pharmacology  of  Hydro- 
chlorothiazide; Southern  Med.  1.52:40, (Jan.)  1959. 3.  Fuchs, 

M.,  Bodi,  T.,  Irie,  S.  and  Moyer,  J.  H.:  Preliminary  Evaluation 
of  Hydrochlorothiazide  (‘HydroDIURIL’);  M.  Rec.  & Ann. 

51 :872,  (Dec.)  1958.  4.  Moyer,  J.  H.,  Fuchs,  M.,  Irie,  S.  and 
Bodi,  T.:  Some  Observations  on  the  Pharmacology  of  Hydro- 
chlorothiazide; Am.  J.  Cardiol.  3:113,  (Jan.)  1959. 


HYDRODIURIL  (HYDROCHLOROTHIAZIDE) 

• highly-active  derivative  of  chlorothiazide 

■ qualitatively  similarto  DIURIL®  but  at  least  10  to  IZtimes  more  potent  by  weight 

■ loss  of  potassium  is  clinically  insignificant  in  the  great  majority  of 


patients  on  normal  diets 


IN  HYPERTENSION: 

■ effective  by  itself  in  some  patients— markedly 
potentiates  other  antihypertensive  agents 

■ provides  background  therapy  to  improve  and 
simplify  the  management  of  all  grades  of 
hypertension 

■ has  been  reported  by  some  investigators  to  have 
a greater  antihypertensive  effect  in  some 
patients  than  chlorothiazide  at  equivalent  dosage 

■ does  not  lower  blood  pressure  in  normotensives 

■ reduces  dosage  requirements  for  other 
antihypertensive  agents,  often  with  concomitant 
reduction  in  their  distressing  side  effects 

■ smooths  out  blood  pressure  fluctuations 

precautions:  It  is  important  that  the  dosage  be  adjusted  as  frequently 
as  the  needs  of  the  individual  patient  demand.  When 
HYDRODIURIL  is  used  with  a ganglion  blocking  agent,  it  is 
mandatory  to  reduce  the  dose  of  the  latter  by  at  least 
50  per  cent,  immediately  upon  adding  HYDRODIURIL  to 
the  regimen. 

HYDRODIURIL  has  shown  no  adverse  effects  on  renal 
function;  for  this  reason  it  may  be  used  with  excellent 
results  even  in  patients  for  whom  the  organomercurials 
are  contraindicated  because  of  renal  damage. 

The  excretion  of  potassium  is  much  lower  than  that  of 
sodium  or  chloride  and.  as  is  the  case  with  DIURIL®,  the 
loss  of  potassium  is  clinically  insignificant  in  the  great 
majority  of  patients  on  normal  diets.  If  indicated,  potassium 
loss  may  easily  be  replaced  by  including  potassium-rich 
foods  in  the  diet  (orange  juice,  bananas,  etc.). 


MERCK  SHARP 

Division  of  Merck  & Co.,  INC. 

© 1959  Merck  & Co.,  INC. 


& D 0 H M E 

Philadelphia  1,  Pa. 
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key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the  _ 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


‘j 


1 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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B.  I.  □. 

ULCER  CONTROL 


all  day 


NEW 


%?■ 


* 


DARICOIM 


oxypheneyelimine  hydrochloride 


patient  comfort 

Natural  Prolonged  Action -The  action  of  daricon,  a more  potent  and  better  tolerated  anticholinergic,  is 
consistently  prolonged  because  it  has  a unique  chemical  structure  and  is  not  dependent  on  “mechanical” 
means  (e.g.,  special  coating,  adsorption  on  ion-exchange  resin). 

In  addition  to  peptic  ulcer,  daricon  is  also  indicated  for  other  gastrointestinal  disorders  characterized  by 
hypersecretion,  hypermotility  and  spasm  (e.g.,  functional  bowel  syndrome,  chronic  nonspecific  ulcerative 
colitis  and  biliary  tract  disease). 

Dosage:  10  mg.  b.i.d.  (morning  and  evening).  Supply:  Tablets,  10  mg.,  white,  scored.  Bottles  of  60  and  500. 

*Trademark 

Science  for  the  world’s  well-being 

EVEN  REFRACTORY  CASES  RESPOND  PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 


24 


S.DJ.O.M.  MAY  1959  - ADV. 


c :> 

cdL 

^yuCU4x4-~ 

.■0- 

|i 

i ■:  i 

Bulk — rough  or  gentle — 
makes  the  '^'Regularity”  diet  work! 


The  Regularity”  Diet 


And  may  we 
suggest  a 
glass  of 
beer  to 
increase  the 
fluid  intake? 


• Fruits  and  vegetables,  raw  or  cooked,  are 
high  in  cellulose.  Oranges  and  apples,  beets  and 
carrots  also  provide  pectin  which  absorbs  more 
fluid  to  form  especially  smooth  bulk. 

Whole  grains  contain  cellulose  and  Vitamin  B 
Complex  as  weU.  Lots  of  liquid  is  important  to 
make  the  cellulose  bulky — about  8 to  10  glasses 
a day.  And  some  of  it  might  be  beer.* 


For  appetite  appeal  your  patient  can  team  apples 
with  dates.  Raisins  or  fresh  cranberries  make  a 
tasty  surprise  in  oatmeal  mufiins. 

When  your  patient  makes  these  bulk- 
producing  foods  appetizing,  he’s  likely  to  in- 
clude them  in  his  regular  diet. 

*An  8-oz.  glass  of  beer  supplies  about  H the  minimum  require- 
ment of  Niacin  as  well  as  smaller  amounts  of  other  B Complex 
vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer — America ’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue.  New  York  17,  N.  Y. 
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To  the  relief  of  musculoskeletal  pain, 

MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 


Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fihromyositis,  osteoarthritis,  low  hack  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

* 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — M ETH  YLPREDN  ISOLON  E,  UPJOHN 
tfiATIO  OF  DESIRED  EFFECTS  TO  UNOESIREO  EFFECTS 

The  Upjohn  Company,  Kalamazoo,  Michigan 


l)p]olm 


NEW 

'flavor-timed'' 
dual-action 
coronary  vasodilator 


lilcopo 

for  ANGINA  PECTORIS 


ORAL  (tablet  swallowed  whole) 
for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

-0.4  mg.  (1/150  grain)-acts  quickly 

Citrus  “flavor-timer” 

— signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

-15  mg.  (1/4  grain)- prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 

(V2  hour  before  meals  and  at  bedtime). 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 


LABORATORIES 

NEW  YORK  10,  N Y 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABCUT  ATARAX* 

— (brand  of  hydroxyzine) 


WORKING  ADULTS 

“e^ecially  well  suited  for 
ambulatory  patients  who  must 
woi4t,  drive  a car,  or  operate 
machinery.”^ 


IN  GENERAL 

ATARAX  is  “effective  in 
contrdltng  tension  and 

anxiety Its  safety  makes 

it  an  excellent  drug  fer 
out-patient  use  in  office 
practice."* 


« w 

• 

* 

• 

K 

P: 

' .f " 

• 

•’ 

1 

9 

• 

0 

9 

/ 

# 

• 

^ • 

• 

. • 

• 

I .• 

..... 

H 

i 

• 

. i 

./ 

'’i 

INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 

tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 

tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 

emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 

In  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 
e.Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATAKAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


NOW 

...  a new  way 
to  relieve  pain 
and  stiffness 
in  muscles 


INOtCATEO  IN; 

MUSCLE  STIEENES8 
LUMBOSACRAL  STRAIN 
SACROILIAC  STRAIN 
WHIPLASH  INJURY 
BURSITIS 
SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 


and  joints 


FIBROMYOSITIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


■ Exhibits  unusual  analgesic  properties,  different  from  those 


of  any  other  drug  ■ Specific  and  superior  in  relief  of  soMAtic  pain 
■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


M-isopropyl‘2'metlnyl-2-propyi-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 

effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep  » 

better  with  Soma  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SOMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  sugar-coated  350  mg.  tablets. 

Literature  and  samples  on  request. 
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WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  4. 
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LEOERLE  LABORATORIES,  a Division  of  AMERICAH  CYANAMID  COMPANY. 
Pearl  River.  New  York 
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THE  MONTH  IN  WASHINGTON-^  ’ 

(Continued  from  Page  14) 

Chairman  Lister  Hill  (D.,  Ala.)  of  the  Sen- 1 
ate  Labor  and  Public  Welfare  Committee  has  ■ 
introduced  legislation  to  carry  out  the  ad-  ' 
visory  group’s  recommendations,  and  called  • , 
for  hearings  on  the  measure,  | 

Meanwhile,  the  National  Academy  of  i 
Sciences  with  the  backing  of  the  Administra- 
tion, has  undertaken  a broad  new  investiga-  ' 
tion  of  the  biological  effects  of  radiation.  : 

* * 

NOTES:  ; 

The  House  overwhelmingly  approved  the  ' 
Keogh-Simpson  measure  to  encourage  retire- 
ment plans  for  the  self-employed.  Sen.  Harry  ! 
F.  Byrd  (D.,  Va.),  chairman  of  the  Senate  Fi- 
nance Committee,  promptly  announced  that  i 
he  would  hold  hearings  on  the  legislation  this 
session.  Last  year,  the  Senate  Finance  Com-  . 
mittee  was  unable  to  hold  hearings  on  the  ^ l] 
measure  since  it  passed  the  House  too , late  ' 
in  the  session. 

* ^ * 

Rep.  Aime  J.  Forand  (D.,  R.L),  admitted 
that  the  future  of  his  bill  to  provide  govern- 
ment medical  and  hospital  care  as  part  of 
social  security  program  is  dark. 

In  a report  to  Congress,  the  American  Med- 
ical Association  noted  “solid  progress”  in  its 
program  to  improve  the  health  care  of  the 
aged.  Dr.  Leonard  W.  Larson,  chairman  of 
AMA’s  Board  of  Trustees,  said  in  a letter  to 
the  House  Ways  and  Means  Committee  that  i 
the  development  of  new  insurance  programs 
and  expansion  of  existing  lower  cost  protect- 
tion  for  the  elderly  are  moving  forward  “even  | 
faster  than  many  of  us  would  have  dared 
hope  only  a few  months  ago.” 

^ ^ 

The  Defense  Department’s  handling  of  the  ‘ 
Medicare  program  providing  treatment  in  ’ 
civilian  hospitals  for  qualified  dependents  of  j 
military  personnel  came  in  for  some  new  con- 
gressional criticism.  In  a report  accompany-  : 
ing  an  emergency  money  measure,  the  House  ! 
Appropriations  Committee  said  it  was  con-  . 
cerned  with  the  “high  costs”  and  believes  j | 
“that  little  or  no  effort  have  been  made  to  t 
obtain  reasonable  rates  for  fees  and  ex-  > ; 
penses.”  ’ j 
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ILOSONE"  assures  a decisive  response 

in  common  bacterial  infections 


Parenteral  potency  — The  graph 
above  shows  that  Ilosone  provides  anti- 
bacterial serum  levels  comparable  to 
those  obtained  with  intramuscular  anti- 
biotic administration. 

Parenteral  certainty — In  more  than 
a thousand  determinations,  in  hundreds 
of  patients  studied,  Ilosone  has  never 
failed  to  provide  significant  antibac- 
terial levels  in  the  serum. 

The  usual  dosage  for  adults  and  chil- 

Ilosone^*  (propionyl  erythromycin  ester,  Lilly) 


dren  over  fifty  pounds  is  250  mg.  every 
six  hours,  but  doses  of  500  mg.  or  more 
may  be  administered  safely  every  six 
hours  in  more  severe  infections.  For 
optimum  elfect,  administer  on  an  empty 
stomach.  Supphed  in  Pulvules  of  250 
mg.  (For  children  under  fifty  pounds, 
a 125-mg.  Pulvule  is  also  available.) 

1.  .\ntibiotic  Med.  & Clin.  Therapy,  5:609,  1958. 

2.  Data  from  Antibiotics  Annual,  p.  269,  1954- 
1955, 
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INVERSION  OF  UTERUS  IMMEDIATELY 
FOLLOWING  DELIVERY* 

R.  C.  Mugan,  M.D. 

Sioux  City,  Iowa 


Acute  inversion  of  the  uterus  is  not  a com- 
mon entity,  it  is  in  fact  considered  as  the 
rarest  accident  encountered  in  pregnancy.  It 
may  also  occur  in  the  non-pregnant,  but  it  is 
more  frequently  seen  in  the  pregnant  woman. 

The  average  practitioner  doing  obstetrics 
may  never  encounter  this  situation  in  his  life- 
time, and  fortunate  he  is,  but  there  can  easily 
be  a tendency  toward  complacency  in  doing 
“routine  obstetrics”  and  we  can  easily  forget 
the  possibility  of  this  catastrophe  occurring 
in  our  patients  and  fail  to  recognize  it.  As  the 
immediate  recognition  of  this  situation  is 
mandatory  for  the  institution  of  proper  treat- 
ment and  more  often  for  preservation  of  the 
life  of  the  mother  it  is  important  that  we  al- 
ways keep  in  mind  the  possibility  of  acute 
inversion  of  the  uterus. 

Inversion  of  the  uterus  refers  to  the  turn- 
ing of  the  uterus  insideout,  it  usually  occurs 
suddenly  and  may  be  complete  or  incomplete. 
In  incomplete  inversion  the  uterus  is  still 
within  the  pelvis,  the  uterine  body  not  pass- 
ing beyond  the  cervix.  In  the  complete  var- 
iety the  uterine  body  projects  through  the 
cervical  ring  into  the  vagina,  the  hemorrhagic 
mass  resembling  a pear  with  its  broad  end 
downward.  Obstetrical  inversion  is  most 
always  of  the  complete  type,  and  almost  al- 
ways occurs  immediately  after  delivery. 

* Presented  at  the  Sioux  Valley  Medical  Meeting, 

February,  1959  — Sioux  City,  Iowa. 


As  to  the  etiology  of  this  condition  the  im- 
portant underlying  cause  is  relaxation  of  the 
uterus  or  uterine  inertia.  There  are  several 
other  factors  which  may  produce  the  acci- 
dent: 

1.  Undue  forceful  expression  of  the  pla- 
centa by  manual  pressure  from  above  on  the 
fundus.  Pressure  on  the  fundus  from  above 
should  never  be  done  by  another  person. 

2.  Traction  on  the  cord  from  below. 

3.  Any  factor  or  condition  favoring  uterine 
inertia  such  as  prolonged  labor,  twins,  or  con- 
stitutional weakness. 

Suffice  it  to  say  that  acute  inversion  occurs 
spontaneously,  usually  without  warning  and 
where  approved  methods  of  treatment  have 
been  performed. 

Symptoms  are  sudden  and  alarming,  con- 
sisting primarily  of  profound  shock  and 
hemorrhage.  When  these  symptoms  occur 
after  delivery,  it  is  now  of  the  utmost  im- 
portance that  the  proper  diagnosis  be  made 
and  this  requires  prompt  and  complete  vag- 
inal and  pelvic  examination. 

The  diagnosis  is  easily  made  if  the  phys- 
ician keeps  in  mind  the  possibility  of  acute 
inversion.  The  bladder  should  be  catheter- 
ized  so  that  a distended  bladder  will  not  be 
mistaken  for  the  fundus  of  the  uterus.  Ab- 
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dominal  examination  reveals  no  palpable 
uterus.  Vaginal  examination  reveals  the  red, 
beefy  bleeding  mass  or  there  may  even  be 
external  protrusion  of  the  inverted  uterus. 

With  these  prefacing  remarks  the  follow- 
ing case  of  acute  inversion  of  the  uterus  im- 
mediately following  delivery  is  presented. 
The  nucleus  of  the  above  remarks  have  been 
extracted  from  GYNECOLOGY  AND  OB- 
STETRICS by  CARL  HENRY  DAVIS,  M.D., 
Volume  I.  Chapter  XIX. 

CASE  PRESENTATION 

This  lady  was  27  years  of  age,  white,  Para 
3,  Gravida  5,  having  had  three  normal  pre- 
vious pregnancies  and  one  premature  de- 
livery, occurring  at  about  26  weeks  gestation. 
The  present  pregnancy  was  the  fifth  in  the 
past  seven  years.  The  first  three  pregnancies 
were  normal  with  uncomplicated  term  de- 
liveries. The  fourth  pregnancy  terminated 
in  a premature  delivery  of  a stillborn  with 
a history  of  mild  recurring  uterine  bleeding 
for  4 weeks  previously.  Her  other  past  his- 
tory had  no  serious  illnesses  and  she  was  con- 
sidered to  be  in  good  health.  There  had  been 
no  prenatal  complications. 

She  was  admitted  to  the  hospital  at  term 
with  irregular  uterine  contractions  from  5 to 
15  minutes  of  a mild  nature.  There  was  a 
head  presentation,  the  cervix  was  partially 
effaced,  soft,  and  was  2-3  cm.  dilated.  Three 
hours  after  admission  the  condition  was  the 
same  so  the  membranes  were  ruptured  arti- 
ficially in.  order  to  facilitate  labor.  Irregular 
type  of  contractions  continued  for  seven 
hours  and  then  the  patient  went  into  regular 
type  of  labor  proceeding  to  complete  dilation 
with  no  complications  and  was  ready  for  de- 
livery approximately  15  hours  after  ad- 
mission. 

Delivery  was  spontaneous,  there  was  no 
instrumentation,  no  general  anesthesia  was 
employed,  a perineal  block  was  done  using 
2%  Xylocaine,  Pitocin  Icc  was  given  to  the 
patient  intramuscularly  upon  delivery  of  the 
infant.  The  placenta  was  expelled  spon- 
taneously approximately  four  minutes  after 
delivery  and  Ergotrate  gr.  1/320  was  given 
intravenously  as  the  placenta  was  being  ex- 
pelled. There  had  been  manual  pressure  on 
the  fundus  but  this  was  stopped  as  the 
placenta  appeared  in  the  vagina.  Placenta 
expulsion  was  of  the  Schultz  type  with  an 


intact  membrane  sac  trailing  behind  the 
placenta  proper.  As  this  sac  was  manually 
grasped  it  became  apparent  that  the  sac  was 
markedly  distended  with  blood.  The  patient, 
who  was  fully  conscious,  suddenly  went  into 
severe  shock.  The  blood  pressure  fell  to 
80/60,  her  skin  became  cold  and  clammy,  the 
pulse  rate  was  about  116  and  feeble  in  quality. 
Her  only  complaint  was  shortness  of  breath. 
This  catastrophic  situation  developed  in  a 
matter  of  seconds.  The  first  impression  was 
that  a severe  hemorrhage  had  developed  or 
possibly  a rupture  of  the  uterus.  Upon  open- 
ing the  blood  engorged  sac  the  inverted 
uterus  was  visible  as  it  had  protruded  outside 
the  vagina.  The  uterus  had  the  appearance  of 
a beefy,  red  “hamburger  like”  mass  and  was 
bleeding  but  not  severely.  It  was  a solid  mass 
and  contracted.  An  immediate  attempt  was 
made  at  manual  reposition  of  the  uterus 
which  was  unsuccessful  as  general  anesthesia 
was  not  available.  Anti-shock  measures  were 
instituted,  Dextran  solution  and  plasma  were 
started  intravenously  and  the  patient  typed 
and  cross-matched  for  blood.  An  anesthetist 
and  another  physician  were  summoned.  Until 
general  anesthesia  could  be  started  the 
uterine  mass  was  held  firmly  in  the  vagina 
by  grasping  it  bi-manually.  This  decreased 
the  amount  of  hemorrhage. 

Under  general  anesthesia  and  with  the  pa- 
tient in  Trendelenberg  position,  the  uterus 
was  reinverted  and  pushed  up  into  the  pelvis 
by  the  use  of  forceful  manual  manipulation 
and  pressure.  This  was  accomplished  about 
forty  minutes  after  the  inversion  occurred. 
The  uterine  cavity  was  then  packed  firmly 
with  4-inch  packing  and  the  vagina'  was  also 
packed.  lOOOcc  of  whole  blood  was  started. 
Her  condition  was  termed  critical  for  about 
12  hours,  and  she  remained  in  a moderate 
degree  of  shock  for  24  hours.  After  36  hours 
the  patient  was  returned  to  the  delivery  room 
and  under  sterile  technique  the  uterine  pack- 
ing was  carefully  removed,  there  was  no  ex- 
cessive bleeding  and  her  further  course  was 
uneventful.  This  lady  was  dismissed  home 
in  good  condition  ten  days  after  delivery. 

In  summary,  may  the  following  points  be 
emphasized. 

1.  Never  get  complacent  about  Obstetrics, 
severe  catastophies  such  as  acute  inversion  of 
the  uterus  do  occur. 

(Continued  on  Page  185) 
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ST.  LOUIS  ENCEPHALITIS  IN 
SOUTH  DAKOTA 
A Case  Report 
R.  C.  Jahraus,  M.D.* 
Pierre,  South  Dakota 


Since  the  identification  of  a separate  and 
distinct  virus  as  the  etiologic  agent  of  the 
encephalitis  epidemics  in  the  St.  Louis  region 
in  1933  and  1937,  St.  Louis  Encephalitis  has 
been  reported  in  small  sporadic  outbreaks  in 
a number  of  states  in  the  central  and  south- 
western United  States.'' 

A review  of  the  literature  and  other  sources 
up  to  this  time^  has  failed  to  reveal  any  re- 
ported cases  in  the  Dakotas  except  for  the 
epidemic  in  North  Dakota  in  1938,  which, 
according  to  Breslick,  Rowe,  and  Lehman, 3 
resembled  the  St.  Louis  type  clinically  but 
not  pathologically.  In  addition  the  serum 
from  only  one  of  the  six  patients,  who  re- 
covered in  their  series  neutralized  the  "Wes- 
tern Equine  Encephalitis  virus. 

Case  Report 

On  September  16,  1956,  a 44  year  old,  white, 
single  male,  grain  elevator  employee  was  ad- 
mitted to  St.  Mary’s  Hospital,  Pierre,  South 
Dakota  with  complaints  of  headache,  fever, 
and  chills  of  five  days  duration.  He  was 
brought  to  the  hospital  by  members  of  his 
family  because  he  had  become  confused  and 
had  developed  tremors  on  the  morning  of  ad- 
mission. 

* From  the  staff  of  St.  Mary’s  Hospital  and  the 

Downtown  Clinic,  Pierre,  South  Dakota. 


Past  history  was  negative  except  for  the 
usual  diseases  as  a child  and  an  acute  upper 
back  strain  some  years  before,  which  still 
bothered  occasionally  on  heavy  lifting. 

The  family  history  was  non-contributory, 
and  the  systemic  review  was  negative.  Later 
questioning  revealed  that  the  patient  had  not 
been  out  of  his  community  for  several  months 
prior  to  the  onset  of  his  illness. 

Physical  examination  revealed  a well  de- 
veloped, well  nourished  white  male,  who  ap- 
peared acutely  ill,  and  manifested  general- 
ized fine  tremors  most  marked  in  the  extrem- 
ities and  facial  muscles.  The  temperature  was 
102.4  degrees  orally,  the  pulse  72  beats  per 
minute,  and  the  respirations  20  per  minute. 

The  head  showed  no  evidence  of  injury. 
The  pupils  were  equal  and  reacted  to  light 
and  accomodation. 

The  ears  and  nose  were  not  remarkable, 
while  the  mouth,  tongue,  and  throat  mani- 
fested only  dehydration. 

The  neck  showed  some  rigidity  but  no 
other  abnormality.  The  lungs  were  normal  to 
percussion,  but  on  auscultation  moist  rales 
were  heard  scattered  throughout  both  lung 
fields.  The  heart  size  was  precussed  within 
normal  limits.  The  heart  rate  was  regular 
and  there  were  no  murmurs. 
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The  abdomen  was  flat  and  soft  with  no  ten- 
derness or  masses  palapble.  A relaxed  left 
external  inguinal  ring  was  noted.  The  liver, 
kindney  and  spleen  were  not  palpable.  The 
bowel  sounds  were  within-normal  limits. 
The  genitalia  were  normal. 

There  were  both  fine  and  coarse  intention 
and  resting  tremors  of  the  muscles  of  the  face, 
upper  and  lower  extremities. 

All  deep  reflexes  were  active  and  equal 
bilaterally.  The  abdominal  reflexes  were  en- 
tirely absent,  and  there  was  a suggestive 
Babinski  on  the  left. 

The  initial  laboratory  work  revealed  Hgb. 
15.5%.,  RBC  5,160,000,  WBC  17,700  with  a 
differential  of  78  PMN’s  and  32  Lymphs.  The 
urinalysis  showed  a specific  gravity  of  1.020. 
Negative  sugar  and  albumin,  and  a negative 
microscopic  examination  except  for  amo- 
phorus  urate  crystals.  The  VDRL  was  non- 
reactive. 

A presumptive  diagnosis  of  central  nervous 
system  irritation  and  Bronchial  pneumonia 
was  made,  and  treatment  consisting  of  anal- 
gesics, sedation,  antibiotics,  and  supplemen- 
tary intravenous  fluids  was  instituted. 

Subsequently,  a lumbar  puncture  and  a 
chest  X-ray  were  performed.  The  spinal  fluid 
was  reported  as  being  clear  with  no  pedicle 
formation,  but  with  a 1 plus  globulin  reaction. 
There  were  67  cells  per  cu.  mm.,  which  were 
predominently  of  the  mononuclear  type.  The 
culture  was  sterile,  and  the  VDRL  and  Kol- 
mer  non-reactive.  The  chest  X-ray  was  re- 
ported as  having  more  than  average  general 
feathery  shadows  in  both  lung  fields,  par- 
ticularly the  right  lower  parahilar  area. 

Although  the  temperature  gradually  began 
to  fall,  becoming  normal  on  September  21, 
1956,  the  mental  confusion  increased  for  the 
first  few  days  requiring  restraints  and  bed 
side  rails.  The  patient’s  speech  became  in- 
coherent due,  probably,  to  both  the  mental 
confusion,  and  the  marked  tremors  of  the 
facial  muscles. 

The  inital  improvement  of  all  the  neuro- 
muscular signs  coincided  with  the  resupmtion 
of  a normal  temperature.  From  this  time  on, 
he  manifested  continued  gradual  improve- 
ment. The  mental  confusion,  however,  seemed 
to  disappear  more  rapidly  than  the  tremor 
and  weakness  of  the  extremities. 

The  patient  was  discharged  from  the  hos- 


pital on  October  2,  1956.  At  this  time  his 
mental  processes  were  felt  to  be  about  nor- 
mal, but  he  still  required  the  use  of  a cane  in 
order  to  be  able  to  move  about  comfortably. 

A neurological  examination  on  discharge 
from  the  hospital  revealed  the  deep  tendon 
reflexes  to  be  active  and  equal  bilaterally  al- 
though there  was  some  hesitation  on  initiat- 
ing the  walking  motion  with  his  left  leg.  The 
abdominal  reflexes  were  bilaterally  brisk, 
and  no  Babinski  signs  were  elicited. 

On  October  9,  1956,  seven  days  after  dis- 
charge, the  patient  was  readmitted  because  of 
episodes  of  nervousness  and  melancholy,  and 
a fear  of  being  left  alone.  The  physical  and 
neurological  examination  were  essentially  the 
same  as  upon  discharge. 

A repeat  lumbar  puncture  revealed  clear 
fluid  with  the  occurence  of  a fibrin  net  on 
standing.  There  were  7 cells  per  cu.  mm.  and 
the  globulin  was  3-|-.  The  colloidal  gold 
curve  was  negative  as  were  the  direct  smear, 
culture,  and  guinea  pig  innoculation  for  acid 
fast  rods. 

With  the  use  of  sedation,  and  continued  re- 
assurance that  the  symptoms  were  late  mani- 
festations of  the  disease,  the  patient  improved 
and  was  discharged  on  October  13,  1956  to 
complete  his  convalescence  at  home. 

Approximately  8 weeks  after  his  second 
hospital  discharge,  he  manifested  complete 
recovery.  He  was  seen  again  17  months  after 
the  onset  of  the  encephalitis,  for  a routine 
physical  examination.  At  that  time  no  se- 
quelae attributable  to  the  encephalitis  could 
be  found. 

During  the  course  of  the  illness  and  con- 
valescence three  blood  samples  were  drawn 
and  sent  to  the  Virus  and  Ricketsial  Labora- 
tory of  the  Communicable  Disease  Center  at 
Montgomery,  Alabama  for  virus  studies.  A 
titer  of  these  sera  against  the  virus  of  St. 
Louis  Encephalitis  was  as  follows:  Serum  #1 
was  1:8,  Serum  #2  was  1:6,  and  Serum  #3  was 
1:32. 

During  the  month  of  September  1956, 
according  to  the  records  of  the  South  Dakota 
State  Department  of  Health,  another  blood 
serum  from  a patient  living  approximately 
sixty  miles  to  the  north  of  the  home  of  the 
subject  of  this  paper,  and  also  along  the  Mis- 
souri river,  gave  a significantly  positive  titer 
against  the  virus  of  St.  Louis  Encephalitis. 

(Continued  on  Page  200) 
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FLUID  AND  ELECTROLYTE  BALANCE  IN 
THE  SURGICAL  PATIENT 
By 

Lloyd  D.  MacLean,  M.D.,  Ph.D.* 
Minneapolis,  Minnesota 


INTRODUCTION 

Many  procedures  which  are  commonplace 
in  present  day  surgery  would  not  have  been 
successful,  nor  perhaps  even  attempted,  had 
it  not  been  for  the  concomitant  development 
of  an  extensive  body  of  information  pertain- 
ing to  the  support  of  physiological  needs  of 
patients  following  surgery  and  other  forms  of 
trauma.  The  early  steps  in  this  field  were 
taken  by  pediatricians,  notably  Gamble,  who 
investigated  fluid  and  electrolyte  losses  from 
the  body  in  abnormal  states  and  the  chemical 
alterations  which  these  losses  produced  on 
the  composition  of  body  fluids.  These  altera- 
tions mainly  concerned  sodium  chloride  and 
bicarbonate.  Darrow  first  clearly  described 
the  importance  of  derangements  of  intra- 
cellular composition.  The  losses  of  potassium 
characteristically  seen  in  infantile  diarrhea 
are  also  of  importance  in  many  surgical 
states. 

Another  aspect  of  the  development  of  basic 
knowledge  which  is  now  applicable  to  the 
patient  following  major  surgery  is  the  newer 
understanding  of  those  metabolic  effects 

From  the  Surgical  Service,  Ancker  Hospital,  St. 
Paul  and  the  Department  of  Surgery,  University 
of  Minnesota,  Minneapolis  14,  Minnesota. 

Presented  to  the  South  Dakota  Chapter  of  the 
American  College  of  Surgeons,  January  17,  1959. 
• Markle  Scholar  in  Medical  Sciences. 


which  accompany  all  major  traumatic  in- 
cidents to  which  the  human  body  may  be  sub- 
jected. The  need  of  the  postoperative  patient 
for  some  substance  is  far  greater,  the  toler- 
ance for  others  is  less.  The  problem  has 
become  more  complicated  than  the  simple 
calculation  of  requirements  from  the  differ- 
ence between  what  goes  into  the  body  and 
what  comes  out.^ 

GENERAL  PRINCIPLES 

1.  One  must  meet  needs  and  losses  that 
have  occurred  and  are  occurring. 

2.  One  must  take  into  account  the  physi- 
ological characteristics  of  the  postopera- 
tive patient.  These  changes  include: 

a.  Negative  nitrogen  balance. 

There  is  an  increased  output  of  nitro- 
gen in  the  urine  and  a relative  inabil- 
ity of  the  organism  to  utilize  exogen- 
ous amino  acids  for  the  synthesis  of 
structural  body  proteins. 

b.  Sodium  and  chloride  are  withheld 
from  the  urine  and  in  the  immediate 
postoperative  phase  urinary  concen- 
trations of  these  two  ions  may  drop  to 
almost  zero  even  when  the  amounts 
given  are  greater  than  normally  neces- 
sary for  daily  replacement. 2 

c.  Urinary  potassium  concentrations  on 
the  other  hand  are  relatively  elevated. 
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Potassium  balance  becomes  negative 
and  that  this  potassium  diuresis  is  not 
entirely  the  result  of  tissue  break- 
down can  be  proved  by  demonstrating 
that  the  potassium  to  nitrogen  ratio 
in  the  urine  is  greater  than  that  which 
characterizes  the  interior  of  the  cell. 2 

d.  The  postoperative  patient  is  frequent- 
ly oliguric  even  in  the  absence  of  pre- 
ceding shock. 

e.  Postoperative  patients  have  an  intol- 
erance to  water.  Their  diuretic  re- 
sponse to  water  load  is  impaired  so 
that  they  excrete  excess  water  slug- 
gishly. 

f.  Plasma  levels  of  sodium  and  chloride 
are  commonly  reduced  even  though 
these  ions  are  rigorously  withheld 
from  the  urine.  This  is  due  primarily 
to  dilution  but  also  a movement  of 
sodium  into  the  cell  accompanied  by 
a loss  of  potassium  from  the  cell. 2 

REQUIREMENTS  OF  SURGICAL 
PATIENTS 

The  requirements  of  surgical  patients 
should  be  designed  to  meet  the  following 
routine  losses: 

1.  Insensible  loss.  Six  hundred  to  1000  cc. 
is  the  usual  24  hour  volume  loss  in  the 
adult  but  may  be  much  greater  during 
prolonged  anesthesia  or  with  fever.  The 
factor  of  insensible  loss  is  not  only  var- 
iable but  highly  unpredictable,  and  the 
ignorance  of  this  quantity  is  the  basic 
reason  for  the  value  of  the  body  weight 
in  assessing  states  of  hydration.3  It  is  for 
this  reason  that  surgical  patients  should 
be  weighed  daily  on  a balance  accurate 
to  0.1  kilogram. 

2.  A urine  output  of  1000  to  1500  milliliters 
per  day  should  be  anticipated. 

3.  Sodium  losses  can  be  extremely  low  in 
the  postoperative  patient  who  does  not 
sweat  and  has  no  extra-renal  losses. 
However,  the  plasma  values  of  sodium 
and  chloride  regularly  drop  and  it  is 
necessary  to  replace  to  some  extent  the 
loss  of  sodium  into  the  cell. 

4.  Potassium  is  not  conserved  and  30-40 
milliequivalents  is  lost  in  the  urine  reg- 
ularly by  patients  who  receive  no  re- 
placement by  mouth  or  the  parenteral 
route  in  the  early  postoperative  phase. 


Therefore,  2-3  grams  of  potassium  per 
day  is  required  for  routine  maintenance 
but  should  be  begun  only  after  known  ' 
adequate  urine  output  is  established.  In 
almost  all  situations  relating  to  the  sur- 
gical patient,  one  can  replace  losses  using 
a solution  of  dextrose  5%  in  water  and 
adding  appropriate  amounts  of  sodium 
chloride  or  potassium  chloride.  Very  oc- 
casionally, it  is  necessary  to  use  sodium 
lactate  or  bicarbonate.  This  exception 
will  be  outlined  below. 

5.  Abnormal  losses  should  be  replaced  with 
a fluid  of  approximately  the  composition 
of  the  loss  occurring.  Average  values  for 
typical  losses  is  illustrated  in  Table  I. 
Since  nasogastric  suction  following  sur- 
gery is  frequently  a mixed  loss  each  liter 
of  this  may  be  conveniently  replaced 
with  a liter  of  isotonic  sodium  chloride 
with  added  potassium  chloride  in  most 
instances  and  in  the  presence  of  normal  ^ 
renal  function.  It  will  be  noted  that  bile 
and  pancreatic  juice  have  very  high  so- 
dium contents.  Both  bile  and  pancreatic 
juice  is  lost  when  nasogastric  suction  is 
instituted  particularly  if  the  tube  is 
placed  in  the  duodenum.  More  precise 
management  demands  the  measurement 
of  ionic  concentrations  in  the  abnormal 
loss. 

CLINICAL  DISTURBANCES  OF  FLUIDS 

AND  ELECTROLYTE  BALANCE 

1.  Disturbances  of  acid  base  balance. 

Clinical  disturbances  of  acid  base  bal- 
ance may  be  either  metabolic  or  respira- 
tory in  type.  Whereas  in  the  past,  meta- 
bolic disturbances  were  considered  to  be 
vastly  more  frequent,  the  recent  growth 
of  thoracic  surgery  and  the  more  inten- 
sive study  of  inhalation  anesthesia  have 
served  to  emphasize  the  comparative  fre- 
quency with  which  respiratory  distur- 
bances of  acid  base  regulation  actually 
occur  in  surgical  patients.  In  most  in- 
stitutions a measurement  approximating 
the  plasma  bicarbonate  such  as  carbon 
dioxide  combining  power  is  used  for 
clinical  purposes  and  this  is  perfectly 
sufficient  in  that  in  most  instances  the 
clinical  information  obviously  points  to 
a disturbance  which  is  primarily  of 
metabolic  or  respiratory  origin  (Figure 
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TABLE  I.  VALUES  FOR  CONTENT  OF  SODIUM,  POTASSIUM  AND  CHLORIDE  IN  GASTRO- 
INTESTINAL TRACT  LOSSES  (Millequivalents  per  Liter)* 


No 

K 

Cl 

Gastric 

Average 

59.0 

9.3 

89.0 

(Fasting) 

Range 

6.0-157 

0.5-65.0 

13.2-167.2 

130  specimens 

2/3  Cases 

31.0-90.0 

4.3-12.0 

52-124 

Small  bowel 

Average 

104.9 

5.1 

98.9 

(Miller-Abbot  suction) 

Range 

20.1-157.0 

1.0-11.0 

43.0-156.1 

89  specimens 

2/3  Cases 

72-128 

3.5-  6.8 

69-127 

Ileum 

Average 

116.7 

5.0 

105.8 

(Miller-Abbot  suction) 

Range 

82-147 

2.3-8.0 

60.7-137.0 

17  specimens 

2/3  Cases 

91-140 

3.0-7.5 

82-125 

7 patients 

Ileostomy 

Average 

129.5 

16.2 

109.7 

(Recent) 

Range 

92-146 

3.8-98.0 

66-136 

25  specicens 

2/3  Cases 

112-142 

4.5-14.0 

93-122 

7 patients 

Cecostomy 

Average - 

79.6 

20.6 

48.2 

20  specimens 

Range 

45-135 

3.7-47.3 

18-88.5 

9 patients 

2/3  Cases 

48-116 

11.1-28.3 

35-70 

Bile 

Average i 

145.3 

5.2 

9.99 

22  specimens 

Range 

122-164 

3.2-9.7 

77-127 

12  patients 

2/3  Cases — 

134-156 

3.9-6.3 

83-110 

Pancreas 

Average 

141.1 

4.6 

76.6 

3 patients 

Range 

113-153 

26-7.4 

54.1-95.2 

* From  Randall,  H.  T.:  Water  and  Electrolyte  Balance  in  Surgery.  S.  Clin.  North  America  32:457,  1952. 


TABLE  II 

ALTERATIONS  OF  BICARBONATE  TO 
CARBONIC  ACID  RATIOS  IN  ACID-BASE 

DISTURBANCES 

ph  = pK  + log  BHCO3  = M 
H0CO3  1 

Uncompensated  Compensated 


Metabolic  Alkalosis 

40 

40 

1 

2 

Metabolic  Acidosis 

10 

10 

1 

0.5 

Respiratory  Alkalosis 

20 

10 

0.5 

0.5 

Respiratory  Acidosis 

20 

40 

2 

2 

II).  Occasionally,  however  the  situation 
is  not  clinically  obvious  and  a complete 
acid  base  picture  must  be  obtained  by 
direct  measurement  of  the  pH.  The  pH 
maintained  by  the  buffering  system  of 
the  plasma  is  related  to  the  bicarbonate 
of  the  blood  and  the  dissolved  carbon 
dioxide  or  carbonic  acid.  These  are  re- 
lated in  the  Henderson-Hasselbalch 
equation  (Table  II).  The  bicarbonate  of 
the  plasma  can  be  altered  by  changing 
the  rate  of  renal  excretion  and  the  car- 


bonic acid  concentration  depends  on  the 
rate  at  which  carbon  dioxide  is  removed 
by  the  lungs.  The  lungs  and  kidneys  are 
the  organs  primarily  responsible  for  the 
preservation  of  the  normal  pH  in  the  face 
of  circumstances  tending  to  disturb  it. 
In  deviations  of  a primary  metabolic 
nature,  the  initial  effect  is  on  the  bicar- 
bonate which  is  decreased  in  acidosis  and 
increased  in  alkalosis.  The  respiratory 
apparatus  responds  to  compensate  for 
this  abnormality  and  there  is  a shift  of 
carbonate  acid  in  the  same  direction  so 
that  the  ratio  of  bicarbonate  to  carbonic 
acid  which  is  normally  20:1  is  minimally 
altered.  Respiration  is  therefore  accel- 
erated in  acidosis  and  depressed  in  al- 
kalosis. In  disturbances  of  a primary 
respiratory  nature  the  initial  effect  in- 
volves the  carbonic  acid.  Compensations 
must  be  made  by  the  kidneys  which  re- 
tain or  excrete  bicarbonate.  The  kidneys 
retain  bicarbonate  when  carbonic  acid 
has  been  inadequately  removed  by  the 
lungs  and  excrete  the  excess  of  bicar- 
bonate to  compensate  for  the  alkalosis 
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which  follows  hyperventilation.  There- 
fore, the  final  bicarbonate  value,  which 
is  the  most  commonly  used  index  for 
acid  base  disturbances,  is  elevated  in 
metabolic  alkalosis  and  respiratory  aci- 
dosis and  depressed  in  respiratory  alka- 
losis and  metabolic  acidosis.  As  can  be 
seen  from  Table  II  the  carbon  dioxide 
combining  power  is  elevated  in  both 
metabolic  alkalosis  and  respiratory  aci- 
dosis. In  the  latter  this  is  a compen- 
satory mechanism. 

a.  Hypochloremic  Alkalosis. 

Metabolic  alkalosis  is  most  frequently 
seen  in  surgical  patients  as  a result  of 
loss  of  large  amounts  of  gastric  secre- 
tion, a material  which  has  high  chlor- 
ide content  with  relatively  low  con- 
centrations of  sodium.  It  is  ordinarily 
lost  either  through  vomiting  or  con- 
tinuous inlying  gastric  suction.  Al- 
kalosis can  develop  in  as  brief  a time 
as  24  hours  in  the  face  of  total  diver- 
sion of  gastrict  contents.  The  situa- 
tion can  be  corrected  by  the  adminis- 
tration of  chloride  ion  in  the  form  of 
sodium  chloride  and  acid  salts  are 
rarely  indicated. 

b.  Hypokalemic  Alkalosis. 

A more  complicated  situation  leading 
to  metabolic  alkalosis  is  that  asso- 
ciated with  potassium  deficiency.  It  is 
most  frequently  recognized  under  cir- 
cumstances in  which  repeated  admin- 
istration of  sodium  chloride  or  even 
ammonium  chloride  results  in  no  alle- 
viation of  metabolic  alkalosis.  The  in- 
creased extracellular  bicarbonate 
under  these  circumstances  is  related 
to  the  high  intracellular  sodium  which 
results  from  the  movement  of  the 
latter  ion  into  the  cell  as  a mechanism 
for  replacing  the  lost  intracellular  ca- 
tion. A persistent  hypochloremic 
alkalosis  which  is  typical  of  the  situa- 
tion can  be  reversed  only  by  the  ad- 
ministration of  potassium  ion  As  a 
potassium  deficiency  develops,  the 
exchange  of  hydrogen  ions  and  pot- 
assium ions  at  the  kidney  cannot  take 
place.  Therefore,  one  gets  an  acid 
urine  with  aggravation  of  the  alkal- 
osis. The  diagnosis  is  usually  made 


merely  by  the  presence  of  refractory 
alkalosis,  that  is,  alkalosis  which  is 
refractory  to  the  administration  of  so- 
dium chloride.  The  characteristic  elec- 
trocardiographic findings  are  pro- 
longation of  the  QT  interval,  depres- 
sion of  the  RST  segment,  and  event- 
ually inverted  T waves.  Serum  levels 
of  potassium  are  usually  low  although 
they  need  not  always  be.  The  manage- 
ment of  a patient  following  surgery 
who  developed  refractory  alkalosis 
which  eventually  responded  to  potas- 
sium administration  is  ilustrated  in 
Table  III.  The  patient  did  not  receive 
parenteral  potassium  therapy  until 
the  fifth  postoperative  day.  Chemical 
determinations  in  the  blood  done  on 
the  fourth  postoperative  day  revealed 
a carbon  dioxide  combining  power  of 
40  milliequivalents  per  liter,  chloride 
82,  and  serum  potassium  of  2.9  millie- 
quivalents per  liter.  Following  ad- 
ministration of  18  grams  of  potassium 
chloride  in  one  24  hour  period  the  car- 
bon dioxide  combining  power  re- 
turned to  30  milliequivalents  per  liter. 

c.  Metabolic  Acidosis. 

Acidosis  of  metabolic  origin  is  fre- 
quently seen  following  the  loss  from 
the  body  of  secretions  possessing  high 
sodium  concentration.  A typical  case 
is  that  of  a pancreatic  fistula.  Pan- 
creatic juice  which  possesses  a sodium 
concentration  comparable  to  that  of 
plasma  but  very  little  chloride  is  al- 
most an  isotonic  solution  of  sodium 
bicarbonate.  Diversion  of  this  solu- 
tion from  a normal  path  of  being  se- 
creted and  reabsorbed  from  the  in- 
testine results  very  rapidly  in  pro- 
found acidosis  with  low  sodium,  low 
bicarbonate  values.  Reversal  of  the 
blood  electrolyte  picture  in  these 
situations  cannot  be  accomplished  or- 
dinarily with  sodium  chloride  but  the 
use  of  sodium  solutions  with  labile  or 
metabolizable  anions  such  as  sodium 
lactate  or  sodium  bicarbonate  is  re- 
quired. Another  example  of  metabolic 
acidosis  is  that  which  accompanies 
uremia  with  accumulation  of  phos- 
phate, sulphate,  and  organic  acids. 
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TABLE  III 

METABOLIC  ALKALOSIS 


Diagnosis:  Duodenal  Ulcer  - Perforated. 
Operation:  Simple  Closure. 

Postoperative  Day 


1 

2 

3 

4 

5 

6 

Intake 

D5W 

2500  ml 

3000  ml 

3000  ml 

3500  ml 

3500  ml 

3500  ml 

Sodium 

4.5  gm 

9 gm 

18  gm 

18  gm 

9 gm 

9 gm 

Potassium 

0 

0 

0 

0 

18  gm 

12  gm 

Output 

Urine 

1500 

800 

1450 

1200 

1750 

1200 

Gastric 

750 

950 

1250 

1150 

950 

650 

Insensible 

1000 

1000 

1000 

1000 

1000 

1000 

Totals 

3250  cc 

2750  cc 

3700  cc 

3350  cc 

3700  cc 

2850  cc 

BUN 

17 

15 

12 

COo 

32 

40 

30 

Cl 

85 

82 

97 

Na 

132 

140 

140 

K 

3.9 

2.9 

3.8 

Another  is  a picture  which  results 
from  excessive  reabsorption  of  chlor- 
ide from  the  intestine  following  sur- 
gical procedures  in  which  the  ureters 
are  transplanted  into  the  intestinal 
tract. 

d.  Respiratory  Acidosis. 

Respiratory  acidosis  is  becoming 
recognized  especially  with  thoracic 
surgical  procedures.  It  is  important  to 
recognize  that  the  administration  of 
oxygen  to  individuals  with  respiratory 
impairment  resulting  from  pulmonary 
disease  or  inadequate  pulmonary 
tissue  or  impairment  of  motor  res- 
piratory activity  can  maintain  oxygen 
saturation  of  the  blood  but  may  not 
achieve  adequate  removal  of  carbon 
dioxide.  This  may  pre-dispose  to  car- 
diac arrhythmia  and  cardiac  arrest. 

2.  Disturbance  of  fluid  volume. 

Fluid  volume  is  very  sensitively  regu- 
lated in  the  normal  individual  and  is 
readily  subject  to  distortion  when  the 
oral  intake  or  the  effect  of  thirst  is  re- 
moved and  when  renal  regulations  of 
fluid  volume  may  be  impaired.  If  a pa- 
tient is  admitted  to  the  hospital  and  has 
been  vomiting  or  has  suffered  other 
fluid  losses  it  must  be  remembered  that 
if  he  has  not  been  drinking,  water  loss 


almost  invariably  exceeds  electrolyte 
loss  so  that  it  is  best  to  begin  hydration 
with  solutions  which  are  dilute  with 
respect  to  ionic  constituents.  Subsequent 
blood  chemical  determinations  frequent- 
ly reveal  the  presence  of  electrolyte  defi- 
cit as  a more  normal  state  of  hydration 
is  approached.  The  opposite  situation, 
edema  in  association  with  surgery,  was 
frequently  seen  in  earlier  days  when 
physiological  saline  was  used  routinely 
as  a hydrating  solution.  In  this  situation, 
as  with  dehydration,  the  serum  levels  of 
ions  do  not  give  any  index  of  the  overall 
excess  of  evtracellular  electrolytes  which 
may  be  present.  The  familiar  clinical 
signs  of  pulmonary  edema  and  peri- 
pheral edema  are  of  the  greatest  import- 
ance and  serial  body  weight  determina- 
tions will  demonstrate  insipient  fluid  re- 
tention long  before  clinical  edema  is  ap- 
parent. 

a.  Water  intoxication. 

Following  major  operations,  the  so- 
dium concentration  of  plasma  tends  to 
drop,  despite  the  fact  that  sodium  bal- 
ance inclines  to  be  positive.  This  situa- 
tion results  from  an  intolerance  of  the 
postoperative  patient  to  administered 
water  with  subsequent  dilution  and 
also  from  factors  having  to  do  with 
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translocation  of  the  sodium  ion  pos- 
sibly into  other  reservoirs  which  are 
at  present  poorly  understood.  Al- 
though this  frequent  depression  of  so- 
dium concentration  is  not  ordinarily 
accompanied  by  symptoms  it  occasion- 
ally is  severe  enough  to  cause  pro- 
found functional  disturbances.  Most 
outstandingly  these  are  in  association 
with  the  central  nervous  system  and 
is  the  result  probably  of  an  intracel- 
lular shift  of  water.  The  signs  are 
stupor,  irrationality,  neuromuscular 
phenomena  and  sometimes  convul- 
sions.^ This  phenomenon  has  been 
particularly  observed  following  the 
operation  of  valvuloplasty  for  mitral 
stenosis.  It  is  also  seen  frequently  in 
patients  on  a low  salt  diet  undergoing 
any  form  of  surgery  and  in  patients 
who  receive  dextrose  in  water  without 
electrolytes  for  a period  of  48  hours 
following  surgery.  Rigorous  limita- 
tion of  fluid  administration  during 
and  after  surgery  in  these  people  is 
imperative.  This  is  best  treated  by 
giving  concentrated  salt  solutions 
starting  with  500  milliliters  of  3%  so- 
dium chloride.  An  illustrative  case  is 
outlined  in  Table  IV.  Large  quantities 
of  salt-free  fluid  was  given  to  a pa- 
tient who  had  been  on  a low-salt  diet. 
The  patient  responded  to  hypertonic 
saline. 

b.  Hypernatremia. 

The  opposite  situation,  that  is  a con- 
centration of  sodium  in  the  extra- 
cellular spaces  is  encountered  occas- 
ionally in  certain  types  of  central  ner- 
vous system  damage  which  specific- 
ally affects  the  hypothalmus  and  the 
frontal  lobes.  Another  cause  results 
from  certain  types  of  damage  to  the 
kidney.  This  was  first  described  in 
connection  with  sulphathiazole  poison- 
ing and  it  is  now  recognized  that  it 
can  follow  almost  any  type  of  acute 
renal  damage  and  as  more  and  more 
cases  are  studied  it  would  appear  that 
a transient  hypernatremia  of  mild  de- 
gree is  a rather  common  part  of  the 
sequence  of  recovery  from  acute  renal 
injury.  The  underlying  mechanism 


TABLE  IV 

WATER  INTOXICATION 

Patient:  E.  L.  Age  71 
Diagnosis:  H.C.V.D. 

Cancer  Cecum. 

Treatment:  Previous  Low 

Salt  Diet.  Colectomy. 

Day  of 
Surgery 

Weight  55  Kgm 

Intake  3000  D5W 

Output 

Urine  600 

Seizure  Evening  of  First  Day. 

BUN 
COo 
Cl 
Na 
K 

appears  and  the  clinical  signs  are  due 
to  a movement  of  water  from  the  in- 
tracellular to  the  extracellular  com- 
partment in  response  to  the  elevation 
of  the  serum  sodium.  The  cells  of  the 
central  nervous  system  are  particu- 
larly sensitive  and  the  signs  which  re- 
sult are  those  of  profound  stupor,  cen- 
tral nervous  system  depression,  hyper- 
pyrexia, and  occasionally  athetoid 
and  choreaform  movements  of  the  ex- 
tremities. Whenever  this  is  encoun- 
tered, complete  avoidance  of  paren- 
teral salt  administration  must  be  en- 
forced with  administration  of  large 
amounts  of  salt  free  glucose  solution 
given  rapidly.5 

c.  Acute  renal  failure. 

Acute  renal  shut-down  is  occasionally 
seen  as  a complication  of  surgery  and 
it  is  a situation  that  every  surgeon 
must  be  prepared  to  meet.  The  exact- 
ing nature  of  the  problem  reminds  one 
that  in  most  situations  gross  discrep- 
ancies from  the  ideal  fluid  and  elec- 
trolyte management  are  compensated 
for  by  the  kidney  whose  regulatory 
powers  are  normally  able  to  correct 
the  errors  of  the  clinician.  In  the  ab- 
sence of  renal  function,  however,  fluid 
therapy  must  be  extraordinarily  pre- 
cise for  every  measure  that  is  taken 
is  reflected  in  the  actual  composition 
of  the  interior  of  the  body.  The  main 
stay  of  treatment  in  the  majority  of 
patients  with  acute  renal  insufficiency 
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is  cautious,  quantitative  fluid  manage- 
ment. In  the  usual  situation  both  so- 
dium and  chloride  in  the  extracellular 
fluid  is  low.  The  main  reason  for  this 
is  that  no  matter  how  early  the  con- 
dition is  recognized,  the  patient  will 
have  been  given  or  have  ingested 
water  which  has  not  been  excreted. 
Consequently,  a certain  amount  of  the 
overhydration  exists  from  the  start. 
Fluid  administration  must  be  limited 
to  that  which  is  required  or  replaced 
in  insensible  losses.  In  addition  to 
accurate  recording  of  intake  and  out- 
put, daily  determinations  of  body 
weight  is  absolutely  necessary  be- 
cause of  the  great  variation  in  insen- 
sible water  loss  among  individuals. 
It  will  be  found  by  such  measure- 
ments that  most  of  these  patients 
should  be  given  only  about  500-750  cc 
of  fluid  daily  to  replace  their  water 
losses.  If  tubes  or  fistulae  are  present, 
the  loss  through  these  channels  must 
be  added  to  this  figure.  One  of  the 
greatest  dangers  of  acute  renal  failure 
is  elevation  of  the  serum  potassium. 
A persistent  increase  in  serum  pot- 
assium level  over  7 milliequivalents 
per  liter  must  be  specifically  dealt 
with  and  to  date  the  only  effective 
mechanism  for  doing  this  is  perfusion 
with  an  artificial  dializer.  It  is  import- 
ant that  a patient  with  anuria  avoid 
blood  transfusions,  if  possible,  because 
of  the  high  potassium  content  of  stored 
blood  and  also  to  make  sure  that  anti- 
biotics such  as  penicillin  are  not  given 
as  a potassium  salt. 

SUMMARY  AND  CONCLUSIONS 

A brief  summary  has  been  made  of  the  pre- 
dominant abnormalities  of  fluid  and  electro- 
lyte balance  that  are  encountered  in  surgical 
practice.  To  avoid  these  abnormalities  or  to 
correct  them  after  they  have  occurred,  one 
must  obey  certain  general  principles.  The 
losses  which  have  occurred  and  are  occurring 
must  be  replaced  and  one  must  take  into  ac- 
count the  physiological  characteristics  of  the 
postoperative  patient.  These  include  nega- 
tive nitrogen  balance,  sodium  and  chloride 
retention,  potissium  diuresis,  oliguria,  and  in- 
tolerance to  a water  load.  Specific  syndromes 


involving  abnormalities  of  acid  base  balance 
and  of  fluid  volume  are  outlined  and  the 
treatment  of  choice  of  each  described. 
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INVERSION  OF  UTERUS  IMMEDIATELY 
FOLLOWING  DELIVERY— 

(Continued  from  Page  176) 

2.  Do  not  allow  an  attendant  or  assistant  to 
forcefully  push  on  the  fundus  in  order  to  ex- 
press the  placenta. 

3.  Never  use  the  umbilical  cord  as  a means 
for  undue  traction  to  “pull  out”  the  placenta. 

4.  If  sudden  severe  shock  develops  after  de- 
livery, you  must  examine  the  patient  properly 
and  thoroughly  including  vaginal  and  pelvic 
examination. 

5.  Acute  inversion  of  the  uterus  is  an  emer- 
gency. Examine,  diagnose  and  institute  im- 
dediate  treatment  for  shock,  hemorrhage  and 
uterine  reposition. 

6.  The  best  treatment  is  prophylaxis. 

POST-GRAD  OB  COURSE  IN  OCTOBER 

The  Woman’s  Hospital  Division  of  St. 
Luke’s  Hospital  in  New  York  City  offers  one 
week  course  in  “The  Conduct  of  Labor  and 
Delivery.”  This  is  for  general  practitioners 
and  thirty  hours  Category  I Credit  is  allowed 
by  the  American  Academy  of  General  Prac- 
tice. 

The  course  consists  of  lectures,  demonstra- 
tions, work  in  the  Prenatal  and  Postpartum 
Clinics  and  assistance  in  the  Delivery  Room. 
Enrollment  is  limited  as  to  numbers.  If  in- 
terested, please  write  to  Mr.  Carl  P.  Wright, 
Jr.,  Director,  Woman’s  Hospital,  141  West 
109th  Street,  New  York  City  for  prospectus 
and  details.  The  time  of  the  course  is  October 
8 through  October  14,  1959.  Enrollment  will 
close  on  September  15,  1959. 
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SOME  ASPECTS  IN  THE  CARE  OF 
OTITIS  MEDIA* 

Martin  J.  Ryan,  M.D. 

Sioux  City,  Iowa 


On  being  invited  to  address  the  Sioux  Val- 
ley Conference,  I chose  the  subject  of  middle 
ear  infection  for  the  following  reasons.  For 
some  time  I have  had  a growing  dissatisfac- 
tion and  a deepening  conviction  that  all  was 
not  well  in  the  treatment  of  this  disease. 

Too  often  I feel  permanent  sequelae  result 
that  could  have  been  prevented,  or  at  least 
modified  substantially.  These  range  from 
simple  drum  thickening  and  impairment  of 
drum  motility  with  hearing  decrease,  through 
the  varying  degrees  of  more  severe  con- 
ditions. The  too  frequently  seen  picture  of  a 
chronic  discharge  with  drum  destruction  and 
grave  middle  ear  pathology  and  associated 
deafness  is  probably  the  most  dismal  result. 

There  are  many  reasons  for  this,  and  it  is 
my  thought  that  consideration  of  some  of 
these  may  be  profitable. 

Chief  among  these  is  the  fact  that  middle 
ear  infections  present  many  difficulties  in 
treatment  and  require  hard  painstaking  effort 
more  often  than  not  under  disagreeable  cir- 
cumstances. 

The  majority  of  these  occur  in  the  younger 
age  groups.  The  child  is  often  ill,  fretful,  and 
fearful  of  exploration  in  the  sensitive  ex- 
ternal canal.  Added  to  the  presence  of  a 

* Presented  at  the  Sioux  Valley  Medical  Meeting 

February,  1959  — Sioux  City,  Iowa. 


squirming,  resisting  child  is  usually  the  exist- 
ance  of  canal  debris  — wax  — pulsating  dis- 
charge — canal  swelling,  etc.  This  com- 
bination renders  difficult  a satisfactory  ex- 
posure of  the  ear  drum  which  is  the  only 
site  that  provides  an  adequate  appraisal  of 
the  condition.  It  might  also  be  added  that  ex- 
ternal canals  are  not  standardized  and  vary 
widely  in  size  and  conformation. 

The  middle  ear  cavity  is  thus  very  often 
quite  inaccessible  to  view,  and  at  times  even 
the  best  possible  exposure  affords  only  a peek 
at  the  drum,  or  small  window  to  a much  larger 
irregular  shaped  cavity.  Much  of  this  space 
under  the  most  optimum  of  circumstances 
cannot  be  viewed  through  the  drum  aper- 
ture. It  is  situated  deeply  in  the  temporal 
bone  and  is  partly  occupied  by  varied  'delicate 
motile  structures  vital  of  course  to  proper 
function.  Thus  a fixed  glance  through  a 
small  window  will  similarly  not  reveal  all 
areas  inside  a large  space. 

Good  exposure,  however,  is  of  extreme  im- 
portance, as  in  most  other  comparable  sur- 
gical exposures.  So  that  despite  the  difficul- 
ties named,  the  effort  to  obtain  it  must  be 
made. 

This  may  require  cajolery  — persuasion  — 
sternness  or  even  actual  force,  but  it  must 
be  done  if  a diagnosis,  and  the  character  and 
severity  of  the  condition  be  understood 
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properly.  A consultation  of  this  sort,  at  the 
tag  end  of  a long,  trying  and  busy  day,  can 
often  seem  almost  appalling,  but  there  seems 
to  be  no  other  solution,  but  to  exert  every  re- 
source in  overcoming  it.  It  seems  to  me  that 
to  accept  patients  for  treatment  of  this  sort, 
demands  that  the  foregoing  difficulties  be 
recognized  and  surmounted.  There  is  still  an 
unwritten  contract  between  doctor  and  pa- 
tient that  requires  his  best  efforts,  and  I am 
sure  that  anyone  here  confronted  by  the 
slightest  implication  otherwise  would  bristle 
indignantly. 

At  this  point  now,  lest  the  picture  seem 
hopeless,  let  me  hasten  to  state  that  it  is  far 
from  that,  and  that  the  present  available 
treatment  facilities  are  excellent  an  if  ap- 
plied assiduously,  will  achieve  end  results 
that  are  most  gratifying  for  every  one  con- 
cerned 

On  the  initial  examination,  the  extent  of 
the  condition  should  be  determined,  if  pos- 
sible. Thus  a differentiation  between  acute 
catarrhal  redness  or  that  of  a bulging  drum 
requiring  paracentesis  is  arrived  at.  If  per- 
foration with  discharge  is  present,  the  site 
and  character  of  the  perforation  is  noted,  as 
well  as  the  character  of  the  discharge  and 
the  accompanying  clinical  systemic  picture. 
This  phase  is  generally  well  understood  and 
usually  handled  reasonably  well.  At  this 
point,  therapy  from  then  on  consists  in  ade- 
quate antibiotic  and  chemotherapeutic  meas- 
ures to  combat  the  bacterial  process.  Here  a 
word  of  caution  may  be  worthwhile.  I feel 
it  is  good  to  supply  adequate  dosage  and  to 
maintain  it  until  all  signs  of  bacterial  activity 
have  subsided  and  a dry  ear  obtained. 

Periodic,  careful  cleaning  of  the  canal 
should  be  carried  out  in  order  to  inspect  the 
progress  of  the  diseased  condition  and  its 
response  to  the  therapy  instituted.  Actually, 
this  cleaning  supplements  to  a great  degree, 
the  progress  of  the  infection  by  improving 
drainage. 

There  is  a state,  particularly  in  infections, 
characterized  by  large  perforations  in  which 
the  different  local  antibiotic  preparations,  the 
sulfa  preparations,  plus  the  steroid  group, 
are  helpful.  These  may  be  utilized  as  ear 
drops,  atomized  mist  insufflations  or  in  micro- 
crystalline powder  forms,  as  is  indicated  by 
the  judgment  of  the  therapist.  Most  of  the 


foregoing  again  is  well  understood  and 
probably  commonly  handled  very  well  with 
the  possible  exception  of  a careful  initial  sur- 
vey and  diagnosis. 

Mention  previously  has  been  made  of  the 
choice  of  intial  anti-biotics.  I prefer  penicillin 
and  usually  my  custom  is  to  prescribe  a com- 
bination of  penicillin  with  streptomycin- 
dihydrostrystomycin  by  injection,  plus  an 
oral  dosage  of  one  of  the  sulfa  preparations. 
Should  it  become  quickly  obvious  that  the 
organism  is  resistant  to  this  regime,  it  is 
necessary  to  immediately  employ  other  forms 
of  the  many  choices  available. 

Most  acute  processes  will  respond  to  these 
measures,  or  sundry  variations  thereof,  but 
if  not,  culture  and  sensitivity  tests  are  util- 
ized. 

Theoretically,  these  tests  will  provide  more 
exact  treatment  schedules,  but  they  are  cer- 
tainly not  practical  in  the  greater  number  of 
cases,  due  to  the  absence  of  facilities,  the  ex- 
pense factor,  and  so  forth.  I do  not  wish  to 
decry  in  any  way  their  very  real  worth  in 
selected  cases,  and  often  employ  them.  How- 
ever, I am  confident  that  they  cannot  be  used 
routinely  in  the  usual  private  practice,  and 
sometimes  wonder  if  they  are  thus  used  even 
in  the  large  medical  centers. 

It  is  also  not  to  uncommon  for  conflicting 
reports  to  be  had  from  the  same  patient  cul- 
ture, by  different  laboratories,  and  I do  not 
feel  that  they  represent  quite  the  high  per- 
centage accuracy  level  that  our  bacteriologist 
friends  might  have  us  believe. 

Toward  the  end  of  the  acute  infectious  pro- 
cess is  the  time  in  which  I feel  careful  study 
of  the  condition  and  attention  and  installa- 
tion of  measures  designed  to  minimize  func- 
tional effects,  particularly  in  relation  to  nor- 
mal hearing  are  most  helpful. 

Possibly  here  it  would  be  well  to  mention 
a few  of  the  measures  which  if  used  will  pro- 
mote a dry  cavity,  restoration  of  drum  motil- 
ity, prevention  of  ossicular  adhesions,  good 
aereation  of  the  middle  ear  cavity  and  thus  a 
closer  approach  to  a normally  functioning 
ear  with  resultant  unimpaired  hearing. 

Every  possible  attempt  to  further  closure 
of  a perforation  should  be  carried  out,  al- 
though I am  frank  to  confess  that  the  dif- 
ferent bridging  efforts  to  aid  such  closure 
by  use  of  various  membranes,  in  my  hands 
(Continued  on  Page  198) 
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NEUROLOGICAL  LOCALIZATION 
AND  DIAGNOSIS  OF 
CEREBROVASCULAR  ACCIDENTS* 
by 

Harold  A Ladwig,  M.D. 

Assistant  Professor,  Neurology  & Psychiatry 
Creighton  University  School  of  Medicine 
Omaha,  Nebr. 


Statisticians  continue  to  remind  us  that 
cerebrovascular  disorders  are  among  the  lead- 
ing causes  of  deaths.  Pathologists  agree  that 
we  are  as  old  as  our  vascular  system.  When 
one  considers  that  the  span  of  life  has  been 
increased  from  50  years  at  the  turn  of  the 
century  to  69  years  in  1956,  then  one  realizes 
the  potential  frequency  of  cerebrovascular 
disorders.  In  the  mid-western  states  of  Iowa, 
Nebraska,  South  Dakota,  Minnesota  and 
Kansas,  this  is  particularly  true;  for  the  life 
expectancy  in  these  states  is  one  to  four  years 
greater  than  in  most  other  states  in  the  union. 

Vascular  disorders  of  the  central  nervous 
system  include  those  diseases  in  which  the 
normal  functioning  of  the  nervous  system  is 
impaired  by  a failure  of  circulation  to  all 
or  part  of  the  brain,  resulting  in  transient  or 
permanent  symptomatology.  Diseases  of  the 
heart,  which  may  result  in  altered  cerebral 
circulation,  include  any  disease  process  which 
diminishes  cardiac  output  and  consequently 
diminishes  cerebral  blood  flow.  This  may 
produce  transient  or  permanent  symptoms. 
This  is  seen  with  Stokes-Adams  syndrome, 

* Portions  of  this  paper  were  presented  before  the 
sixty-third  annual  meeting  of  the  Sioux  Valley 
Medical  Association,  February  25,  1959,  Sioux 
City,  Iowa. 


vasomotor  syncope,  orthostatic  hypotension, 
aortic  stenosis,  and  cardiac  arrest.  Altered 
cerebral  circulation,  secondary  to  diseases  of 
blood  vessels,  may  also  account  for  vascular 
disorders.  These  include  narrowing  or  occlu- 
sion of  the  artery,  embolim  of  the  cerebral 
vessels,  and  alteration  of  the  strength  of  the 
blood  vessel  wall,  as  may  be  seen  in  the  pa- 
tient with  a congenital  aneurysm  or  the  hy- 
pertensive patient  with  arteriosclerosis. 

In  reviewing  the  anatomy  of  the  cerebral 
blood  supply,  one  recalls  there  are  four  main 
arteries  which  furnish  the  blood  supply  to 
the  brain  — two  internal  carotid  and  two 
vertebral  arteries.  Since  the  vertebral  ar- 
teries unite  to  become  one,  the  number  of 
main  arteries  may  be  considered  as  three. 
The  common  carotid  arteries  arise  from  the 
innominate -artery  on  the  right,  and  from  the 
arch  of  the  aorta  on  the  left;  at  the  level  of 
the  thyroid  cartilage  each  divides  into  the 
external  and  internal  carotid  arteries.  The 
internal  carotid  artery  continues  its  upward 
course  through  the  petrous  portion  of  the 
temporal  bone  and  on  through  the  cavernous 
sinus.  As  it  emerges  from  the  sinus,  it  gives 
off  the  ophthalmic  artery  and  soon  thereafter 
the  posterior  communicating  artery.  This 
runs  posteriorly  to  meet  the  posterior  cere- 
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bral  artery  of  the  same  side.  The  internal 
carotid  artery  continues  upward  and  divides 
into  the  anterior  and  middle  cerebral  arteries. 
The  anterior  cerebral  arteries  on  the  two 
sides  are  connected  by  the  anterior  commun- 
icating arteries  which  complete  the  Circle  of 
Willis  anteriorly.  The  posterior  cerebral  ves- 
sels which  arise  from  the  vertebral  artery 
complete  the  Circle  of  Willis  posteriorly. 

The  etiology  of  non-traumatic  cerebrovas- 
cular accidents  varies,  however,  the  differen- 
tial diagnosis  is  vital  for  prompt,  possibly  life- 
saving, treatment  must  be  initiated  early.'' 
Cerebral  embolism  is  seen  in  the  young  or 
middle-aged  group.  The  onset  of  symptoms 
is  sudden  and  the  maximum  deficiency  is 
present  early.  Patients  have  no  prodromal 
symptoms,  other  than  a mild  headache.  Past 
history  will  frequently  include  some  type  of 
cardiac  disturbance  such  as  rheumatic  heart 
disease,  cardiac  irregularities,  or  a recent 
myocardial  infaraction.  The  patient  exhibits 
no  nuchal  rigidity.  His  sensorium  is  usually 
clear  unless  cerebral  edema  is  present.  The 
blood  pressure  is  normal.  The  eye  grounds 
show  no  evidence  of  hemorrhage;  the  retinal 
vessels  may  appear  normal  or  evidence  of 
emboli  may  be  found.  The  optic  discs  appear 
normal.  Spinal  fluid  pressure  is  within  nor- 
mal range  and  is  clear.  Hemorrhage  accounts 
for  approximately  10-15%  of  all  cerebrovas- 
cular accidents.  This  may  be  of  subarachnoid 
origin  as  a result  of  a rupture  of  a coribenital 
aneurysm  of  the  Circle  of  Willis.  This  type  of 
bleeding  is  usually  seen  in  the  young  or 
middle-aged.  The  onset  is  sudden  and  the  pro- 
gression is  usually  rapid.  The  patient  ex- 
periences a severe  sub-occipital  headache  and 
there  is  marked  nuchal  rigidity.  Sensorium 
is  altered  with  drowsiness  or  coma  present. 
The  patient’s  blood  pressure  is  usually  nor- 
mal early.  Funduscopic  examination  may 
show  hemorrhages  in  the  subhyaloid  area. 
The  vessels  appear  normal  and  the  optic  discs 
may  be  normal  or  choked.  Spinal  fluid  pres- 
sure is  increased  and  the  color  will  be  pink  to 
grossly  bloody.  X-rays  of  the  skull  reveal  no 
abnormality.  A cerebral  angiogram,  will 
usually  visualize  the  aneurysm  present. 
Hemorrhage  of  intracerebral  origin  occurs  in 
the  middle  and  older  age  groups.  The  onset 
again  is  of  sudden  nature  and  progression  is 
rapid.  The  patient  complains  of  a severe 


headache,  frequently  on  the  side  of  the 
hemorrhage.  Nuchal  rigidity  is  absent,  and 
present  only  after  the  bleeding  ruptures  into 
the  subarachnoid  space.  The  patient’s  sen- 
soritim  is  altered,  with  drowsiness  progress- 
ing to  coma.  The  blood  pressure  is  elevated 
in  50%  of  the  patients.  Funduscopic  exam- 
ination may  show  hypertensive  changes,  in- 
cluding Grade  III  retinopathy,  with  perivas- 
cular hemorrhages  and  exudates.  The  optic 
discs  may  appear  normal  or  papilledema  may 
be  present.  Spinal  fluid  pressure  is  increased, 
the  color  is  from  pink  to  grossly  bloody  fluid. 
Skull  x-rays  may  show  a shift  of  the  pineal 
gland  from  the  side  of  the  hemorrhage.  An- 
giographic studies  reveal  a shift  of  the  blood 
vessels  as  a result  of  the  hemorrhage  and/or 
edema.  Cerebral  thromboses  continue  to  ac- 
count for  80-85%  of  all  cerebrovascular  dis- 
orders. These  are  seen  in  the  ipiddle  and 
older  age  groups.  The  onset  is  gradual  or 
rapid,  and  progression  is  usually  gradual.  The 
patient  may  experience  no  headache  and 
there  is  no  nuchal  rigidity  present.  The  pa- 
tient’s sensorium  may  be  unaffected.  The 
blood  pressure  is  normal  or  slightly  elevated. 
Funduscopic  examination  shows  evidence  of 
arteriosclerosis;  however,  no  hemorrhages  are 
present.  The  optic  discs  are  normal  in  ap- 
pearance. The  spinal  fluid  pressure  is  nor- 
mal and  the  fluid  is  clear.  Skull  x-rays  reveal 
no  pathological  changes  and  the  cerebral 
angiogram  many  be  diagnostic. 

Recent  clinical  and  pathological  studies  re- 
veal that  the  thrombus  frequently  is  not  a 
static  condition  involving  the  vessel  but  may 
be  or  a progressive  nature.  This  type  of  pro- 
gressive arterial  occlusion  may  involve  major 
vessels  such  as  the  internal  carotid  artery  or 
the  basilar  artery.  Such  a progressive  type  of 
thrombosis  of  the  internal  carotid  artery  may 
prove  to  be  one  of  the  major  causes  of  cere- 
brovascular disorders.  Clinicians  and  path- 
ologists previously  have  failed  to  appreciate 
this  condition.  This  error  of  oversight  may 
have  been  due  to  the  fact  that  the  cervical 
portion  of  this  artery  lies  in  the  so-called 
“no  man’s  land”  of  pathology.  It  is  in  an  area 
between  general  pathology  and  neuro- 
pathology; consequently,  it’s  examination  at 
autopsy  is  frequently  neglected. 

For  more  than  a century  and  a half,  liga- 
tion of  the  carotid  vessels  has  been  performed 
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for  the  treatment  of  cerebral  aneurysm  and 
for  uncontrollable  bleeding  from  these  ves- 
sels. Neurological  complications  occurred 
with  variable  frequency  and  were  not  un- 
expected. Thrombosis  of  the  carotid  artery 
due  to  trauma  or  to  a gunshot  wound  or  sec- 
ondary to  focal  infection  or  a neoplasm  has 
been  reported.  However,  recognition  that 
spontaneous  occlusion  of  the  carotid  vessels 
may  take  place  as  a result  of  local  arterial 
disease  was  delayed  for  many  years.  Chiari,^ 
in  1905,  reported  that  emboli  can  break  away 
from  thrombus  material  lying  in  the  carotid 
sinus  and  cause  apoplexy.  He  observed 
thrombi  deposited  on  atherosclerotic  plaques 
in  the  carotid  sinus  of  seven  cases  in  a series 
of  400  consecutive  autopsies.  The  carotid  ar- 
tery was  completely  blocked  in  only  one  case. 
On  examination  of  patients  with  hemiplegia, 
Hunt^  found  the  absence  of  carotid  pulsations 
in  four  of  twenty  patients.  As  a result,  he 
suggested  a more  thorough  study  of  the  caro- 
tid artery  at  the  time  of  autopsy.  Full  credit 
for  bringing  the  problem  to  the  attention  of 
clinicians  is  due  to  the  work  of  Egaz  Moniz. 
In  1927,  Egaz  Moniz^  introduced  cerebral 
angiography  and,  in  1937,  reported  four  cases 
of  non-traumatic  thrombosis  of  the  internal 
carotid  artery,  the  diagnosis  of  which  was 
made  by  arteriography. 5 Numerous  reports 
are  to  be  found  in  the  literature  of  spontan- 
eous thrombosis  of  the  carotid  artery.  As  of 
1951,  a total  of  107  cases  were  reported  in 
the  literature.®-^  ^ The  reported  age  incidence 
of  the  disorder  varied  from  7 to  the  middle 
60’s;  the  great  majority  of  the  patients  were 
between  35  and  55  years  old.  The  ratio  of 
males  to  females  indicates  that  males  are 
affected  predominantly,  the  ratio  being  8 to  1. 

The  symptoms  and  signs  of  thrombosis  of 
the  carotid  artery  have  not  been  identical  in 
all  cases  nor  has  there  been  any  consistency 
in  the  temporal  sequence  of  the  patient’s 
complaints.  The  most  common  symptom  en- 
countered is  some  degree  of  motor  distur- 
bances. The  weakness  may  occur  first  in 
the  hand  and  forearm  and  then  spread  to  in- 
volve the  leg.  The  upper  and  lower  extrem- 
ities may  be  involved  simultaneously.  Asso- 
ciated with  the  hemiplegia  there  may  be  im- 
pairment of  the  state  of  consciousness, 
urinary  incontinence,  or  extreme  restlessness 
of  the  patient.  Prior  to  the  onset  of  the 


paralysis  the  patient  may  have  fleeting  prod- 
romal attacks  of  numbness,  tingling,  speech- 
lessness, unilateral  blindness,  or  dizziness. 
Fisher  12  cited  a patient  whose  history  was 
that  of  one  hundred  attacks  of  dizziness  and 
speechlessness  which  occurred  over  a period 
of  eight  months  prior  to  the  onset  of  his  hemi- 
plegia. The  sensory  disturbances  may  include 
either  the  upper  or  lower  extremities.  A fre- 
quent complaint  is  that  of  headache.  The 
pain  may  be  localized  to  the  side  of  the  throm- 
bosis but  is  usually  of  a generalized  nature. 
The  patient  may  complain  of  various  head 
noises  such  as  a throbbing  sensation,  roaring 
in  the  head,  or  the  “tick-tock”  of  a watch. 
Disturbances  of  speech  were  present  in  about 
60  per  cent  of  the  cases.  All  degrees  of  aphasia 
have  occurred,  but  in  many  cases  severe 
motor  and  senory  aphasia  were  present.  The 
patients  may  have  convulsions  of  either  a 
focal  or  diffuse  type  to  hearld  the  onset  of 
this  condition.  The  visual  complaints  of  the 
patient  are  variable.  He  may  complain  of 
episodes  of  transient  blindness  of  one  eye  or 
may  have  loss  of  one-half  of  his  visual  field 
associated  with  a homonymous  hemianopsia. 
Psychiatric  symptoms  are  commonly  present; 
anxiety  or  many  neurotic  symptoms  may  be 
found.  In  other  patients,  the  picture  is  one  of 
depression  associated  with  marked  mental 
deterioration. 

The  clinical  course  of  this  illness  follows 
one  of  these  definite  patterns.  The  first  pat- 
tern is  that  of  a sudden  apoplexic  onset  in 
which  the  patient  may  have,  without  warn- 
ing, a hemiplegia  associated  with  headache, 
disturbances  of  consciousness,  urinary  incon- 
tinence, aphasia,  and  senory  derangement. 
The  second  group  includes  those  patients  who 
have  transient  attacks  characterized  by  a sud- 
den onset  of  symptoms  which  last  for  a -few 
minutes  to  an  hour,  following  which  the 
symptoms  clear  either  suddenly  or  gradually. 
Some  residual  symptoms  may  persist  until 
the  subsequent  attack,  which  may  occur  days, 
weeks,  or  months  later.  Frequently  such  a 
series  of  transient  attacks  is  terminated  by 
a stroke-like  picture  with  hemiplegia,  aphasia, 
and  sensory  disturbances.  The  term  “stut- 
tering” has  been  used  to  describe  this  type  of 
clinical  course  — repeated  transient  attacks. 
The  third  type  of  clinical  picture  is  that  of  a 
slowly  progressive  course.  This  picture 


— 190  — 


MAY  1959 


closely  resembles  that  encountered  with 
brain  tumors  in  which  the  clinical  course  of 
the  patient  is  one  of  a slow  but  gradual  pro- 
gression of  the  patient’s  illness. 

Case  No.  1 

The  following  case  history  illustrates  the 
apoplectic  type  of  onset.  This  74  year  old 
white  woman  was  admitted  to  the  hospital  on 
1-13-56,  in  a comatose  state.  She  had  been  a 
known  hypertensive.  The  history  obtained 
from  the  patient’s  daughter  revealed  that  on 
1-7-56,  the  patient  had  experienced  slight 
weakness  of  the  right  arm.  This  weakness 
cleared,  and  in  the  morning  of  admission  she 
was  found  unconscious  in  bed.  Neurological 
examination  at  the  time  of  admission  re- 
vealed a semi-conscious  patient.  The  blood 
pressure  was  240  mm.  Hg.  systolic,  and  120 
diastolic.  There  was  evidence  of  a right  facial 
paralysis  of  a central  type,  and  a right  hemi- 
plegia. The  patient’s  coma  became  more  pro- 
found during  the  following  twenty-four  hours 
and  she  expired  thirty  hours  after  admission. 
Autopsy  examination  showed  evidence  of 
cerebral  arteriosclerosis.  A thrombus  was 
found  occluding  the  left  middle  cerebral  ar- 
tery at  the  site  of  origin  of  the  posterior  com- 
municating vessel.  This  thrombus  was  of 
sufficient  size  to  prevent  the  circulation  of 
the  embalming  fluid  to  the  left  cerebral 
hemisphere.  There  was  marked  softening  of 
the  left  cerebral  hemisphere. 

Case  No.  2 

This  57  year  old  white  man  was  admitted  to 
the  hospital  on  March  30,  1954,  with  the  chief 
complaint  of  intermittent  paralysis  of  the  left 
forearm  and  hand.  The  patient  was  a painter 
and  had  been  a known  hypertensive  for  many 
years.  In  November  of  1953,  there  was  a sud- 
den onset  of  partial  paralysis  of  the  left  hand. 
The  paralysis  abated  but  was  followed  in  two 
weeks  by  a second  attack.  At  the  onset  of  the 
second  attack,  the  patient  was  attempting  to 
pick  up  his  telephone,  at  which  time  his  left 
forearm  and  hand  suddenly  went  dead.  The 
use  of  the  forearm  returned  later  that  same 
day.  During  the  following  weeks  the  patient 
experienced  several  attacks  of  numbness  of 
the  fourth  and  fifth  fingers  of  his  left  hand. 
These  were  of  intermittent  nature,  but  the 
numbness  became  constant  in  December  of 
1953.  The  patient  also  had  noted  that  on 
attempting  to  look  upward  he  would  black 


out.  Two  weeks  prior  to  the  time  of  his  ad- 
mission he  experienced  a Jacksonian  seizure 
involving  his  left  forearm  and  hand.  This  was 
followed  by  four  similar  attacks  prior  to  his 
entrance  to  the  hospital.  Neurological  exam- 
ination at  time  of  admission  revealed  a very 
lethargic  white  male  who  was  moderately 
confused.  Examination  of  the  cranial  nerves 
revealed  a paralysis  of  the  left  corner  of  the 
mouth  as  well  as  paralysis  of  the  left  upper 
trapezius  muscle.  The  patient  had  marked 
difficulty  with  phonation.  There  was  diminu- 
tion of  sensation  on  the  entire  left  side.  The 
muscles  of  the  left  extremities  were  spastic, 
and  hyperactive  deep  tendon  reflexes  were 
elicited  on  this  side.  A positive  Hoffmann 
was  found  in  the  left  upper  extremity  and 
positive  Chaddock  and  Babinski  toe  signs 
were  present  on  the  left. 

Laboratory  data;  X-rays  of  the  chest  were 
normal;  blood  count  revealed  4.21  million  ery- 
throcytes and  12,500  leukocytes,  per  cu.  mm. 
and  hemoglobin  12.8  gm.  per  100  cc.;  non- 
protein nitrogen,  43  mg.  per  cent;  urea  nitro- 
gen, 25.2  mg.  per  cent;  sereological  tests  for 
syphilis,  negative;  urinalysis  revealed  a 
specific  gravity  of  1.020  pH  4.5,  albumin  one 
plus,  sugar  none,  9-12  pus  cells  and  15-20 
erythrocytes  per  high-power  field. 

A spinal  tap  was  performed  which  revealed 
normal  dynamics.  Total  protein  of  the  spinal 
fluid  was  36  mg.  per  cent  and  there  were 
three  red  blood  cells;  the  spinal  fluid  sereo- 
logy  was  negative. 

During  the  patient’s  course  in  the  hospital 
he  experienced  several  Jacksonian  seizures  of 
the  paralyzed  left  upper  extremity.  He  be- 
came progressively  worse.  His  pulse  rate  in- 
creased and  difficulty  with  respiration  de- 
veloped. He  expired  on  April  13,  1954,  the 
14th  day  of  hospitalization. 

The  most  significant  finding  at  time  of 
autopsy  was  that  of  an  atherosclerotic  ulcera- 
tion at  the  bifurcation  of  the  right  carotid 
artery  with  thrombosis  of  the  right  internal 
carotid  artery  extending  into  its  petrous  por- 
tion. There  were  focal  areas  of  softening  of 
the  brain  found  most  extensively  in  the  right 
frontal  lobe,  with  areas  of  paravascular 
demyelinization.  The  basal  ganglia  of  the 
right  side  revealed  a loss  of  cellular  structure 
accompanied  by  swelling  of  neurons.  There 
was  hypertrophy  of  the  myocardium  asso- 
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ciated  with  evidence  of  an  old  myocardial  in- 
farct of  the  left  myocardium.  This  patient 
represents  the  “stuttering”  type  of  onset  of 
thrombosis  of  the  internal  carotid  artery  . 

The  diagnosis  of  occlusion  of  the  internal 
carotid  artery  may  be  made  by  palpating  for 
the  pulse  of  the  internal  carotid  artery.  Pul- 
sations in  the  neck  below  the  hyothyroid  in- 
terspace are  caused  exclusively  by  the  com- 
mon carotid  but  pulsations  above  this  level 
cannot  be  differentiated  because  of  the  jux- 
taposition of  the  internal  and  external  carotid 
arteries  In  the  pharynx,  however,  one  can 
palpate  the  pulsations  of  the  internal  carotid 
artery  in  people  who  are  able  to  inhibit  the 
gag  reflex.  Dunning  13  recommends  the  fol- 
lowing technique:  The  patient  is  placed  in  a 
supine  position  and  requested  to  breathe 
through  the  mouth.  The  examining  physician, 
wearing  a rubber  glove  moistened  with  water 
in  order  to  minimize  the  friction  which  would 
initiate  the  gag  reflex,  gently  palpates  the 
posterior  wall  of  the  pharynx  with  the  fore- 
finger and  slowly  draws  the  finger  laterally 
as  far  as  the  pharyngopalatine  muscle.  When 
this  muscle  is  relaxed,  distinct  pulsations  of 
the  artery  may  be  palpated.  The  artery  may 
be  more  readily  felt  if  the  thumb  of  the  other 
hand  is  utilized  for  external  pressure  in  the 
carotid  fossa. 

The  electroencephalogram  of  the  patient  re- 
veals slowing  of  the  cortical  areas  on  the  side 
of  the  occlusion.  This  slowing,  however,  can- 
not be  differentiated  from  that  which  is  seen 
with  a deep  seated  tumor.  The  cerebral  an- 
giogram of  the  patient  may  reveal  one  of  the 
following  patterns:  (1)  There  may  be  conical 
narrowing  of  the  dye  before  it  stops,  resulting 
in  a visualization  of  a stump  or  short  segment 
of  the  internal  carotid  artery;  (2)  There  may 
be  a failure  to  fill  the  internal  carotid  artery 
and  a defect  or  defects  in  the  column  of  dye 
produced  by  the  thrombus  extending  from 
the  common  carotid  artery;  (3)  retrograde 
flow  of  the  dye  into  the  common  carotid  ar- 
tery, and,  on  the  right  side,  the  flow  of  the 
dye  through  the  innominate  artery  into  the 
vertebral  artery,  resulting  in  a vertebral  an- 
giogram; (4)  irregularities  in  diameter  of  the 
vessels  and  narrowing  of  the  vessels;  (5)  fail- 
ure on  repeated  attempts  to  produce  any 
filling  of  the  internal  carotid  artery;  (6)  fail- 
ure in  repeated  attempts  to  produce  any 
filling  of  the  internal  carotid  artery  beyond 


the  carotid  siphon. 

No  single  etiological  factor  has  been  deter- 
mined. The  commonest  etiology  reported  in 
the  literature  is  atherosclerosis.  In  this  re- 
gard, atherosclerosis  has  been  described  as 
involving  the  carotid  sinus  and  was  described 
by  Chiari2  and  Keele’^  as  occurring  in  the 
teens  and  early  20’s.  Thromboangiitis  oblit- 
erans® has  been  associated  with  thrombosis 
of  the  internal  carotid  artery.  Other  etiolog- 
ical factors  recorded  in  the  literature  include 
retrograde  thrombosis  from  an  intracranial 
aneurysm,  and  syphilis.  Polycythemia  and 
periarteritis  nodosa  have  been  mentioned  as 
possible  etiologies.® 

Both  of  the  two  cases  presented  were  asso- 
ciated with  atherosclerotic  changes  of  the 
carotid  vessels. 

Other  cerebral  arteries  may  be  involved 
with  both  thrombotic  and  embolic  vascular 
disease,  and  specific  syndromes  have  been 
associated  with  the  various  arteries.  Syn- 
dromes associated  with  the  middle  cerebral 
artery  are  similar  to  those  found  with  the 
internal  carotid  artery.  The  tell-tale  sign  of 
occlusion  of  the  internal  carotid  artery  is 
monocular  blindness  and  as  a result  of  in- 
volvement of  the  opthalmic  artery  which 
arises  from  the  internal  carotid,  thus  differen- 
tiating it  from  the  remainder  of  the  symp- 
tomatology one  may  associate  with  the 
middle  cerebral  artery. 

Anterior  Cerebral  Artery 

No  specific  syndrome  has  been  clearly  de- 
fined for  this  particular  artery;  however,  one 
may  see  parlysis  and  cortical  hypesthesia  of 
the  opposite  lower  extremity  as  a result  of 
loss  of  blood  supply  of  the  motor  and  sensory 
areas  on  the  medical  aspect  of  the  cortex.  One 
may  also  see  associated  mental  changes  such 
as  dementia,  apraxia  of  the  upper  extremity, 
grasping  and  sucking  reflexes,  as  well  as  in- 
continence of  bowel  and  bladder. 

Posterior  Cerebral  Artery 

Occlusion  of  the  superficial  branches  of  the 
artery  will  result  in  a hemianoptic  field  de- 
fect involving  the  opposite  field  of  vision, 
vision.  When  the  dominant  hemisphere  is  in- 
volved, ataxia  and  mental  changes  (often 
temporary)  may  be  associated.  Occlusion  of 
the  deeper  branches  of  the  posterior  cerebral 
will  involve  the  deeper  structures  of  the  brain 
in  the  region  of  the  thalamus  and  posterior 
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portion  of  the  internal  capsule.  This  may 
result  in  a mild  contra-lateral  hemiparesis 
and  hemihypesthesia  of  a temporary  nature, 
and  also  a hemianoptic  field  defect.  The  pa- 
tient’s only  residual  following  the  acute  at- 
tack may  be  the  presence  of  a post-thalamic 
syndrome  with  spontaneous  pains  arising  in 
the  opposite  extremities. 

Posterior  Inferior  Cerebellar  Artery 

Occlusion  of  this  vessel  involves  the  blood 
supply  of  the  lateral  medullary  area,  result- 
ing in  the  classical  symptoms  described  by 
Wallenberg.  The  syndrome  of  the  posterior 
inferior  cerebellar  artery  is  characterized  by 
vertigo,  nausea,  vomiting,  dysphagia,  ipsi- 
lateral  cerebellar  ataxia,  and  Horner’s  Syn- 
drome. A contralateral  loss  of  pain  and 
temperature  sensation  is  found  on  the  trunk 
and  extremities,  and  a homolateral  loss  of 
pain  and  temperature  sensation  on  the  face. 
Occlusion  of  both  posterior  inferior  cere- 
bellar arteries  or  one  abnormally  large  pos- 
terior inferior  cerebellar  artery  may  result  in 
a basilar  artery  syndrome. 

Basilar  Artery 

The  basilar  artery  not  only  supplies  the 
pontine  area  but  also  the  territory  of  the 
posterior  cerebral  artery.  The  classical  find- 
ings of  brain  stem  involvement  as  a result  of 
basilar  artery  occlusion  are  bilateral  pyram- 
idal tract  signs  combined  with  unilateral  or 
bilateral  cranial  nerve  palsies.  This  may  in- 
volve any  of  the  cranial  nerves  from  III  to  XL 
The  clinical  picture  may  be  one  of  weakness 
or  paralysis  of  all  four  extremities,  with  hy- 
peractive deep  tendon  reflexes  and  bilateral 
Babinski  signs.  Cranial  nerve  symptoma- 
tology including  dysarthria,  dysphagia,  dip- 
lopia, numbness  of  the  face,  and  weakness  of 
the  massater  muscles  may  accompany.  On 
occasion  the  patient  may  have  a unilateral  or 
bilateral  deafness.  Visual  symptoms  may  be 
transient  or  permanent  in  nature,  including 
visual  field  defects  or  blindness.  In  addition, 
the  patient  may  experience  some  vertigo, 
ataxia,  alteration  of  sensation  of  the  extrem- 


ities and  face.  Other  syndromes  of  such 
cerebrovascular  disease  have  been  delineated 
but  are  not  within  the  scope  of  this  paper. 

In  conclusion,  one  may  see  that  many  dif- 
ferent basic  pathological  processes  may  be 
present,  producing  the  symptoms  of  a cere- 
bral vascular  accident.  The  neurological 
symptoms  and  findings  may  involve  any 
portion  of  the  central  nervous  system.  These 
neurological  findings  are  determined  in  part 
by  the  basic  process  which  is  present,  such  as 
a hemorrhage,  embolus,  or  thrombosis,  and 
also  according  to  the  specific  cerebral  vessels 
involved. 
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Gentlemen: 

This  page  represents  the  last  page  your  present  president  will  write.  Last  month  Mr.  Foster 
resumed  the  Annual  Meeting  which  we  of  the  Black  Hills  area  hope  you  will  attend.  Next 
month  Dr.  Buchanan,  the  president-elect,  will  write  his  first  page. 

The  year  has  been  a good  year,  an  instructive  year.  The  Association  members  and  the 
headquarters  staff  have  been  most  cooperative.  To  each  of  you,  and  particularly  to  our  office 
group,  sincere  appreciation  is  expressed. 

‘Legislatively’  speaking  we  had  a successful  year.  I would  cite  the  new  law  protecting 
survey  records,  the  Basic  Science  registration  fee,  the  Implied  consent  law,  the  improvement 
in  Workmens’  Compensation  coverage.  Indigent  care  fell  by  the  wayside  and  remains  a prob- 
lem which  must  be  answered  within  a very  few  years. 

The  most  important  item  nationally  continues  to  be  the  ‘care  of  the  aged.’  I do  not  wish  to 
labor  this  issue  at  this  time.  However,  not  one  of  us  should  underestimate  its  importance  to 
the  country  and  to  each  of  us  as  individuals.  The  profession  will  need  all  the  foresight  of  its 
best  men  to  come  out  of  this  issue  unscathed. 

Again  — my  thanks  to  each  of  you.  I appreciate  your  cooperation  and  above  all  your  con- 
fidence. 


A.  A.  Lampert,  M.D. 
President 
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A HEADQUARTERS  BUILDING 

At  the  special  meeting  of  the  Council  on 
April  5th,  a decision  was  made  to  appoint  the 
medical  association’s  executive  committee  as 
a building  committee  They  were  given  auth- 
ority to  purchase  land  in  Sioux  Falls  and  to 
lay  out  specific  plans  for  financing  and  de- 
signing a headquarters  building  for  the  State 
Medical  Association  subject  to  approval  of 
the  House  of  Delegates  in  June.  Councillors 
were  also  instructed  to  bring  up  the  matter 
before  their  respective  districts  and  already 
four  districts  have  endorsed  the  general  idea. 

The  proposal  of  a headquarters  building 
strikes  some  of  our  members  as  being  a 
mighty  sudden  idea.  Actually,  the  executive 
committee  recognized  a coming  need  for 
more  adequate  accommodations  some  two 
years  ago  when  they  established  a building 
fund  which  now  contains  somewhat  over 
four-thousand  dollars.  The  decision  to  pur- 
chase land  before  getting  final  approval  of 
the  House  of  Delegates  was  done  to  secure 
real  estate  at  a moderate  price  in  a good  area 
of  Sioux  Falls.  Should  the  House  of  Dele- 
gates decide  against  a building,  the  lots  pur- 
chased could  be  held  for  investment  purposes 
and  a profit  realized  at  an  early  date. 

According  to  the  Executive  Committee,  fi- 
nancing the  building  will  be  accomplished  by 
asking  physicians  to  lend  money  for  that  pur- 
pose. Loans  could  be  accomplished  on  a no- 
callable  date  non-negotiable  basis  bearing 
interest  of  three  to  four  percent. 

This  type  of  financing  would  contemplate 
retirement  of  the  debt  from  regular  income 


of  the  Association  and  would  equalize  the 
burden  to  all  physicians  over  a long  period 
of  time. 

Rental  income  from  activities  of  the  asso- 
ciation is  available  and  there  is  no  reason  to 
believe  the  building  should  be  anything  but 
self-supporting. 

Enthusiastic  support  of  a headquarters 
building  by  South  Dakota  doctors  will  in- 
dicate again  the  leadership  of  the  South  Da- 
kota State  Medical  Association  in  the  roll  of 
small  state  medical  societies. 


A TEXTBOOK  ON  HEALTH  INSURANCE 

for  use  at  the  collegiate  level  has  just  been 
released  by  Richard  D.  Irwin,  Incorporated, 
publishers  of  the  Irwin  Series  in  Insurance. 
The  new  Health  Insurance  text  was  written 
by  O.  D.  Dickerson,  associate  professor  of  in- 
surance, Florida  State  University.  The 
author’s  preface  indicates  that  the  textbook 
was  “.  . . developed  primarily  to  meet  the 
need  for  a comprehensive  college  level  text 
in  health  insurance.”  The  author  also  in- 
dicates that  the  book  provides  a comprehen- 
sive text  which  can  be  applied  in  professional 
educational  programs  such  as  those  conducted 
by  the  American  College  of  Life  Under- 
writers and  others.  Also  stressed  by  the 
author  is  the  usefulness  of  the  text  to  Blue 
Cross  and  Blue  Shield  organizations  seeking 
comprehensive  textbook  material  for  appli- 
cation in  personnel  training  programs. 
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MEDICAL  LIBRARY  BOOKSHELF 


CARCINOMA  OF  THE  BREAST 

Carcinoma  of  the  Breast;  the  Study  and 
Treatment  of  the  Patient  by  Andrew  G.  Jessi- 
man,  assistant  in  Surgery  at  Harvard  Medical 
School,  and  Francis  D.  Moore,  Professor  of 
Surgery  at  Harvard  Medical  School  and  Sur- 
geon in  Chief,  Peter  Bent  Bigham  Hospital. 
Little  Brown,  1956. 

This  short,  readable  book  favorably  re- 
viewed in  the  J.A.M.A.  for  April  27,  1957,  first 
appeared  as  a medical  progress  report  in  the 
New  England  Journal  of  Medicine  and  was 
later  expanded  and  published  by  Little 
Brown  in  the  form  of  a monograph.  The  illus- 
trations are  by  Mildred  Codding,  artist  of  the 
Department  of  Surgery  of  Harvard  Medical 
School. 

The  chief  areas  of  development  in  car- 
cinoma of  the  breast  as  indicated  in  the  intro- 
ductory remarks,  are  1)  “McWhitter  controv- 
ersy” over  local  treatment;  radical  surgery 
vs  simple  mastectomy  combined  with  inten- 
sive radiation,  2)  Use  of  urine  calcium  excre- 
tion and  endocrine  assay  as  study  devices  to 
define  the  endocrine  responsiveness  of  the 
tumor  and  select  the  proper  treatment,  3) 
Recognition  of  ovarian  cortical  stromal  hy- 
perplasia in  post  menopausal  women  as  a fre- 
quent setting  for  the  disease,  4)  Use  of  cor- 
tisone in  study  and  treatment,  5)  Use  of  ad- 
renalectomy and  hypophysectomy  in  opera- 
tive management. 

The  book  includes  brief  discussions  of  the 
setting  and  nature  of  the  disease;  study  of 
patient;  role  of  breast  surgery;  endocrine 
treatment  including  medication  and  operation 
(estrogens,  androgens,  castration,  adrenalec- 


tomy and  hypophysectomy)  and  irradiation 
to  the  local  disease,  of  the  ovaries,  and  to 
painful  areas  of  metastatic  disease. 

A unique  typing  is  as  follows:  Type  A The 
“Young  and  Early”;  Type  B “The  old  and 
early”;  Type  C “Slow,  no  bones”;  Type  D 
“Fulminating”;  Type  E “Visceral”;  Type  F 
“Slow,  with  Bones”;  Type  G “In  Pregnancy”, 
and  Type  H “Male  Breast.” 

Radical  mastectomy  is  advocated  for  clin- 
ical stage  1 and  early  stage  2 lesions  while  for 
more  advanced  lesions  the  McWhirter  method 
of  no  surgical  interference  is  proposed.  Ra- 
diation is  advocated  for  patients  with  axil- 
lary metastases  and  for  painful  m.etastatic 
lesions  in  bones.  It  is  emphasized  that  no 
patient  with  metastatic  or  reactivated  cancer 
has  been  cured  but  that  much  can  be  offered 
in  patient  care. 

A comprehensive  bibliography  would  be 
helpful  to  anyone  interested  in  library  re- 
search on  carcinoma  of  the  breast. 

For  the  pathology  of  cancer  of  the'  human 
breast,  one  of  the  best  publications  is  Fas- 
cicle 34  of  the  Atlas  of  Tumor  Pathology,  pub- 
lished by  the  Armed  Forces  Institute  of  Path- 
ology, Washington,  D.  C.  Published  in  1950, 
this  is  entitled  “Tumors  of  the  Breast”  by 
Fred  Stewart,  Pathologist  to  Memorial  Hos- 
pital and  Professor  of  Pathology  at  Cornell 
University  Medical  School. 

The  author  states  that  breast  cancer  may 
arise  in  any  “postpubertal  breast”  and  that  he 
personally,  has  seen  no  example  of  prepuber- 
tal mammary  cancer  in  women  prior  to  20 
years  although  verified  breast  carcinoma  has 
been  reported  at  17  years.  It  is  most  pre- 
valent in  patients  from  20-30  years.  In  prog- 
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ANNOUNCING 


A HIGHLY  EFFECTIVE 
TRANQUILIZER  FOR 
EXTENDED  OFFICE 
PRACTICE  USE 


POSITIVE  CALMING  The  development  of  TENTONE®  Methoxypromazine  Maleate 
ACTION  ADAPTED  Lederle  does  not  duplicate  primary  function  of  existing  tranquilizers. 
FOR  LOWER  RANGE  TENTONE  fills  the  need  for  a practical,  potent  agent  for  extended 
OF  EMOTIONAL  use  in  everyday  practice  (as  illustrated  above). 

DISORDERS 


Action  of  TENTONE  Methoxypromazine  Maleate  approaches  that 
of  the  strong  phenothiazines  without  their  drawbacks.  Calming  re- 
sponse is  positive  and  rapidly  apparent  to  both  patient  and  physi- 
cian. However,  as  a basic  phenothiazine  modification,  TENTONE 
allows  full  therapeutic  application  in  the  mild  and  moderate  range 
of  anxiety-tension  and  somapsychic  disorders  most  usually  seen  in 
general  practice. 


EXCELLENT 
TOLERATION - 
MARKED 
REDUCTION  IN 
COMPLICATIONS 


Incidence  of  untoward  reactions  is  exceptionally  low  and  approxi- 
mates the  mild  ataractic  drugs.  Reduction  in  sensitivity  reaction, 
intestinal  distress,  blood,  brain  or  liver  toxicity  is  striking,  particu- 
larly in  the  low  dosage  range.  TENTONE  exhibits  greater  freedom 
from  depression  and  drug  habituation.  Physical  and  psychic  orienta- 
tion is  usually  preserved.  Occasional  drowsiness  may  be  encountered, 
particularly  in  higher  dosages.  In  moderate  to  more  severe  cases,  this 
sedative  effect  may  be  desired. 


TENTONE  has  thus  been  described  as  one  of  the  easiest  tranquilizers 
to  handle  in  office  practice.  In  indicated  cases,  the  physician  may  be 
relieved  of  the  patient’s  unnecessary  concern  over  his  own  illness. 
In  contrast  to  the  previous  types  of  drugs,  complaints  over  induced 
distress  or  inadequate  benefit  are  rare. 


WHEN -MORE  THAN  Consequently,  TENTONE  is  more  useful  than  other  ataractic  drugs 
MILD  SEDATIVE  in  two  areas:  (1)  mild  to  moderate  conditions  — when  more  than 
effect  is  desired  mild  sedative  effect  is  sought,  (2)  middle  range  of  moderate  to  severe 
cases  — when  less  than  psychopathology  is  involved. 


Indications  include  ■ common  anxiety-tension  states  ■ obsessive- 
compulsive  behavior  ■ neurosis  ■ depression  ■ situational  anxiety 
and  hysteria 


And  the  emotional  components  of:  ■ agitation  ■ restlessness  ■ 
tremors  a insomnia  ■ alcohol-  and  drug-withdrawal  syndrome  ■ 
hyperkinesis  ■ prenatal  anxiety  ■ rheumatic  disorders  ■ dermatoses 
■ menopausal  syndrome  ■ premenstrual  tension  ■ peptic  idcer, 
other  g.i.  disorders  a asthma,  other  allergy  ■ multiple  sclerosis,  arter- 
iosclerosis B malignancy,  other  progressive  diseases 

possible  Since  tranquilizing  drugs  may  potentiate  the  action  of  pain-relievers, 

POTENTIATION  OF  sedatives,  and  barbiturates,  they  should  be  used  with  caution  in 
ANALGESICS  conjunction  with  them,  or  to  achieve  a greater  response  to  these  drugs 

AND  NARCOTICS  in  various  conditions  vzhen  desired.  They  may  also  be  useful  in 
reduction  of  effective  dosage  to  better  tolerated,  or  non-habituating 
levels. 


ADAPTABLE 
LOWER  DOSAGE 
RANGES 


Dosage  must  be  individualized  to  severity  of  condition  and  response 
desired. 

In  mild  to  moderate  cases:  varies  from  30  to  100  mg.  daily. 

In  moderate  to  severe  cases:  from  75  to  500  mg.  daily. 


In  psychotic  or  institutionalized  patients,  TENTONE  may  be  useful 
as  a substitute  when  toxicity  precludes  effective  dosage  of  other 
phenothiazines,  or  as  maintenance  after  hospitalization.  Dosage  may 
range  from  100  to  1500  mg.  daily  in  divided  doses. 

Supplied:  10  mg.,  25  mg.  and  50  mg.  tablets 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


nosis  the  author  states:  “If  one  divides  the 
axilla  into  three  levels  — base,  midportion, 
and  apex  — with  level  1 only  involved,  5 year 
survivals  occur  in  approximately  65  per  cent 
of  the  cases;  with  level  2 in  about  45  percent; 
with  level  3 in  only  about  28  percent.” 

The  monograph,  profusely  illustrated  is 
based  on  the  histological  classification  given 
in  the  introduction  including  Paget’s  Disease 
of  the  Nipple;  Carcinoma  of  mammary  ducts 
and  lobules;  relatively  rare  carcinomas;  mali- 
gnant variants  of  fibroadenoma  and  cystosar- 
coma  phyllodes;  miscellaneous  sarcomas  and 
combined  forms. 

The  author  emphasizes  that  gross  anatomy 
and  extent  of  disease  outweigh  in  import- 
ance microscopic  classification  although  a 
combination  of  the  two  may  yield  significant 
information.  In  establishing  a prognosis  based 
on  percentage  survival  it  is  important  to 
know  if  the  tumor  in  situ  is  within  the  ducts 
or  lobules  or  infiltrating,  and  infiltrating 
more  or  less  diffusely,  or  in  a circumscribed 
sense,  especially  if  accompanied  by  “lym- 
phoid stroma”;  the  obvious  permeation  of  in- 
tramammary lymphatics  or  veins;  extension 
of  disease  via  periductal  lymphatics  to  cir- 
cumareolar  tissues  or  otherwise  to  the  skin; 
if  it  is  in  the  lymph  nodes  and  if  this  node  (or 
nodes)  is  proximal  in  the  axilla  or  at  all  levels 
of  the  dissection. 

Dr.  Larry  Savage,  former  medical  student 
at  U.  S.  D.  and  at  present  on  the  staff  of  the 
Yankton  Clinic,  recently  gave  a well-pre- 
sented talk  on  Hormonal  Therapy  for  Car- 
cinoma of  the  Breast  at  a Medical  School 
Seminar.  His  talk  included  indications  for 
surgery;  clinical  response  of  metastatic  le- 
sions to  hormonal  therapy;  endocrinological 
and  metabolic  changes,  effects  of  oophorec- 
tomy and  life  expectancy  of  patients. 

Mrs.  Esther  Howard 

Medical  Librarian. 


SOME  ASPECTS  IN  THE  CARE  OF 
OTITIS  MEDIA— 

(Continued  from  Page  187) 
have  not  been  successful. 

Among  these  measures,  of  course,  is  that  of 
maintaining  eustachian  tube  potency.  This 
can  usually  be  accomplished  by  either  re- 
peated solitzerizations,  eustachian  catheter- 
izations, the  employment  of  astringent  drops 
in  head  low  lateral  position,  and  judicious  use 
of  nasal  radium  applicators  or  x-ray  to  the 


SOUTH  DAKOTA 

site  of  the  nasopharyngeal  orifices.  Perhaps 
the  most  important  of  all  is  the  performance 
of  a good  adenoidectomy  when  indicated. 

This  is  an  operation  that  is  often  not  done 
well.  Certainly  a blind  application  of  an 
adenotome  to  the  central  clump  does  not 
constitute  an  adequate  adenoidectomy.  There 
are  many  good  palatal  retractors  available 
and  these  used  in  combination  with  a sharply 
focused  light  and  extreme  hyperextension  of 
the  head  will  provide  exposure  enough  so 
that  almost  total  removal  of  adenoid  tissue 
can  be  achieved. 

This,  in  itself,  will  go  a long  way  in  pre- 
venting recurrent  flare-ups  with  cumulative 
increase  in  hearing  impairment. 

Another  maneuver  of  much  value,  in  my 
opinion,  is  the  use  of  Siegel’s  otoscope.  With 
this  device,  motility  of  the  drum  can  be 
judged  and  very  often  improved,  if  need  be, 
by  repeated  use. 

No  mention  so  far  has  been  made  of  the 
other  agents  used  in  treatment  that  are  cer- 
tainly worthwhile  in  selected  cases.  These 
include  the  steroid  group,  the  antihistamines, 
plus  of  course,  institution  of  desentization 
measures,  etc.  Attention  to  nutrition,  anemia, 
etc.,  and  general  good  health  need  only  be 
mentioned  and  concurred  in. 

In  the  brief  time  allotted  this  discussion,  I 
have  not  entered  on  a detailed  review  of  the 
anatomy,  physiology,  and  pathology  of  a 
middle  ear  infection.  Actually,  I have 
avoided  this  approach  purposefully,  and 
rather  have  attempted  by  recall,  to  stress  the 
difficulties  met  with  in  examining  ears,  the 
inaccessibility  of  the  area  involved,  and  its 
delicacy  in  relation  to  the  important  func- 
tions of  hearing  and  balance. 

Evaluation  of  the  hearing  level  by  even  a 
whispered  voice  is  important  and  provides  an 
excellent  estimation  of  the  hearing  loss,  if 
any. 

The  treatment  available  for  otitis  media  is 
excellent  and  in  most  instances  will  event- 
uate in  successful  results  with  little  or  no 
loss  of  function. 

It  is  not  easy  therapy  and  calls  for  hard 
work,  much  patience,  good  judgment,  and  no 
little  degree  of  manual  dexterity  and  clinical 
skill. 

On  the  other  hand,  faithful  use  of  the  meas- 
ures outlined  will  certainly  result  in  lowering 
to  an  appreciable  degree,  the  Sequelae  that  I 
feel  exist  too  frequently  after  treatment. 
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SCIENTIFIC  PAPERS 
THE  78th  ANNUAL  MEETING  PROGRAM 
OF  THE 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

Film — “Recognition  and  Management  of  Respiratory  Acidosis” 

“Specific  and  Non-Specific  Measures  for  Cardiac  Decompensation” 

M.  W.  Anderson,  M.D.,  Mayo  Clinic 

“The  Otolarygologists  Role  in  Respiratory  Diseases,”  J.  B.  Gregg,  M.D.,  Iowa  City,  Iowa 
“Management  of  Asthma:  The  Patients  Responsibility,”  L.  C.  Prickman,  M.D.,  Mayo  Clinic 
“Crushing  Injuries  of  the  Chest,”  John  J.  Feehan,  M.D.,  Rapid  City 
“Selection  of  Cases  for  Cardiac  Surgery,”  G.  I.  Blount,  M.D.,  Denver 
“Diagnostic  Procedures  in  Human  Leptospirosis,”  Charles  Cox,  Ph.D.,  U.  of  S.  D. 
“Pre-Invasive  Carcinoma  of  the  Cervix,”  Elizabeth  Mussey,  M.D.,  Mayo  Clinic 

“Endometrial  Hyperplasia  — Secondary  to  Diminished  Liver  Function,”  Brooks  Ranney, 
MD.,  Yankton 

“Hormonal  Therapy  in  Obstetrics  and  Gynecology,”  Leonard  Aaro,  M.D.,  Mayo  Clinic 

“The  Incompetent  Cervix,”  H.  H.  Theissen,  M.D.,  Rapid  City 

“The  Stress  Urinary  Incontence  in  the  Female,”  F.  S.  Stahmann,  M.D.,  Sioux  Falls 

“Unrecognized  Foreign  Bodies  in  the  Air  and  Food  Passages,”  Paul  Bunker,  M.D.,  Aberdeen 

“Eye  Grounds  in  General  Disease,”  P.  J.  Leinfelder,  M.D.,  U.  of  Iowa 

“Carcinoma  of  the  Oro-phaynix,”  H.  Mason  Morfit,  M.D.,  Denver 

“Treatment  and  Mistreatment  of  Corneal  Ulcers,”  E.  Sterling  Palmerton,  M.D.,  Rapid  City 
Film — “Pediatric  Anesthesiology” 

“The  Multiple  Handicapped  Child,”  John  F.  Leeds,  M.D.,  Hot  Springs 

“The  Allergic  Dermatoses,”  Donald  C.  Nilsson,  M.D.,  Omaha 

“Interpretation  of  Cardiac  Murmers  in  Children,”  Willis  Stanage,  M.D.,  Yankton 

“Control  of  Staphylococcal  in  New  born  Nursery,”  N.  R.  Whitney,  M.D.,  Rapid  City 

“The  Management  of  the  Child  with  Bronchial  Asthma,”  Donald  C.  Nilsson,  M.D.,  Omaha 

“A  Rational  Approach  to  a School  Health  Program,”  Warren  Anderson,  M.D.,  Sioux  Falls 

“Crash  Injuries,  Spine,  Pelvis  and  Femur,  Immediate  Care,”  Richard  H.  Jones,  M.D.,  Minneapolis 

“General  and  Operative  Treatment  of  Herniated  Disc,”  Frederick  G.  Rosendahl,  M.D.,  Minn- 
eapolis 

“Use  of  Excretory  Urolography  and  Cystography  in  General  Practice,”  T.  H.  Sweetser,  M.D., 
Minneapolis 

“Common  Foot  Problems,”  Richard  H.  Jones,  M.D.,  Minneapolis 

“Fractures  in  Children,”  Frederick  G.  Rosendahl,  M.D.,  Minneapolis 

“The  Present  Status  of  Carcinoma  of  the  Prostate,”  Reuben  Flocks,  M.D.,  Iowa  City 

“How  Often  is  Fatique  a Symptom  of  the  Underfunction  of  the  Thyroid?”,  E.  H.  Rynearson, 
M.D,  Mayo  Clinic 

“The  Vagaries  of  Chronic  Nervous  Exhaustion,”  Howard  R.  Rome,  M.D.,  Mayo  Clinic 
“The  Significance  of  Anemia  in  the  Chronic  Fatique  State,”  John  Elston,  Rapid  City 

“How  Often  is  Fatique  a Symptom  of  the  Underf unction  of  the  Glands  of  Internal  Secretion 
Other  Than  Thyroid?”,  E.  H.  Rynearson,  M.D.,  Mayo  Clinic 

“Vocational  Maladjustment  and  Chronic  Fatique  — Typical  Case  Histories,”  Leighton  R.  Pal- 
merton, Ed.D.,  South  Dakota  School  of  Mines 

“Fatique  as  a Mask  of  Anxiety,”  Howard  R.  Rome,  M.D.,  Mayo  Clinic 
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ST.  LOUIS  ENCEPHALITIS  IN 
SOUTH  DAKOTA— 

(Continued  from  Page  178) 

It  is  felt  that  the  appearance  of  two  sero- 
logically proven  cases  of  St.  Louis  Encephal- 
itis during  September  1956  constitute  evi- 
dence that  a reservoir  of  endemic  St.  Loius 
Encephalitis,  which  has  either  just  recently 
developed  or  which  has  been  previously  over- 
looked, exists  in  Central  South  Dakota. 

These  cases  are  reported  in  order  to  ac- 
quaint the  physicians  of  his  area  with  the  fact 
that  the  virus  of  St.  Louis  Encephalitis  is 
present  in  our  state  and  therefore  should  be 
considered  in  the  differential  diagnosis  of 
virus  caused  encephalitis. 

According  to  Casey,'^  the  incidence  of  St. 
Louis  Encephalitis  was  found  to  be  sig- 
nificantly higher  along  the  small  streams  of 
the  area  during  both  the  1933  and  1937  epi- 
demics in  St.  Louis  and  St.  Louis  County. 
Because  of  this  fact,  I believe  it  is  possible 
that  we  may  see  an  increase  in  the  incidence 
of  this  particular  entity  in  our  region  in  the 
not  too  distant  future  as  a result  of  the  many 
small  estuaries  branching  out  from  the  large 
reservoirs  now  being  constructed  on  the  Mis- 
souri river  at  the  present  time. 

SUMMARY 

Twe  serologically  proven  cases  of  St.  Louis 
Encephalitis  occuring  in  Central  South  Da- 
kota are  reported,  one  in  detail,  in  order  to 
acquaint  the  physicians  of  this  region  with 
the  fact  that  an  endemic  reservoir  of  St.  Louis 
Encephalitis  exists  in  South  Dakota. 

The  possibility  of  an  increased  incidence  in 
the  future  due  to  the  conditions  resulting 
from  the  Missouri  river  development  is 
pointed  out. 
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EASTER  SEAL  CONFERENCE  SET 
FOR  CHICAGO 

“Searching  Out  Solutions,”  will  be  the 
theme  for  the  38th  annual  convention  of  the 
National  Society  for  Crippled  Children  and 
Adults  to  be  held  at  the  Palmer  House  in 
Chicago  Nov.  29  to  Dec.  2. 

Both  professional  and  lay  workers  will  hold 
workshops  affecting  their  interests  in  care 
of  the  crippled. 


POST  GRADUATE  COURSES  OFFERED 

The  Post-Graduate  Medical  School  of  New 
York  University  - Bellevue  Medical  Center 
announces  a few  openings  in  graduate  cour- 
ses available  during  the  1959-1960  academic 
year.  They  may  be  taken  as  part  of  a resi- 
dency program  or  in  preparation  for  specialty 
board  examinations. 

Further  information  may  be  obtained  by 
writing  or  phoning  the  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate 
Medical  School,  500  First  Avenue,  New  York 
16,  N.  Y. 


GONt^A  TAXe  US 
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COUNCIL  MEETING 
APRIL  5,  1959 

Marvin  Hughitt  Hotel,  Huron,  South  Dakota 


The  meeting  was  called  to  order  at  10:15 

A.M.  Present  were  Drs.  Paul  Hohm,  C.  R. 
Stoltz,  E.  A.  Johnson,  J.  J.  Stransky,  R.  A. 
Buchanan,  A.  A.  Lampert,  J.  A.  Lowe,  J.  D. 
Bailey,  P.  V.  McCarthy,  P.  P.  Brogdon,  C.  J. 
Me  Donald,  M.  M.  Morrissey,  L.  C.  Askwig, 
Magni  Davidson,  M.  C.  Tank,  T.  H.  Battler, 
R.  H.  Hayes,  H.  Russell  Brown,  and  John  C. 
Foster,  executive  secretary. 

Mr.  Foster  discussed  the  plans  that  had 
been  formulated  on  a proposed  building  for 
Association  executive  offices.  Dr.  Lampert 
moved  that  the  Council  authorize  the  pur- 
chase of  land  for  a proposed  building,  at- 
tempting to  obtain  Lots  11  and  12,  of  Block 
52,  Airbase  Addition  to  Sioux  Falls,  which 
are  appraised  at  $3,000.00  each;  and  that  the 
Council  instruct  the  Executive  Committee  to 
formulate  a definite  plan  of  presentation  of 
the  program  to  the  House  of  Delegates.  This 
plan  is  to  be  completed  soon  enough  so  that 
it  can  be  duplicated  and  forwarded  to  the 
Councilors,  who  can  in  turn  present  it  to  their 
Districts.  The  plan  is  to  include  construction 
plans  and  financing  methods.  Dr.  Davidson 
seconded  the  motion  and  it  was  carried. 

The  Council  then  discussed  the  Report  of 
the  Commission  on  Medical  Care  Plans  of  the 
AMA.  Dr.  Bailey  moved  that  the  plan  and 
recommendations  as  proposed  by  the  Black 
Hills  District  be  accepted.  Dr.  Stoltz  seconded 
the  motion.  The  Council  agreed  to  vote  sep- 
arately on  each  section  of  the  recommenda- 
tion. 

The  Black  Hills  District  Medical  Society 
recommends: 

A.  Part  I of  the  Report  of  the  Commission 
on  Medical  Care  Plans  contains  a large 
amount  of  factual  data,  observations, 
and  study  heretofore  unavailable.  This 
material  has  been  calaloged  by  the  Com- 
mission on  Medical  Care  Plans  as  a re- 
sult of  its  4-year  study.  Therefore,  it  is 
recommended  that  Part  I of  the  Report 
on  Medical  Care  Plans  be  accepted  by 
the  AMA  House  of  Delegates  for  in- 
formation and  study. 

B.  The  conclusion  and  recommendations 
included  in  all  sections  of  the  Report  of 


the  Commission  on  Medical  Care  Plans 
may  have  a resultant  effect  on  existing 
AMA  policy.  Therefore  it  is  recom- 
mended that  these  be  individually 
studied  by  the  House  of  Delegates  of 
the  AMA,  and  action  taken  where  prop- 
erly founded  and  indicated. 

C.  Third  parties  have  been  involved  in 
physician,  patient  relationships  for 
many  decades,  in  one  form  or  another; 
and  since  the  AMA  has  already  stated 
and  adopted  as  policy  the  recommend- 
ation of  the  Council  on  Medical  Service 
as  follows: 

“Main  objectives  of  medical  benefits 
plans  are:  1)  to  provide  the  public 
an  economic  way  of  meeting  costs  of 

medical  care 2)  to  support  best 

standards  of  medical  practice  of  a 
professionally  qualified,  independent 
profession.” 

A statement  is  needed  to  delineate  the 
rights  and  responsibilities  of  third  par- 
ties, patients,  and  physicians;  and  the 
relationships  which  should  exist  among 
them.  Therefore,  we  recommend  adop- 
tion of  Section  4 of  the  Report  and  No. 
A 24  of  the  conclusions  as  it  appears 
respectively  on  pages  45,  46  and  on  page 
48. 

D.  The  Constituent  Societies  of  the  AMA 
have  been  asked  to  answer  the  question 
“Shall  ‘Free  Choice  of  Physician’  be 
considered  a fundamental  principle,  in- 
controvertible, unalterable,  and  essen- 
tial to  good  medical  care  without  quali- 
fication?” 

Since  it  must  be  recognized  that  there 
are  certain  practical  limitations  on  the 
application  of  the  principal  of  “Free 
choice  of  physician”  we  do  not  believe 
that  it  can  be  regarded  as  incontrover- 
tible, unalterable,  and  essential  to  good 
medical  care  without  qualification. 

We  believe  the  need  exists  for  and  we 
recommend  that  a statement  be  adopted 
by  the  AMA  House  of  Delegates  de- 
fining the  meaning  of  “Free  Choice” 


— 201 


SOUTH  DAKOTA 


based  upon  presently  existing  facts  and 
conditions. 

E.  Voluntary  health  insurance  is  the  means 
by  which  the  health  care  costs  of  a great 
and  growing  percentage  of  the  popula- 
tion is  financed.  Recognizing  that  med- 
ical Society  approved  plans  and  private 
insurance  plans  represent  the  most 
satisfactory  approach  to  solving  the 
health  care  cost  problem,  recognizing 
that  these  plans  have  improved  the 
quantity  and  quality  of  care  offered  to 
the  American  public,  and  recognizing 
further  that  additional  improvement  in 
the  type  and  extent  of  care  approach- 
ing a service  type  benefit  is  being  de- 
manded by  many  individuals  and 
groups;  we  urge  the  AM  A House  of 
Delegates  to  implement  proper  sugges- 
tions to  accomplish  this  goal. 

F.  That  part  of  the  Report  of  the  Commis- 
sion on  Medical  Care  Plans  dealing  with 
“Industry  Programs”  seems  to  need  con- 
siderable more  investigation.  Enough 
data  has  been  recorded  to  emphasize 
that  problems  exist  in  this  field,  both  on 
the  side  of  industry  and  on  the  side  of 
the  medical  profession.  Both  groups 
are  working  toward  a solution  of  the 
existing  problems  with  the  solution 
which  is  to  be  chosen  by  industry  being 
forced  during  negotiations  for  fringe 
benefits.  Emphasizing  that  the  medical 
profession  believes  existing  inadequacies 
can  be  better  solved  by  private  insur- 
ance means  rather  than  closed  panel 
systems  we  urge  the  AMA  House  of 
Delegates  to  implement  proper  sugges- 
tions to  eliminate  this  area  of  con- 
troversy. 

Dr.  Lampert  moved  adoption  of  Section  A 
of  the  report,  seconded  by  Dr.  Hohm  and 
carried.  Dr.  Lampert  moved  adoption  of  Sec- 
tion B of  this  report.  Dr.  Stransky  seconded 
the  motion  and  it  was  carried.  Dr.  Lampert 
moved  adoption  of  Section  C of  the  report, 
seconded  by  Dr.  Stoltz  and  carried.  Dr.  Lam- 
pert moved  the  adoption  of  Section  D of  the 
report.  Dr.  Hohm  seconded  the  motion  and  it 
was  carried.  Dr.  Lampert  moved  the  adop- 
tion of  Section  E of  the  report.  Dr.  Buchanan 
seconded  the  motion.  Dr.  Stoltz  moved  that 
the  phrase  “approaching  a service  type  bene- 
fit” be  deleted  from  this  section.  Dr.  Hayes 


seconded  the  amendment  and  the  amendment 
was  carried.  The  motion  then  passed  as 
amended.  Dr.  Lampert  moved  the  adoption 
of  Section  F of  the  report  with  the  deletion 
of  the  sentence  “Both  groups  are  working 
toward  a solution  of  the  existing  problems 
with  the  solution  which  is  to  be  chosen  by  in- 
dustry being  forced  during  negotiations  for 
fringe  benefits.”  Dr.  Hayes  seconded  the  mo- 
tion and  it  was  carried. 

Dr.  Lampert  then  moved  that  the  Council 
adopt  the  Black  Hills  District  Medical  So- 
ciety’s recommendations  as  a whole.  Dr. 
Brogdon  seconded  the  motion  and  it  was  car- 
ried. 

Mr.  Foster  discussed  a letter  from  a South 
Dakota  physician  who  had  requested  aid  from 
the  Benevolent  Fund.  Dr.  McCarthy  moved 
that  the  Council  recommend  to  the  Bene- 
volent Fund  Committee  of  the  Association 
and  the  Auxiliary  that  the  physician  receive 
the  sum  of  $50.00  per  month,  if  feasible,  from 
the  funds  of  the  Benevolent  Fund.  Dr.  Mor- 
rissey seconded  the  motion  and  it  was  carried. 

The  renewal  of  the  Medicare  contract  was 
then  discussed.  Mr.  Foster  read  a letter  from 
Mr.  Sullivan  Barnes,  the  Blue  Shield  Board 
attorney,  concerning  the  proposed  revisions. 
Dr.  Stoltz  moved  that  the  Association  con- 
tinue the  Medicare  contract.  Dr.  Hohm  sec- 
onded the  motion  and  it  was  carried. 

Mr.  Foster  explained  the  desire  of  the  Vet- 
erans Administration  to  terminate  the  VA 
Home  Town  Care  contract  on  June  30,  1959. 
Dr.  Lampert  moved  that  the  contract  be  con- 
tinued and  that  the  Association  act  for  all 
doctors  instead  of  individual  contracts  being 
obtained  from  each  physician  and  that  the 
Executive  Committee  be  empowered  to  con- 
tact the  Veterans  Administration  authorities 
in  Sioux  Falls  and  attempt  to  make  proper 
arrangements  to  continue  the  VA  Home 
Town  Care  Program  as  it  now  exists.  Dr. 
Davidson  seconded  the  motion  and  it  was 
carried. 

Mr.  Foster  then  discussed  and  explained 
the  Memorandum  of  Understanding  which 
the  Association  has  been  asked  to  enter  into 
with  the  Indian  Agency.  Dr.  Lampert  moved 
that  the  Council  accept  this  Memorandum  of 
Understanding  with  reservation  as  to  the 
acceptance  of  a conversion  dollar  factor  ap- 
plicable to  the  relative  value  fee  schedule, 
if  adopted.  Dr.  Hayes  seconded  the  motion 
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and  it  was  carried. 

Dr.  Lampert  discussed  the  resolution 
passed  by  the  Black  Hills  District  Medical 
Society  concerning  osteopaths,  and  recom- 
mended that  the  resolution  be  placed  on  file 
in  the  executive  office  and  that  a file  be  made 
up  on  this  subject. 

WHEREAS:  The  Code  of  Ethics  of  the 
American  Medical  Association  states  “A 
physician  should  practice  a method  of  heal- 
ing founded  on  a scientific  basis;  and  he 
should  not  voluntarily  associate  profes- 
sionally with  anyone  who  violates  this 
principle,”  and 

WHEREAS:  There  is  no  alternative  state- 
ment from  the  osteopaths  themselves  that 
they  no  longer  adhere  to  their  original  cult 
theories,  and 

WHEREAS:  Prime  consideration  must  al- 
ways be  given  to  the  best  medical  care  of 
the  patient  which  cultist  practices  forbid. 
NOW  THEREFORE  BE  IT  RESOLVED 
that  the  Black  Hills  District  Medical  So- 
ciety reiterate  its  support  of  these  prin- 
ciples and  urge  its  members  to  abide  by 
them. 

The  relative  value  fee  schedule  was  dis- 
cussed. Dr.  Lampert  moved  that  the  Council 
instruct  the  Fee  Advisory  Committee  to  com- 
plete their  study  of  the  relative  value  fee 
schedule  and  present  their  findings  at  the 
House  of  Delegates  meeting  in  June.  Dr. 
Davidson  seconded  the  motion  and  it  was  car- 
ried. It  was  suggested  that  the  Advisory 
Committee  meet  in  May  to  conduct  this 
study. 

Dr.  Lampert  moved  that  the  Council  com- 
mend Mr.  Foster  for  his  successful  piloting  of 
the  Association’s  legislative  program  in 
Pierre.  Dr.  Stransky  seconded  the  motion  and 
it  was  carried  by  acclamation. 

The  meeting  adjourned  at  2:00  P.M. 


THE  EXECUTIVE  COMMITTEE  MEETING 
April  5.  1S59 

The  Executive  Committee  of  the  South  Da- 
kota State  Medical  Association  met  at  2:10 
P.M.  at  the  Marvin  Hughitt  Hotel  in  Huron, 
vSouth  Dakota.  Present  were  Drs.  A.  A.  Lam- 
pert, R.  A.  Buchanan,  C.  R.  Stoltz,  Magni 
Davidson,  T.  S.  Sattler,  and  M.  M.  Morrissey. 
Suggestions  of  the  Committee  at  the  meeting 
are  as  follows: 

1.  That  the  Fee  Advisory  Committee  of 


South  Dakota  Medical  Service  be  asked  to 
act  as  a Fee  Advisory  Committee  on  the  crea- 
tion of  a relative  value  fee  study,  the  execu- 
tive secretary  to  arrange  for  the  members  of 
the  Fee  Advisory  Committee  to  have  an  ad- 
vance copy  of  the  relative  value  fee  schedule. 
It  was  further  suggested  that  the  Fee  Ad- 
visory Committee  meet  on  May  1 to  formulate 
their  recommendations  for  presentation  at 
the  annual  meeting. 

2.  The  Executive  Committe  should  meet  in 
Sioux  Falls  to  consider  the  matter  of  the  con- 
tract with  the  Veterans  Administration  and 
to  act  as  a Building  Committee  as  well  as  to 
go  over  the  recommendations  of  the  Fee  Ad- 
visory Committee. 

3.  An  outline  of  the  VA  problem  should  be 
sent  to  each  Executive  Committee  member 
not  later  than  April  15,  and  that  any  other 
information  obtainable  from  Chicago,  AMA 
office,  or  Washington,  should  be  included. 

4.  The  committee  acting  as  a Building  Com- 
mittee requested  that  the  executive  secretary 
acquire  the  land  recommended  by  either  op- 
tion or  purchase  and  that  if  the  lots  were  not 
available,  that  certain  members  of  the  Execu- 
tive Committee  be  notified  immediately. 

5.  It  was  recommended  that  Dr.  M.  M.  Mor- 
rissey, immediate  Past-President,  appear  at 
the  Seventh  District  Medical  Society  meeting 
in  Sioux  Falls,  on  Tuesday,  April  7,  to  discuss 
the  building  program. 

6.  The  executive  office  was  requested  to 
make  up  an  informational  packet  to  send  to 
the  Councilors  within  the  next  two  weeks 
on  the  program  which  would  include  the 
purposes  of  a building,  future  purposes,  the 
possibility  of  other  organizations  using  the 
building;  the  possible  arrangements  for  fi- 
nancing; and  the  information  available  as  to 
interest  rates,  length  of  time  to  repay  the 
notes,  and  the  possibilities  of  gifts  and  mem- 
orials. 

7.  A list  of  important  things  to  come  before 
the  House  of  Delegates  was  requested  from 
the  executive  office.  A recommendation  was 
made  that  a letter  be  sent  to  each  delegate 
impressing  on  them  the  importance  of  things 
to  be  considered  at  Reference  Committee 
meetings  and  urging  them  to  participate. 

8.  The  Executive  Committee  also  requested 
that  a complete  picture  of  the  budget  re- 
quirements of  the  Association  for  the  future 
be  set  up  for  their  information. 
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The  S.  D.  Joint  Commission  for  the  Im- 
provement of  Care  of  the  Patient  met  in 
Huron  on  March  4th.  Present  were  repre- 
sentatives of  the  S.  D.  Hospital  Assn.,  S.  D. 
State  Medical  Assn.,  S.  D.  Nurses  Assn.,  the 
S.  D.  League  for  Nursing  and  Allied  groups. 
Present  from  the  medical  association  were 
David  Buchanan,  M.D.,  J.  A.  Muggly,  M.D., 
M E.  Sanders,  M.D.  and  executive  secretary 
Foster. 

The  meeting  was  called  to  order  by  Dr. 
David  Buchanan,  Chairman,  at  1:15  p.m. 

Mother  M.  Cornelia,  nominations  commit- 
tee chairman,  presented  the  following  slate 
of  officers:  Chairman,  Dr.  J.  A.  Muggley; 
Vice-chairman,  Sister  M.  Innocentia;  Secre- 
tary, Helen  R.  Boyd.  The  chairman  asked  for 
nominations  from  the  floor.  Sister  M.  Rosaria 
moved  that  nominations  cease  and  that  the 
secretary  be  instructed  to  cast  a unanimous 
ballot;  seconded  by  Sister  M.  Rose  Marie  and 
carried. 

The  program,  consisting  of  the  opportunity 
to  look  in  on  a meeting  of  the  St.  John’s  Hos- 
pital JSICP  meeting,  followed. 

At  2 p.m.  the  meeting  was  turned  over  to 
Dr.  Muggley,  president  elect. 

For  the  benefit  of  new  members,  a discus- 
sion of  the  constitution  was  held.  Mr.  Foster 
suggested  that  Article  IV,  “Terms  of  Appoint- 
ments” should  be  changed  to  read  as  follows: 
“Appointments  shall  be  staggered.  Organ- 
izations appointing  six  members  shall  in- 
itially appoint  two  members  for  a period  of 
one  year,  and  two  members  for  a period  of 
two  years,  and  two  members  for  a period  of 
three  years.  Thereafter,  appointments  shall 
be  for  a three  year  term.”  “Organizations  ap- 
pointing three  members  shall  initially  appoint 
one  member  for  a period  of  one  year,  one 
member  for  a period  of  two  years,  and  one 
member  for  a period  of  three  years.  There- 
after, appointments  shall  be  for  a three  year 
term.”  “Organizations  appointing  one  mem- 
ber shall  make  such  appointments  each  year.” 

The  minutes  of  the  last  meeting  were  read 
and  approved. 


Miss  Messner  requested  group  opinion  on 
regulations  regarding  hospital  visitors,  par- 
ticularly on  the  OB  floor  and  in  the  delivery 
room  and  nursery.  Pro  and  con  discussion 
followed.  It  was  pointed  out  that  possibly 
some  of  the  worst  offenders  in  transmitting 
cross  infections  in  hospitals  might  be  the 
clergy  and  auxiliary  members.  There  seemed 
general  agreement  that  such  persons  be  prop- 
erly instructed.  Mr.  Foster  moved  that  the 
public  health  people  present  and  other  in- 
terested parties  meet  at  another  time  and 
make  recommendations.  Seconded  by  Mr. 
Schultz  and  carried.  Miss  Messner  asked  for 
clarification  and  was  told  that  this  work 
could  be  done  and  recommendations  sent  to 
all  hospitals  and  the  doctor  members  of  the 
SDJCICP  prior  to  our  next  meeting. 

Miss  Davidson  stated  that  she  felt  the  group 
was  very  appreciative  of  the  hospitality  of- 
fered by  St.  John’s  Hospital  but  she  thought 
time  could  be  saved  by  planning  a dinner 
meeting  to  begin  at  12:00  or  12:30  p.m.  at 
some  local  hotel  at  which  time  the  meeting 
should  begin  immediately  and  proceed  during 
the  dinner.  This  was  stated  as  a motion,  sec- 
onded by  Mr.  Rogers  and  carried. 

Mr.  Foster  gave  an  informative  report  on 
South  Dakota  legislation  of  most  interest  to 
this  group.  As  a representative  of  the  SDMA, 
Mr.  Foster  has  lobbied  for  or  against  23  bills 
now  before  the  legislature.  These  bills  in- 
clude legislation  on  workmen’s  compensation, 
auto  safety,  indigent  care,  sales  tax  as  it 
affects  hospitals  and  medical  services,  the 
licensing  of  physical  therapists  and  masseurs 
and  the  protection  of  physicians  in  the  use  of 
surgery  records  in  malpractice  suits. 

By  common  consent  the  next  meeting  was 
set  for  September  23,  1959  in  Huron.  The 
chairman  appointed  the  following  committee 
to  make  necessary  arrangements  for  a din- 
ner meeting  and  a program:  Edna  Davidson, 
Chairman;  Thelma  Frances,  Olga  Ulberg  and 
Mother  M.  Cornelia. 

The  meeting  was  adjourned  at  4:30  p.m. 
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DR.  JOSE  S.  LICHA,  president  of  the 
Puerto  Rico  Chapter,  American  College  of 
Surgeons,  in  an  address  before  the  Presiden- 
tial Session  of  the  A.C.S.  held  earlier  this 
year  in  San  Juan,  urged  physicians  to  co- 
operate with  their  patients  in  seeking  ade- 
quate solutions  to  the  problem  of  financing 
medical  care. 

Physicians,  in  Dr.  Licha’s  view,  “.  . . should 
offer  positive  and  dynamic  approaches  to  the 
solution  of  the  high  costs  of  our  very  efficient 
but  costly  present  day  medical  services.”  Dr. 
Licha  emphasized  that  the  profession  must 
rouse  itself  and  take  the  initiative  in  seeking 
improved  means  of  financing  the  cost  of 
health  care. 

“The  concept  of  voluntary  prepaid  medical 
insurance  under  the  guidance  and  direct  sup- 
ervision of  the  medical  profession  is,”  Dr. 
Licha  said,  “the  ideal  means  of  solving  this 
pressing  medico-economic  problem.  Other- 
wise our  patients  will  be  tempted  by  the 
‘something  for  nothing  womb-to-tomb’  form- 
ula of  socialized  medicine  which  can  only 
mean  a sacrifice  of  liberty,  an  item  no  one 
can  afford  to  lose  if  democracy  is  to  be  pre- 
served. Experience  in  the  United  States  with 
the  prepaid  voluntary  Blue  Cross-Blue  Shield 
type  of  health  coverage  proves  their  value 
. . . and  it  is  up  to  us  as  doctors  to  further 
sponsor  these  plans.” 


ILLEGAL  PRACTITIONER 
PROSECUTIONS  STUDIED 

Members  of  the  Interprofessional  Health 
Council  and  the  South  Dakota  Board  of 
Examiners  in  the  Basic  Sciences  met  in 
Yankton  on  April  26th  to  plan  further  actions 
against  illegal  practitioners  of  the  healing 
arts  and  to  establish  procedures  for  handling 
the  newly  authorized  annual  registration  fee 
for  the  Basic  Science  Board. 

Dr.  A.  P.  Reding,  secretary,  and  John  C. 
Foster,  executive  secretary,  represented  the 
medical  association  at  the  meeting. 

Attorney  John  Zimmer,  Parker,  discussed 
the  status  of  current  investigations  and  legal 
actions. 


The  University  of  Southern  California 
School  of  Medicine  will  offer  another  Post- 
gradute  Refresher  Course  in  Hawaii  and  on 
board  the  S.  S.  Lurline  from  July  29  through 
August  15,  1959.  Experience  with  last  year’s 
course  indicated  that  the  participating  phys- 
icians were  able  to  devote  more  concentration 
than  usual  on  the  program  because  they  were 
away  from  the  distractions  of  private  prac- 
tice. It  was  felt  that  the  teaching-learning 
process  was  improved  because  of  the  informal 
and  friendly  relationship  that  grew  up  among 
the  participating  physicians  and  the  faculty. 

In  addition  to  the  lectures,  there  will  be 
workshops  in  EGG  and  X-ray  interpretation 
as  well  as  problems  of  water  and  electrolyte 
balance  and  the  differential  diagnosis  of 
jaundice.  During  most  hours,  several  pro- 
grams run  simulteneously  so  that  the  par- 
ticipating physician  may  pick  and  choose  the 
topics  most  suited  to  his  needs. 

Further  information  about  the  Course  may 
be  obtained  by  writing  to  the  Director  of  the 
Postgraduate  Division,  USC  School  of  Med- 
icine, 2025  Zonal  Avenue,  Los  Angles  33, 
California. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

Applications  for  certification  (American 
Board  of  Obstetrics  and  Gynecology),  new 
and  reopened.  Part  1,  and  requests  for  re- 
examination Part  H are  now  being  accepted. 
All  candidates  are  urged  to  make  such  ap- 
plication at  the  earliest  possible  date.  Dead- 
line date  for  receipt  of  applications  is  August 
1,  1959.  No  applications  can  be  accepted  after 
that  date. 

Candidates  are  requested  to  write  to  the 
office  of  the  Secretary  for  a current  Bulletin 
if  they  have  not  done  so  in  order  that  they 
might  be  well  informed  as  to  the  present  re- 
quirements. Application  fee  ($35.00),  photo- 
graphs, and  lists  of  hospital  admissions  must 
accompany  all  applications.  For  more  infor- 
mation write  to  the  office  of  the  Secretary, 
Robert  L.  Faulkner,  M.D.,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 
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Pop's  Proverb's 

Surely  there  is  a happy 
financial  medium  between 
saving  for  an  old  age  that 
does  not  happen,  and  not 
saving  for  one  that  does. 


BLACK  HILLS 
HOLDS  MEETING 

The  Black  Hills  District 
Medical  Society  met  Thurs- 
day evening,  March  26,  at 
the  Arrowhead  Country  Club 
in  Rapid  City,  in  a special 
business  meeting  to  discuss 
four  matters  before  the  So- 
ciety. 

The  first  matter  considered 
was  the  Commission  on  Med- 
ical Care  Plans  Report  to  the 
AMA.  The  second  was  the 
Relative  Value  Fee  Schedule 
and  the  third  was  housing  for 
the  South  Dakota  State  Med- 
ical Association’s  executive 
office.  The  fourth  was  the 
situation  of  staffing  the  Cus- 
ter hospital.  Dr.  Wayne 
Geib  presided  at  the  meeting. 
Dr.  Arthur  A.  Lampert, 
President  of  the  State  Med- 
ical Association,  presented 
the  Commission’s  Report  and 
the  Relative  Value  Fee 
Schedule.  Mr.  Foster  pre- 
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sented  the  matter  of  the 
problems  of  housing  and  Dr. 
Joseph  Hamm  discussed  the 
hospital  staffing  problem. 
Thirty  physicians  were  in 
attendance  at  the  meeting. 


WHETSTONE  VALLEY 
ELECTS  BRINKMAN 

The  Whetstone  Valley 
(Twelfth  District)  Medical 
Society  met  in  the  dining 
room  of  the  new  Day  County 
Hospital  at  Webster,  South 
Dakota,  on  March  19,  1959. 
As  part  of  the  meeting,  a 
group  from  out  of  town  made 
a tour  of  the  new  hospital. 
Thirteen  members  were 
present.  Dr.  W.  C.  Brinkman 
of  Sisseton,  was  elected  Dis- 
trict President;  and  Dr.  D.  A. 
Gregory,  Secretary-Treas- 
urer. Dr.  H.  H.  Brauer  was 
named  Delegate  to  the  State 
Meeting  with  Dr.  P.  D.  Pea- 
body as  Alternate  Delegate. 

The  scientific  presentation 
was  made  by  Dr.  W.  H.  Kar- 
lins who  spoke  on  “Pinning 
of  Metacarpal  Fractures.” 

The  District  voted  to  not 
participate  in  the  $25.00  as- 
sessment for  aid  in  the  prose- 


cution of  violators  of  the 
Basic  Science  law.  The  next 
meeting  was  scheduled  for 
Sisseton  in  July. 


7th  DISTRICT 
HEARS  MILLER 
ON  PARKINISM 

The  Seventh  District  Med- 
ical Society  met  at  Giovan- 
nis’ in  Sioux  Falls,  Tuesday, 
April  7th  to  hear  Dr.  Ross 
Miller  speak  on  “A  Review 
and  Followup  of  Surgical 
Treatment  of  Parkinism  and 
Paralysis  Agitars.”  Dr.  Mil- 
ler is  from  the  Department 
of  Neurology  of  the  Mayo 
Clinic. 


NEWS  NOTES 

Dr.  Robert  E.  Collins  is 
leaving  Montrose  June  1 to 
take  a residency  in  radiology 
in  Denver.  He  had  practiced 
in  Montrose  for  the  past  six 
years. 

*  *  * * 

Dr.  Alexander  Stephans 
formerly  at  Corsica  and 
Selby,  has  located  in  Hart- 
ford where  he  replaced  Dr. 
Anton  Petres.  Dr.  Petres  has 
located  in  Salem. 
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DR.  ELIZABETH  MUSSEY 
OB-GYN  SPEAKER 


Dr.  Elizabeth  Mussey, 
Mayo  Clinic,  will  speak  on 
“Pre-Invasive  Carcinoma  of 
the  Cervix”  at  the  Annual 
Meeting  Monday  afternoon, 
June  22, 


DR.  HOWARD  P.  ROME 
ON  MEDICAL  PROGRAM 


Dr.  Howard  P.  Rome  will 
be  a speaker  on  the  Medical 
Program  Tuesday,  June  23. 
His  papers  will  be,  “The 
'I  Vagaries  of  Chronic  Nervous 
Exhaustion”  and  “Fatique  as 
' a Mask  of  Anxiety.” 


DR.  DONALD  C,  NILSSON 
ON  PEDIATRIC 


PROGRAM 

Dr.  Donald  C.  Nilsson  of 
Omaha  will  speak  at  the  an- 
nual meeting  Tuesday  morn- 
ing, June  23.  The  title  of  his 
papers  will  be,  “The  Allergic 
Dermatoses”  and  “The  Man- 
agement of  the  Child  with 
Bronchial  Asthma.” 


DR.  MORFIT 
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DR.  EDWARD  F. 
RYNEARSON  TO  SPEAK 
AT  THE  ANNUAL 
MEETING 

Dr.  Edward  H.  Rynearson, 
Mayo  Clinic,  will  again  be 
with  us  at  the  annual  meet- 
ing. The  titles  of  his  papers 
will  be,  “How  Often  is  Fati- 
que a Symptom  of  the  Un- 
derfunction of  the  Thyroid” 
and  “How  Often  is  Fatique 
a Symtom  of  the  underfunc- 
tion of  the  Glands  of  Internal 
Secretion  Other  than  Thy- 
roid?” 

DR.  H.  MANSON  MORFIT 
OF  DENVER 
ANNUAL  MEETING 
SPEAKER 

Dr.  H.  Mason  Morfit  will 
be  on  the  EENT  program 
Monday  afternoon,  June  22, 
and  will  speak  on,  “Car- 
cinoma of  the  Oro-Phaynix.” 
Dr.  Morfit  is  Associate  Pro- 
fessor of  Surgery  at  the  Uni- 
versity of  Colorado  Medical 
School  and  director  of  the 
Bonfils  Tumor  Clinic. 


SOUTH  DAKOTA 


NEWS  NOTE 

Dr.  Ida  Pearce  has  opened 
an  office  for  the  practice  of 
Opthalmology  in  Rapid  City. 

* * :i: 

Dr.  H.  E.  Davidson,  Lead, 
is  planning  to  leave  the  State 
June  1 to  take  a residency 
in  Neur-phychiatry  at 
Omaha,  Nebraska.  Dr.  David- 
son has  practiced  medicine  in 
Lead  for  the  past  24  years. 

* * * 

Dr.  Charles  A.  Stern,  Sioux 
Falls,  was  certified  as  S.  D. 
Chairman  of  the  American 
College  of  Obstetrics  & 
Gynecologists  at  their  annual 
clinical  meeting  in  Atlantic 
City  recently.  Dr.  Fred  D. 
Leigh,  Huron,  was  certified 
as  vice-chairman. 

* * 

Dr.  J.  R.  Byrne.  Edgemont, 
was  honored  recently  at  a 
birthday  reception  and  for 
his  long  faithful  service  to 
the  community.  A plaque 
was  presented  to  him  from 
the  community. 


S.  D.  SENDS  TWO 
TO  BLUE  SHIELD 
CONFERENCE 
Dr.  C.  J.  McDonald,  presi- 
dent of  the  South  Dakota 
Medical  Service,  (Blue  Shield) 
was  the  official  voting  dele- 
gate to  the  annual  meeting 
of  Blue  Shield  plans  in  Miami 
Beach,  Florida  April  12-15. 
John  C.  Foster,  executive- 
director  of  the  S.  D.  plan 
accompanied  Dr.  McDonald 
as  alternate  voting  delegate. 

Mixing  business  meetings 
with  program  sessions,  the 
delegates  discussed  Blue 
Shield  benefits  for  the  aged, 
extended  benefits  and  prob- 
lems of  service  benefits. 


SOUTH  DAKOTA  CLINIC 
MANAGERS  HOLD 
MEETING 

The  South  Dakota  Clinic 
managers  held  their  spring 
meeting  in  Brookings  on 
April  17th  and  18th.  Duane 
Buholtz  of  the  Brookings 
Clinic  presided. 

Ten  members  attended  the 
two  day  meeting  which  con- 
sisted of  discussions  on  Credit 
control.  Blue  Shield  and 
Medicare  problems,  Clinic 
management,  and  a talk  by 
Mr.  Roland  Hatfield,  tax 
consultant  for  Northwestern 
National  Life  Insurance  Co. 
Mr.  Richard  Erickson  of 
South  Dakota  Medical  Serv- 
ice attended  the  meeting. 

The  next  meeting  will  be 
held  in  Yankton  in  April  of 
next  year. 


AWARDS  GIVEN  AT 
ANNUAL  DINNER 
DANCE 

Nineteen  awards  amount- 
ing to  over  $1,800  were  pre- 
sented to  medical  students  at 
the  University  of  South  Da- 
kota at  the  annual  dinner 
dance  of  the  Student  Amer- 
ican Medical  Association. 

Dean  Walter  M.  Hard  of 
the  University  Medical 
School,  who  presented  the 
awards,  said  that  financial 
aid  to  deserving  students  was 
probably  more  important 
than  to  any  other  branch  of 
education  due  to  the  exten- 
sive and  expensive  training 
and  equipment  students  re- 
quire. Many  medical  men 
and  organizations  have  felt  it 
highly  important  to  help  de- 
serving students  in  obtaining 
their  education  because  of 
the  high  cost. 

Recipients  of  the  two  Dr. 


Thomas  Y.  Nakao  Scholar- 
ships, which  were  full-tuition 
awards  ($320  each)  were 
Allen  Delzell,  Vermillion, 
and  James  B.  Grant,Water- 
town.  Dr.  Nakao,  an  alum- 
nus of  the  Medical  School  is  a 
practitioner  in  Los  Angeles, 
Calif. 

Scholarships  of  $100  each 
were  awarded  the  following: 

Daniel  Johnson,  Sioux  Falls 
from  the  American  Academy 
of  General  Practice  in  mem- 
ory of  Dr.  J.  A.  Kittelson; 
Douglas  Pay,  Sioux  Falls 
and  James  Monfore,  Spring- 
field  from  the  State  Medical 
Association;  Frederick  Brad- 
shaw, Ft.  Meade  and  John 
Hoggatt,  Lead,  from  the 
Yankton  Clinic;  Deraid  M. 
Reade,  Canton  from  Kreiser’s, 
Inc.,  Sioux  Falls;  Earl  Nel- 
son, Viborg,  from  the  Don- 
ahoe  Clinic,  Sioux  Falls; 
Dennis  G.  Ortmeier,  La- 
Crosse,  Wis.,  from  the  Uni- 
versity Medical  Faculty; 
James  Garrick,  Webster,  the 
Christian  Peter  Lommen 
Scholarship. 

Other  awards  included  a 
$50  scholarship  to  C.  Craig 
Tisher,  Yankton  from  the 
Fred  Kreiser  Memorial  fund; 
a wrist  watch  to  Howard  E. 
Otto,  Los  Angeles,  Calif,  from 
Hof  fman-LaRoche,  Inc., 
Pharmaceutical  manufac- 
turers; a work  of  medical  art 
to  James  Garrick,  Webster, 
honor  student  in  anatomy, 
donated  by  Dr.  Ronald  Price, 
Armour;  and  five  medical 
book  selections  valued  at  $20 
each  awarded  by  the  C.  V. 
Mosby  Publishing  Co.  to  A. 
James  Tiessen,  Marion;  Don- 
ald L.  Wright,  Rapid  City; 
Nita  M.  Allman,  Lead;  Lester 
Anderberg,  Huron;  and 
George  D.  Angelos,  Canton. 
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ACEUTICAL 

SECTION 


HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 


— 209  — 


ANIMAL  HEALTH  PHARMACY* 
Pari  Vni 

Kenneth  Redman,  Ph.D.** 
Organic  Insecticides 
Chlorinated  Aryl  Hydrocarbons 


Benzene  hexachloride  (BHC,  666,  etc.),  al- 
though prepared  by  Faraday  in  1825,  was  not 
known  to  have  insecticidal  properties  until 
about  1940-1942.  Of  the  six  chemically  dis- 
tinct isomers  only  the  gamma  isomer  is  an 
effective  insecticide.  Although  the  crude 
product,  containing  18-20  per  cent  of  the 
gamma  isomer  may  be  used,  it  imparts  a 
musty  odor  and  taste  particularly  objection- 
able to  edible  produce.  The  purified  gamma 
isomer,  commonly  known  as  Lindane,  is 
nearly  odorless  and  is  usually  the  preferred 
form  for  insecticidal  use.  Being  a chlorinated 
hydrocarbon,  it  is  soluble  in  the  organic  sol- 
vents but  insoluble  in  water.  Oil  solutions 
are  readily  absorbed  through  the  intact  skin, 
causing  systemic  poisoning  of  higher  animals. 
It  is  considered  exceptional  for  the  control  of 
grasshoppers,  cotton  insects,  wireworms  and 
other  soil  pests.  Lindane  is  used  to  control 
household  insects,  poultry  and  livestock  in- 
sects, mosquitoes,  flies  and  many  insect  pests 
of  agricultural  crops.  It  may  kill  as  a contact 
poison,  stomach  poison,  or  as  a fumigant. 

♦The  eighth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  animal  and  plant 
health. 

**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


Both  the  crude  and  purified  forms  are  form- 
ulated as  a wettable  powder  (5-25  per  cent 
gamma  isomer  present)  or  as  a dust  (0.5-2  per 
cent  gamma  isomer  present)  for  agricultural 
uses.  One-half  to  five  per  cent  solutions  in 
kerosene,  xylene,  etc.,  are  used  for  mosquito 
control  in  the  open.  The  musty  odor  of  the 
crude  material  makes  it  unsuitable  for  house- 
hold use.  A special  formulation,  E.Q.  335,  con- 
tains 3 per  cent  Lindane  for  use  as  a screw 
worm  remedy. 

Chlordane  (Octachlor,  1068,  etc.)  CioHeCls, 
was  discovered  in  1945.  The  technical  grade, 
a brown  viscous  liquid  with  an  odor  re- 
sembling cedar,  contains  about  60  per  cent  of 
the  alpha  and  gamma  isomers.  Refined  chlor- 
dane is  a yellow  liquid,  unstable  in  alkalies. 
It  is  insoluble  in  water,  but  soluble  in  the 
common  organic  solvents.  Very  little  is 
known  about  the  mode  of  action,  regardless 
of  the  fact  that  tons  of  chlordane  are  used 
annually.  Superficially,  at  least,  chlordane 
resembles  the  action  of  DDT.  It  is  toxic  to 
mammals,  giving  increased  respiration,  trem- 
ors, etc.  Sodium  Amytal  is  indicated  for 
treating  these  symptoms.  Chlordane  is  very 
effective  for  (1)  the  control  of  insect  pests  of 
man  and  domestic  animals,  i.e.,  lice,  ticks, 
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fleas  and  biting  flies,  (2)  household  insects  i.e., 
ants,  cockroaches,  flies,  silverfish,  carpet 
beetles  and  moths,  and  (3)  crop  insects,  i.e. 
grasshoppers,  boll  weevils,  leaf  miners, 
squash  bugs,  and  other  garden  and  soil  in- 
sects. Chlordane  is  commonly  formulated  as 
40-50  per  cent  wettable  powder  with  clays 
and  as  2-5  per  cent  dusts  with  non  alkaline 
diluents.  Kerosene  makes  a good  oil  solution 
and  emulsifiable  concentrate  when  used  with 
a non-ionic  emulsifier  (Thex  80). 

Heptachlor  (Velsicol,  E~3314),  CioH.'iCh, 
along  with  chlordane,  aldrin,  dieldrin,  endrin, 
and  toxaphene  is  a cyclodiene  derivative.  The 
pure  compound  is  a white  crystalline  solid. 
Closely  related  chemically  to  chlordane,  it  is 
soluble  in  the  organic  solvents,  insoluble  in 
water.  The  technical  product  actually  con- 
tains some  chlordane  and  technical  chlor- 
dane contains  some  heptachlor.  Heptachlor 
is  quite  stable,  even  in  prolonged  contact  with 
acute  alkalies  and  oxidizing  agents,  but  may 
slowly  decompose  with  active  clays  unless  a 
deactivator  is  present.  It  shows  a fairly  high 
experimental  toxicity  to  dogs  and  is  generally 
more  active  as  an  insecticide  than  chlordane 
for  a wide  range  of  insects,  especially  for 
those  that  are  pests  of  cotton,  soil,  forage 
crops,  vegetables  and  fruits.  It  is  valuable  in 
the  control  of  mosquitoes  and  grasshoppers. 
Common  formulations  include  wettable 
powders,  emulsifiable  concentrates,  and 
dusts. 

Toxaphene  (Chlorinated  Camphene,  3956), 
CioHioCls,  is  a mixture  of  isomers  prepared 
by  chlorinating  camphene,  with  a yellow, 
waxy  appearance.  It  dechlorinates  in  alkalies 
and  on  long  exposure  to  sunlight.  Toxaphene 
is  soluble  in  organic  solvents,  insoluble  in 
water.  It  is  somewhat  less  residual  than  DDT, 
but  more  toxic  to  humans.  It  should  be  used 
with  care  on  forage  crops,  since  no  tolerance 
has  yet  been  established.  Toxaphene  is  effec- 
tive in  controlling  the  insects  of  many  fruit 
and  vegetable  crops,  and  livestock.  It  should 
not  be  used  on  dairy  cattle  because  of  the 
danger  of  contamination  of  meat  and  milk. 
It  has  the  advantage  of  not  being  very  toxic 
to  honey  bees.  Toxaphene  is  formulated  as 
25  to  40  per  cent  wettable  powders,  oil  solu- 
tions of  varying  per  cent,  and  as  5 to  10  per 
cent  dusts. 

Aldrin  (Octalene),  C12H8CI6,  and  Dieldrin, 


CiiHsOCl,  are  prepared  by  the  well  known 
Diels-Alder  diene  reaction;  hence  the  names. 
Aldrin  is,  in  the  form  of  white  crystals,  stable 
to  alkalies.  The  technical  product  is  a brown 
waxy  solid  of  about  78  per  cent  purity.  It  is 
not  as  lasting  as  dieldrin;  hence  is  more 
adapted  to  agricultural  crops  that  must  not 
have  a residue  when  harvested.  It  is  not  in- 
dicated for  crops  that  require  a persistent 
poison. 

Dieldrin,  the  epoxide  of  aldrin,  appears  in 
the  technical  form  as  a tan  solid  about  76  per 
cent  pure  with  13  per  cent  of  other  insec- 
ticidal products.  It  is  the  most  potent  of  the 
chlorinated  insecticides  in  use,  controlling  a 
wide  range  of  insect  pests.  The  dosage  for 
grasshopper  control  is  from  1 to  2 ounces 
per  acre.  Soil  treatment  requires  2 to  3 
pounds  per  acre.  The  lack  of  established 
tolerances  for  many  crops  tends  to  restrict 
the  use  of  dieldrin.  Too,  it  has  a rather  high 
acute  and  chronic  toxicity  orally  and  der- 
mally  to  animals  other  than  insects  and  sim- 
ilar pests.  It  accumulates  in  fatty  tissues  and 
is  excreted  in  milk.  Dieldrin  is  highly  effec- 
tive as  a residual  insecticide  for  flies,  house- 
hold insect  pests,  thrips  and  many  other  agri- 
cultural pests. 

Aldrin  and  Dieldrin,  being  soluble  in  or- 
ganic solvents  and  insoluble  in  water,  are 
formulated  as  25  per  cent  wettable  powders, 
emulsion  concentrates,  and  1 to  2 per  cent 
dusts. 

Endrin,  Ci2H80Cl(!,  the  epoxide  of  the  endo, 
endo-isomer  of  Aldrin,  is  less  stable  than 
aldrin;  however  it  is  compatible  with  all  com- 
mon insecticides.  The  pure  compound  exists 
as  white  crystals.  The  technical  product  of 
85  to  90  per  cent  purity,  is  a light  tan  powder 
insoluble  in  water,  sparingly  to  moderately 
soluble  in  organic  solvents.  It  is  highly  toxic 
to  insect  pests  of  tobacco,  potato,  cabbage,  and 
cotton  (except  pink  bollworm),  but  is  prob- 
ably non-injurious  to  plants  at  recommended 
concentrations.  Because  of  its  toxicity  to 
warm-blooded  animals,  strict  precautions 
must  be  observed  in  handling.  The  U.  S.  Food 
and  Drug  Administration  has  established  a 
zero  tolerance  to  cover  its  use.  Formulations 
include  an  emulsifiable  concentrate  of  about 
20  per  cent,  and  dusts  of  varying  strengths. 
Hexamethylene  tetramine  is  incorporated  in 
the  dusts  to  prevent  decomposition  of  endrin. 
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Thiodan  (Malix)  is  one  of  the  most  recent 
chlorinated  aryl  hydrocarbons  to  be  intro- 
duced as  an  insecticide,  especially  for  aphids 
on  certain  crops.  No  tolerance  has  been  estab- 
lished for  it. 

DDT  and  Relatives  (Diphenyl  Alkanes) 

DDT  (dichlorodiphenyltrichloroethane,  Di- 
cophane,  B.  P.,  Chlorophenothane,  U.  S.  P.), 
CuHnCP,  is  usually  a white  crystalline 
powder,  insoluble  in  water  but  moderately 
soluble  in  petroleum  oils  and  readily  soluble 
in  most  aromatic  and  chlorinated  solvents.  It 
is  stable  in  air,  but  is  slowly  decomposed  by 
light.  The  technical  product  is  a waxy  solid 
with  comparable  solubilities  and  stability  to 
the  pure  product.  DDT  is  a slow  acting,  but 
potent  insecticide  by  ingestion  and  contact. 
It  is  effective  for  a relatively  long  time  (6 
weeks  or  more)  when  applied  to  solid  sur- 
faces. It  is  the  leading  insecticide  in  use  at 
present.  It’s  most  disturbing  feature  is  the 
continued  development  of  insect  resistance. 
It  is  stored  in  body  fats  and  excreted  in  milk, 
and,  although  chronic  toxicity  to  warm- 
blooded animals  is  not  high,  there  is  no  es- 
tablished tolerance  for  forage  crops  and  it 
should  not  be  used  on  dairy  animals.  Formu- 
lations include  5 to  10  per  cent  dusts,  20  to  50 
per  cent  wettable  powders,  5 to  12  per  cent  oil 
solutions,  a wide  variety  of  emulsion  concen- 
trates, and  aerosols.  The  U.S.P.  specifies  a 
range  of  5 to  10  per  cent  in  an  inert  base 
applied  topically  to  the  skin  as  an  insect 
toxicant. 

DDD  (dichlorodiphenyl  dichloroethane, 
TDK,  rothane),  CuHioCh,  is  found  as  an  im- 
purity in  technical  DDT.  It  has  similar  solu- 
bilities to  DDT.  For  most  insects  it  is  less 
effective  than  DDT,  but  is  superior  for 
mosquito  larvae,  leaf  rollers,  and  tomato,  pep- 
per, and  tobacco  hornworms.  DDD  is  about 
1/5  to  1/10  as  toxic  to  mammals  as  DDT,  but 
is  more  apt  to  damage  the  adrenal  cortex. 
Presumably  DDD  may  be  formulated  as  DDT. 

Methoxychlor  (Methoxy  DDT,  DMDT,  Mar- 
late,  2,  2-bis  [p-methoxy-phenyl)-l,  1,  1-tri- 
chloroethane]),  Cir,Hir,C1.302,  is  a crystalline 
solid.  It  is  nearly  insoluble  in  water,  but 
soluble  in  the  organic  solvents.  It  is  not  readily 
oxidized.  It  is  effective  against  a wide  range 
of  agricultural  pests,  being  more  effective 
than  DDT  against  some  (plum  curculio,  Mex- 
ican bean  beetle),  but  less  effective  against 


others  (cotton  bollworm,  European  corn 
borer).  It  has  little  effect  on  aphids  and  mites. 
Since  Methoxychlor  is  not  essentially  stored 
in  body  fats  or  secreted  in  milk,  it  is  recom- 
mended for  fly  control  on  dairy  cattle  and  in 
dairy  barns.  It  is  not  phytotoxic  to  most  agri- 
cultural crops;  some  cucurbits  are  exceptions, 
however.  Formulations  include  a 2 lb.  per 
gal.  emulsifiable  concentrate,  and  dispersable 
powders  (25  per  cent  and  50  per  cent). 

Dimite  (DMC,  DCPC,  1,  1-bis  [para-chloro- 
phenylj-ethanol),  C14H12CI2O,  is  a crystalline 
solid,  m.  p.  69.5-70°C.  It  is  nearly  insoluble 
in  water,  but  soluble  in  organic  solvents,  es- 
pecially the  polar  ones.  It  is  unstable  to 
strong  acids,  but  compatible  with  commonly 
used  spray  chemicals.  It  is  effective  as  a mit- 
icide  on  plants  and  is  a synergist  for  DDT 
against  DDT-resistant  houseflies.  Until  toler- 
ances are  established,  it  should  only  be  used 
in  the  early  part  of  the  season  on  edible  crops. 
Dimite  is  recommended  for  clover  mites  in 
households  and  spider  mites  on  fruits,  applied 
according  to  manufacturer’s  directions. 

Chlorobenzilate  (Geigy  338,  ethyl  4-4’-di- 
chlorobenzilate),  C10H14CI2O3,  is  a yellow  vis- 
cous oil  (pure  form)  or  a brown  liquid  (im- 
pure form).  It  is  insoluble  in  water,  soluble 
in  most  organic  solvents.  It  is  hydrolized  in 
the  presence  of  strong  acids  or  alkalies.  It 
shows  promise  for  the  control  of  mites  on  cer- 
tain fruits  at  a concentration  of  0.25  lb.  per 
100  gallons  of  spray.  It  is  not  especially  toxic 
to  insects,  but  injures  pears,  plums  and  De- 
licious apples.  It  has  been  recommended  as 
“smoke”  for  bees  with  tracheal  mites. 

Kelthane  (FW-293,  1,  1-bis  p-chlorophenyl 
2,  2,  2-trichloroethanol),  CwHoClr.O,  a white 
solid,  is  insoluble  in  water,  soluble  in  organic 
solvents.  It  is  compatible  with  most  pesti- 
cides, except  the  strongly  basic  ones.  It  is 
recommended  for  the  control  of  mites  on  cer- 
tain ornamentals,  nursery  stock,  non-bearing 
fruit  trees,  and  cotton.  It  may  be  used  in  the 
early  part  of  the  season  on  apples  and  pears. 
Formulations  include  a wettable  powder  and 
an  emulsifiable  concentrate  with  18.5  per  cent 
Kelthane. 

EQ53  (Emulsifiable  concentrate  of  DDT 
pestproof  for  washable  woolens)  has  been 
recommended  for  mothproofing  washable 
woolens. 
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TECHNICAL  ASPECTS  OF  A PRODUCT 
AS  RELATED  TO  PRODUCTS  LIABILITY* 
By 

Irwin  S.  Shupe** 

Rensselaer,  New  York 


Aside  from  the  strictly  legal  aspects  of 
products  liability,  there  are  important  tech- 
nical aspects  that  need  careful  attention.  In 
discussing  these  technical  aspects,  there  are 
two  broad  phases  to  be  considered.  There  is 
the  investigational  and  research  stage,  where 
basic  information  is  collected,  and  next,  the 
application  of  this  preliminary  information 
to  commercial  production.  These  two  phases 
occur  regardless  of  whether  the  product  is  a 
chemical,  cosmetic,  drug,  or  so  far  as  I know, 
for  any  other  product. 

In  the  development  of  commercial  manu- 
facturing procedures,  the  preliminary  investi- 
gational work  naturally  plays  an  important 
part.  The  establishment  of  proper  quality 
control  standards  is  one  of  the  first  needs  in 
setting  up  commercial  production.  There  are 
a number  of  valuable  guides  to  the  estab- 
lishment and  maintenance  of  these  quality 
standards.  I will  make  special  reference  to 
two  such  guides.  The  first  is  an  application 
form  for  new  drugs  as  issued  by  the  U.  S. 
Food  and  Drug  Administration.  The  second 

*Presented  June  25,  1958  at  a “Workshop  on  Un- 
derstanding Products  Liability”  held  under  the 
auspices  of  the  Commerce  & Industry  Assn,  of 
N.  Y.,  Inc. 

**Winthrop  Laboratories,  Division  of  Sterling  Drug 
Inc.,  Rensselaer,  New  York. 


is  a series  of  articles  of  “procedures  for  the 
Appraisal  of  the  Toxicity  of  Chemicals  in 
Foods,  Drugs  and  Cosmetics,”  as  published  in 
the  October  1955  issue  of  the  Food,  Drug  and 
Cosmetic  Law  Journal. 

The  application  form  for  new  drugs  does 
have  certain  legal  implications.  However, 
entirely  aside  from  any  legal  aspects,  re- 
putable manufacturers  frequently  set  up  their 
own  quality  standards  which  exceed  the  min- 
imum legal  requirements.  These  standards 
vary  with  individual  companies,  of  course. 

If  we  take  a careful  look  at  the  application 
form  for  new  drugs,  we  see  that  there  is  a 
call  for  “full  reports  of  all  investigations  that 
have  been  made  to  show  whether  or  not  the 
drug  is  safe  for  use.”  These  investigations 
to  show  safety  require  considerations  of 
chemical  and  physical  properties,  animal  tests 
and  clinical  tests. 

In  the  symposium  to  which  previous  ref- 
erence is  made,  there  is  a series  of  11  papers 
bearing  on  the  subjects  of  chemistry  as  well 
as  on  animal  tests.  These  reports  provide 
suggestions  about  procedures  which  may  be 
used  for  the  appraisal  of  toxicity.  In  most 
cases  the  studies  on  toxicity  will  include  in- 
formation about  lethal  doses  in  laboratory 
animals. 
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Investigations  To  Show  Safety  and 
Effectiveness  of  Drugs 

(1)  Chemical  and  Physical  Properties: 
Chemical  and  physical  properties  are  import- 
ant in  investigations  to  show  safety  and  effec- 
tiveness. Adequate  coverage  of  chemical 
properties  is  needed  in  order  to  assure  uni- 
formity from  batch  to  batch.  Without  this 
assurance  of  uniformity,  there  may  be  ques- 
tions about  the  uniformity  of  animal  test  re- 
sults. For  most  new  drugs  the  complete 
chemical  composition  is  needed,  along  with 
information  of  solubility  and  general  physical 
properties.  Specifications  and  adequate 
methods  of  analysis  are  necessary  in  order  to 
provide  evidence  on  the  identity,  strength, 
quality  and  purity  of  the  products. 

(2)  Animal  Tests:  Acute  Toxicity  — The 
second  consideration  after  chemical  com- 
position in  the  evaluation  of  safety,  is  acute 
toxicity.  This  is  the  effect  produced  by  single 
or  multiple  doses  in  a short  period  of  time 
of  twenty-four  hours,  or  less. 

Decisions  need  to  be  made  about  the  selec- 
tion of  species  of  animals,  the  number  of  test 
animals  to  use,  and  observations  to  be  made. 
For  example,  at  least  three  species  should  be 
used,  and  one  of  these  should  be  nonrodent. 
Several  methods  of  administration  should  be 
employed,  and  ordinarily  this  would  include 
oral  and  intravenous  ones.  Even  though  this 
is  a short-term  test,  observations  of  the 
animals  should  be  conducted  for  two  to  four 
weeks. 

Range-Finding  and  Subacute  Toxicity  — 

Prior  to  more  extensive  subacute  and  long- 
range  chronic  experiments,  it  is  necessary  to 
carry  out  sufficient  preliminary  work  to  de- 
termine proper  dosages.  Proper  dosages  will 
depend  upon  species  of  animal,  and  routes  of 
administration. 

Chronic  Oral  Toxicity  — Studies  on  test 
animals  for  their  lifetime,  and  in  some  cases 
for  several  generations,  may  be  of  importance 
for  certain  chemicals.  Among  the  details  to 
be  considered  are  the  number  of  animals  and 
their  proper  selection  for  chronic  toxicity  ex- 
periments. Toxicity  in  the  case  of  drugs,  may 
be  related  to  therapeutic  efficiency.  This  may 
not  be  true  in  the  case  of  chemicals  which  are 
added  to  foods.  “Such  a substance  proposed 
for  use  in  foods  should  show  no  chronic  tox- 
icity to  animals  in  an  amount  equivalent  to 
one  hundred  times  the  amount  which  is  pro- 


posed for  use  in  the  total  human  dietary, 
that  is,  a safety  factor  of  at  least  one  hundred 
should  be  present.” 

Dermal  Toxicity  — Dr.  Draize’s  paper  on 
“Dermal  Toxicity”  ^ is  of  special  interest  to 
manufacturers  of  cosmetics.  Included  are 
descriptions  of  test  procedures,  now  quite 
widely  used,  for  determining  skin  irritation, 
eye  irritation  and  irritation  to  mucous  mem- 
brances.  Sensitization  studies,  and  also  acute 
and  subacute  toxicity  by  way  of  dermal  ap- 
plications are  described. 

Pharmacodynamics,  Biochemistry  and 
Pathology 

Important  aspects  of  investigations  for  the 
establishment  of  safety  are  included  in  the 
symposium  under  the  special  titles  of  “Phar- 
macodynamics, Biochemistry  and  Path- 
ology.”2-  3’  4 

Just  as  a chemical  may  be  characterized, 
or  fingerprinted,  by  chemical  or  spectro- 
photometric  properties,  so  too,  can  it  be 
characterized  by  a detailed  description  of  its 
sites  and  mechanisms  of  pharmacological  ac- 
tion, or  pharmacodynamic  behavior. 

The  biochemist  is  the  one  who  should  de- 
termine why  a compound  is  toxic.  This  is 
accomplished  through  studies  of  absorption, 
excretion,  storage  and  metabolism  of  the 
compound. 

There  is  also  the  need  for  attention  to  the 
careful  examination  of  the  organs  and  tissues 
of  the  test  animal,  and  to  the  proper  evalua- 
tion of  any  histological  or  pathological 
changes. 

In  the  interpretation  of  animal  test  results, 
statistics  are  an  important  tool,  and  a special 
section  in  the  symposium^  has  been  p'rovided 
on  this  subject. 

There  is  also  a paper®  on  the  interpretation 
of  the  animal  toxicity  results  in  terms  of  po- 
tential toxicity  in  man.  In  the  case  of  drugs, 
this  interpretation  is  a highly  critical  point 
which  must  precede  clinical  studies. 

(3)  Clinical  Tests:  The  field  of  clinical  test- 
ing is  so  very  critical  and  specialized  that 
practically  every  product  requires  individual, 
expert  medical  attention.  The  initial  clinical 
studies  will  naturally  be  carried  out  with  a 
very  cautious  and  gradual  approach.  After 
the  first  preliminary  studies,  more  compre- 
hensive tests  will  be  obtained  with  top  ex- 
perts, at  least  in  the  case  of  drug  products. 
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After  this  second  phase,  a further  testing 
program  will  include  trials  under  the  super- 
vision of  general  practitioners  on  a still  more 
extensive  basis. 

In  the  case  of  drug  products,  observations 
and  evidence  about  the  products’  effective- 
ness will  be  an  important  part  of  the  clinical 
trials. 

Procedures  to  Assure  the  Product's  Purity, 
Potency  and  Identity 

Now  we  consider  commercial  production 
after  the  preliminary  investigations  have 
been  completed. 

No  small  amount  of  time  and  effort  is  ex- 
pended in  filling  out  such  government  forms 
as  the  application  for  nev/  drugs.  For  ex- 
ample, it  is  necessary  to  “list  articles  used  as 
components,”  provide  a “statement  of  the 
composition,”  provide  descriptions  of  methods 
used  in  manufacturing  and  of  facilities  and 
controls  used  in  manufacturing.”  Under  this 
latter  heading  of  facilities  and  controls  there 
are  thirteen  separate  requests,  the  thirteenth 
being  “any  additional  procedures  employed 
which  are  designed  to  prevent  contamination 
and  otherwise  insure  proper  control  of  the 
product.” 

The  development  of  quality  control  pro- 
cedures will  frequently  begin  with  a research 
group  during  the  initial  investigations  of  a 
new  product.  Specifications  and  test  methods 
for  raw  materials,  for  materials  during  pro- 
cessing, and  for  finished  products,  need  to  be 
established  and  adapted  to  commercial  op- 
erations. Stability  data  is  generally  obtained 
on  a new  drug  during  its  research  and  inves- 
tigational stages.  Additional  confirmatory 
data  is  collected  later  on  commercial  produc- 
tion batches.  In  addition  to  stability  informa- 
tion, there  may  be  need  for  data  on  compati- 
bility. This  would  be  especially  true  where 
a new  item  is  likely  to  be  used,  or  mixed  with 
other  products. 

Laboratory  testing  is  carried  out  on 
samples.  In  most  cases  these  samples  are  used 
or  destroyed  during  the  testing.  The  sample 
must  be  accurately  representative  of  the  lot 
in  order  to  have  test  results  that  are  valid. 
Because  of  the  importance  of  sampling,  it  has 
been  given  much  study  and  careful  attention. 

The  development  of  improved  methods  of 
analysis  is  an  important,  continuous  project. 
A number  of  industry  associations  and  scien- 


tific groups  are  concerned  with  the  develop- 
ment of  quality  control  methods.  For  ex- 
ample, the  Toilet  Goods  Association  has  de- 
veloped specifications  and  monographs  of 
special  interest  to  manufacurers  of  cosmetics. 
The  Contact  Committee  of  the  former  Amer- 
ican Drug  Manufacturers  Association  and 
American  Pharmaceutical  Manufacturers  As- 
sociation has  worked  extensively  in  the  de- 
velopment of  quality  control  procedures  for 
drug  products. 

Our  analytical  control  laboratories  employ 
chemical,  physical  and  biological  test  methods. 
Frequently  all  of  these  types  of  testing  are 
carried  out  on  a single  product.  For  example, 
a solution  for  injection  may  be  subject  to 
chemical  analysis,  to  physical  tests,  and  to 
several  biological  tests  such  as  tests  for  free- 
dom from  pyrogens  and  tests  for  freedom 
from  viable  microorganisms. 

An  important  part  of  quality  control  takes 
place  during  and  at  the  point  of  manufacture, 
the  quality  of  a product  is  bulit  into  it  by  the 
manufacturing  process.  Quality  can  not  be 
tested  into  a product  after  it  is  made.  There- 
fore the  quality  control  procedures  include 
the  precautions  that  are  observed  during  pro- 
cessing, in  addition  to  the  analytical  labora- 
tory control  tests  which  are  applied  to 
samples  of  the  product  after  completion.  Part 
of  these  process  controls  include  formula 
cards,  and  their  methods  of  use;  checks  and 
double-checks  that  are  applied  to  assure  that 
accurate  amounts  of  the  correct  ingredients 
are  weighed  or  measured;  and  checks  of 
yields  of  finished  production  against  theo- 
retical yields. 

The  design  of  packaging  and  labeling  is  ex- 
tremely important  in  order  to  assure  utility 
as  well  as  attractiveness  of  the  package,  and 
to  assure  accuracy  of  labeling. 

It  is  necessary  to  maintain  adequate  records 
in  order  to  show  that  the  many  steps  in 
manufacture  and  control  have  been  properly 
observed.  An  important  part  of  the  quality 
control  procedure  and  record  system  is  the 
use  of  a lot,  or  control  number.  This  control 
number  provides  a key  to  the  entire  history 
of  the  product.  It  is  applied  to  the  label,  and 
identifies  each  of  the  units  processed  in  a 
production  batch.  By  means  of  this  control 
number  it  is  possible  to  check  back  through 
(Continued  on  Page  219) 
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Advances  In 
Drug  Research 


THE  UNPROTECTED  PORTAL 

The  mouth  and  esophagus,  with  the  nose 
and  bronchi,  form  a single,  easy  pathway  by 
which  the  most  dangerous  enemies  of  man  in- 
vade his  body  and  attack  him.  And,  because 
the  other  three  open  into  it,  the  oral  cavity 
offers  medical  science  a primary  arena  in 
which  to  counterattack  the  invading  mi- 
crobes. 

Diseases  of  the  mouth  and  associated  bony 
structures  are  among  the  oldest  afflictions  of 
mankind.  The  evidence  is  found  in  the  en- 
during, unwritten  records  of  ancient  skele- 
tons. 

Egyptian  papyri,  the  writings  of  Herodotus 
and  Hippocrates,  and  even  older  Chinese  and 
Indian  records,  establish  that  tooth  decay  and 
its  attendant  suffering  aroused  the  concern  of 
medical  practitioners  thousands  of  years  ago. 

They  do  today,  no  less.  Medical  science 
has  gone  far  toward  eliminating  such  fatal 
diseases  as  pneumonia,  polio,  smallpox,  ty- 
phoid; and  it  has  shown  the  way  to  the  con- 
quest of  such  plagues  as  malaria,  tuberculosis, 
and  syphilis.  But  dental  decay  is  almost  uni- 
versal. Periodontal  disease  is  on  the  increase. 
Over-growth  of  pathogenic  germs  in  the  oral 
cavity  is  recognized  as  a factor  in  the  etiology 
of  certain  systemic  diseases.  It  is  a paradox 
peculiar  to  our  times  that  diseases  so  sus- 
ceptible to  topical  treatment  as  those  of  the 
teeth,  facial  bones,  gingiva  and  related  tissues 
should  remain  a baffling  public  health  prob- 
lem. 

Despite  successful  use  of  fluorides  in  pre- 
venting childhood  caries,  and  despite  the  fact 


that,  in  some  sections,  public  and  private 
water  supplies  are  naturally  fluoridated  and 
a few  cities  have  introduced  artificial  fluori- 
dation as  a public  health  measure,  it  is  esti- 
mated that  ninety-five  per  cent  of  all  children 
have  some  carious  teeth.  In  a group  of  more 
than  two  thousand  physically  fit  young  men, 
examined  and  accepted  for  military  service, 
more  than  four  per  cent  required  extractions 
on  induction,  and  the  number  of  carious  teeth 
ranged  upward  to  twenty-seven  in  a single 
person,  with  a mean  of  seven  carious  teeth 
per  recruit. 

That  q “healthy”  young  man  may  have 
seven,  or  twenty-seven,  caries  is  a contradic- 
tion which  Dr.  H.  K.  Cooper,  director  of  the 
Lancaster  (Pa.)  Cleft  Palate  Clinic,  has  at- 
tributed to  “an  unfortunate  historical  acci- 
dent.” 

“We  in  America  today,”  Dr.  Cooper  said, 
“are  thinking  of  only  part  of  an  individual, 
never  of  all  of  him.  One  of  the  main  reasons 
for  this  is  that,  somewhat  more  than  a hun- 
dred years  ago,  we  began  training  physicians 
and  dentists  separately.  As  a consequence, 
our  thinking  became  disjointed  — at  the  neck. 
Ever  since  dentistry  became  a major  profes- 
sion in  the  healing  arts,  other  medical  special- 
ties have  tended  to  ignore  or  overlook  the 
public-health  significance  of  tooth  decay, 
tooth  repair,  diseases  of  the  gums,  replace- 
ment of  missing  teeth,  irregular  and  malposed 
teeth,  facial  deformities  and  their  correction. 
The  solution  of  the  problem  requires  nothing 
less  than  a union  of  thinking  on  the  part  of 
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physicians,  dentists,  the  scientists  who  re- 
search and  develop  germ-destroying  drugs, 
and  the  community  at  large.” 

Recent  community  concern  with  addition 
of  sodium  fluoride  to  water  supplies  suggests 
that  a change  is  under  way.  Other  evidence 
of  awareness  is  provided  by  an  accumulation 
of  research  papers  on  a synthetic  chemical 
which  gives  promise  of  providing  powerful, 
long-acting  bactericidal  and  fungicidal  effect 
in  the  oral  cavity.  The  chemical  — Bis  1,  3- 
beta-ethylhexyl-5-methyl-5-amino  - hexahy- 
dropyrimidine  (also  known  as  hexetidine)  and 
soon  to  be  made  available  in  a one-tenth  per 
cent  solution  for  oral  antisepsis  — has  been 
shown  to  be  a potent  killer  of  both  bacteria 
and  fungi  in  vitro  and  in  vivo,  in  the  labora- 
tory and  in  clinical  studies.  A conference  to 
acquaint  the  dental  profession  and  scientists 
in  associated  disciplines  with  the  activity  and 
potency  of  hexetidine  was  held  October  23, 
1958,  in  Chicago  under  the  sponsorship  of 
Northwestern  University  Dental  School. 
Thirteen  peapers  were  read,  on  the  chem- 
istry, activity,  and  safety  of  the  drug,  on  its 
effectiveness  of  oral  hygiene,  and  on  use  of 
the  one-tenth  per  cent  solution  in  treatment 
of  diseases  of  the  oral  cavity. 

The  new  drug  to  which  this  review  is 
chiefly  devoted  promises  to  do  the  things  that 
men  concerned  with  fighting  disease  at  the 
main  portal  have  long  been  wishing  to  see 
done.  In  laboratory  investigations,  it  has  des- 
troyed more  than  a hundred  strains  of  Gram- 
negative and  Gram-positive  organisms.  These 
include  virulent  strains  of  staphylococci, 
commonly  found  in  the  cavity,  which  have 
become  resistant  to  penicillin  and  other  anti- 
biotics. 

Bactericide-F  ungicide 

The  antibacteral  potential  of  hexetidine 
was  established  in  1953  by  Northwestern  Uni- 
versity scientists  headed  by  Dr.  L.  S.  Fosdick, 
engaged  in  screening  a number  of  chemicals 
— a program  supported  by  the  Lamber  Co., 
now  part  of  the  Warner-Lambert  Pharma- 
ceutical Company.  The  development  of  hexe- 
tidine into  a usable  oral  antiseptic  is  a result 
of  five  years  of  subsequent  research  under  the 
direction  of  Dr.  Robert  G.  Sanders  of  that 
company.  Two  years  ago,  with  two  col- 
leagues, Drs.  Brooks  D.  Church  and  R.  B.  Ed- 
wards, and  Dr.  C.  D.  Dukes  of  Baylor  Uni- 


versity, Dr.  Sanders  reported  on  the  then- 
unnamed  drug’s  activity  in  Bacteriological 
Proceedings  as  follows: 

“The  antibacterial  spectrum  . . .”  they 
wrote,  “is  similar  to  the  broad-spectrum  anti- 
biotics . . . Growth  of  approximately  ninety 
per  cent  of  the  freshly  isolated  strains  of 
staphylococci  and  streptococci  were  found  to 
be  inhibited  by  less  than  15  mcg/ml  . . . Over 
ninety  per  cent  of  the  strains  of  Candida  al- 
bicans tested  were  found  to  be  sensitive  to 
less  than  100  mcg/ml.  Pathogenic  fungi  asso- 
ciated with  systemic  mycoses  appear  rela- 
tively resistant.  No  cross  resistance  between 
organisms  with  acquired  resistance  to  anti- 
biotics and  sensitivity  to  /hexetidine/  was 
observed.” 

In  another  paper,  read  before  the  Scientific 
Section  of  the  Proprietary  Association,  Dr. 
Sanders  listed  the  following  bacteria  and 
fungi  as  susceptible  to  control  with  hexeti- 
dine: 

Bacteria:  Micrococcus  pyogenes  var.  aureus. 
Streptococcus  hemolyticus,  Escherichia  coli, 
Pasteurella  pseudotuberculosis,  Pasteurella 
multicida.  Shigella  dysenteriae,  Myrobac- 
terium  sp.  607,  Mycobacterium  H37RV,  Acti- 
nomyces sp.,  Mycobacterium  ranae,  C.  pyo- 
genes, Streptococcus  agalactia,  Strepococcus 
uberis,  Coliform,  Pseudomonas  sp. 

Fungi:  Tricophyton  mentogrophytes.  Tri- 
chophyton inguinale,  Tricophyton  interdigi- 
tale,  Tricophyton  rubrum,  Tricophyton  gyp- 
seum,  Microsporum  audouini.  Cryptococcus 
neoformans,  Blastomyces  dermatididis,  Histo- 
plasma  capsulatum,  Candida  albicans,  Can- 
dida tropicalis,  Candida  krusei,  Candida  stel- 
latoidea. 

In  addition,  the  report  pointed  out,  the  drug 
has  been  found  effective  against  two  para- 
sitical animalcules,  amoeba  and  trichomonae. 

One  mechanism  by  which  this  versatile 
chemical  destroys  man’s  microscopic  enemies 
is,  in  effect,  starvation.  It  achieves  this  ejid, 
it  appears,  by  depriving  the  bacterium  or 
fungus,  possibly  the  protozoa,  of  vitamin  B-1, 
or  thiamine,  which  has  an  essential  role  in  a 
number  of  metabolic  cycles  — those  myster- 
ious “perpetual-motion”  systems  in  which 
basic  materials  are  combined,  broken  down, 
and  recombined,  each  cycle  producing  meas- 
urable electric  energy  and,  even  more  mys- 
teriously, ending  up  with  the  starting  sub- 
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stance.  Successful  completion  of  these  cycles, 
constantly  and  throughout  the  organism,  is 
essential  to  life  — in  a staphylococcus  as  in 
man.  If  the  B-1  is  not  available,  the  cycle  is 
interrupted  and  the  organism  dies.  In  the 
staphylococcus,  and  other  susceptible  micro- 
organisms, it  may  be  that  an  insufficiently 
selective  thiamine-recognition  system  accepts 
Bis-1,  3-beta-ethylhexyl-5-amino-hexahydro- 
pyrimidine  (hexetidine)  as  readily,  or  almost 
as  readily,  as  it  does  3-(4-amino-2methylpy- 
r i m i d y 1-  5-methyl)-4-methyl-5-beta-hydroxy- 
ethylthiazolium  (which  is  the  chemical  des- 
cription of  B-1  or  thiamine)  or  an  essential 
substance  resembling  thiamine  and  derived 
from  it.  In  any  event,  the  mistaken  germ  dies. 

A number  of  ingenious  laboratory  experi- 
ments by  Dr.  Sanders  and  his  colleagues  and 
confirmed  by  independent  investigators  in 
twelve  American  universities  all  appear  to 
establish  that  the  new  drug  thus  is,  in  effect, 
a key  which  fits  a lock  but  annot  unlock  it. 
Neither,  however,  so  long  as  it  is  fixed  in  the 
keyhole,  can  the  proper  key  unlock  the  meta- 
bolic door.  Since  this  is  generally  accepted 
to  be  the  mechanism  by  which  antibiotics  at- 
tack bacteria,  the  new  substance  has  been 
called  a synthobiotic  — a synthetic  chemical 
compound  which  acts  like  an  antibiotic. 

In  one  of  the  experiments  described  in  de- 
tail by  Drs.  Sanders,  Church,  and  Roland  R. 
Read,  hexetidine  was  employed  in  very  dilute 
concentration  to  inhibit  growth  of  Escherichia 
coli  B.  The  bacteria  were  cultured  in  a syn- 
thetic salts-glucose-amino  acid  medium.  Using 
a number  of  cultures,  the  researchers  intro- 
duced varying  concentrations  of  hexetidine 
and  recorded  the  degree  of  inhibition  of 
growth  of  the  cultures.  In  other  cultures, 
they  later  introduced  the  hexetidine  and,  at 
the  same  time,  one  or  another  metabolite.  In 
this  way  they  determined  that  increasing  the 
glucose  content  of  the  culture  did  not  affect 
the  inhibitory  effect.  Neither  did  increasing 
the  amino  acid  content.  Thus  they  were  able 
to  determine  that  the  hexetidine  activity  was 
not  involved  in  the  bacteria’s  metabolism  of 
glucose.  Next,  the  investigators  introduced 
fresh  boiled  yeast  extract,  and  this  did  mark- 
edly counteract  the  effect.  By  a process  of 
elimination,  introducing  singly  the  vitamins 
known  to  be  present  in  the  yeast  extract,  they 
were  able  to  determine  that  thiamine,  or  B-1, 


was  the  one  which  countered  hexetidine.  By 
adding  enough  thiamine,  they  could  eliminate 
the  drug’s  effect.  It  was  as  if  one  were  to 
approach  a locked  door  with  a boxful  of  sim- 
ilar keys.  If  the  right  keys  — thiamine  mole- 
cules — sufficiently  outnumber  the  wrong 
keys,  the  chances  are  excellent  that  one  will 
succeed  in  unlocking  the  door  with  the  first 
key  chosen. 

Adsorption  and  Mutation 

A second  important  chemical  characteristic 
discovered  during  the  years  of  research,  and 
confirmed  over  and  over  again,  is  hexetidine’s 
affinity  for  protein  tissue.  A single  applica- 
tion of  hexetidine  solution,  forms  a bond 
through  adsorption  upon  mucous  tissue  or 
skin,  and  clings  tenaciously,  retaining  its 
ability  to  destroy  germs  for  hours  afterward. 
Carbon-14-tagged  hexetidine  has  been  re- 
covered from  mucous  tissue  of  the  mouth  up 
to  seventy-two  hours  after  topical  application. 
This  has  been  called  the  “substantive  effect” 
— to  denote  that  the  adsorption  makes  the 
hexetidine  molecule  a substantive,  or  inte- 
gral, part  of  the  protein  tissue  molecule. 

A supplementary  test,  conducted  under 
strenuous  control  conditions,  established  that 
the  new  drug  also  clings  to  dental  plaque  (a 
fertile  site  for  the  growth  of  bacteria)  retain- 
ing germicidal  activity  for  ten  to  twelve  hours 
after  a single  administration  — preventing 
formation  of  acids  which  cause  decalcification 
of  tooth  enamel  and  the  beginning  of  caries. 

Another  finding  which  has  aroused  the  in- 
terest of  microbiologists  and  clinical  re- 
searchers is  the  fact  that,  to  date,  after  nearly 
five  years  of  testing  against  more  than  a hun- 
dred forms  of  pathogenic  organisms,  there 
is  no  evidence  of  the  development  of  resis- 
tance to  the  new  drug. 

One  long-term  test  involved  daily  transfers 
over  a period  of  four  months  in  media  con- 
taining sublethal  concentrations  of  hexeti- 
dine. At  the  end  of  that  time,  the  test  or- 
ganism — staphylococcus  aureus  which 
normally  produced  a new  generation  every 
20  minutes  and  which,  consequently,  had  been 
exposed  to  a hexetidine-poisoned  environ- 
ment for  a half  a million  generations  — 
showed  no  significant  change  in  its  suscepti- 
bility to  a lethal  concentration  of  the  drug. 
At  this  time  when  certain  bacteria,  most 
ominously  virulent  mutant  strains  of  Staphy- 
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lococcus  aureus,  have  shown  resistance  to  al- 
most all  antibiotics,  its  failure  to  develop  a 
mutant  strain  capable  of  withstanding  hexe- 
tidine  raises  hopes  that  medical  science  can 
regain  the  whip  hand  over  these  stubbornly 
viable  germs. 

Though  as  yet  no  formula  has  been  de- 
veloped which  makes  hexetidine  suitable  for 
systemic  use,  by  injection,  the  elaborate  and 
extensive  toxicity  studies  which  have  been 
made  in  mice,  rats,  rabbits,  and  dogs  estab- 
lish its  safety  beyond  question. 


TECHNICAL  ASPECTS  OF  A PRODUCT 

AS  RELATED  TO  PRODUCTS 

LIABILITY— 

(Continued  from  Page  215) 
the  records  to  determine  what  the  product  is, 
how  much  was  produced,  and  when;  what 
laboratory  testing  was  done;  what  starting 
materials  were  used  and  many  other  details. 
The  control  bearing  such  number  has  been 
most  carefully  prepared  and  checked  to  make 
sure  that  it  has  met  the  highest  quality 
standards. 

Once  a new  product  becomes  an  active 
commercial  item,  there  will  inevitably  be 
some  complaints.  Each  company  must  be 
responsible  for  its  own  products,  and  it  is  a 
duty  of  a technical  department  to  help  an- 
swer such  complaints.  The  background  of  in- 
vestigational work  (chemical,  animal  and 
clinical  testing  and  the  quality  control  pro- 
gram used  in  production  help  in  two  special 
ways.  They  help  to  provide  assurance  that 
a quality  product  has  been  produced,  which 
in  itself  will  serve  to  minimize  complaints. 
They  will  also  help  by  providing  technical 
data  and  evidence  for  the  use  of  the  Legal 
Department  if  that  should  become  necessary. 
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WE  ARE 
SPECIALISTS 

in  the  handling  of  insurance 
for  druggists  and  profes- 
sional men  — a fact  attested 
to  by  the  steady,  constant 
growth  of  this  company  over 
half  a century  of  service, 
and  by  our  present  status  as 
‘insurance  specialists’  to 
policyholders  in  10  mid- 
western  states.  The  Drug- 
gist Mutual  policy  has  al- 
ways been  ‘of,  by,  and  for 
the  policyholders’  . . . and 
this  policy  has  over  the 
years  resulted  in  the  best  in 
insurance  coverage  at  lower 
costs. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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MITCHELL  READY  FOR 
73rd  ANNUAL 
CONVENTION 

Mitchell  pharmacists  are 
putting  the  finishing  touches 
on  plans  for  the  73rd  annual 
convention  of  the  South  Da- 
kota State  Pharmaceutical 


Association  to  be  held  June 
14-16.  Committee  plans  as- 
sure a varied  and  interesting 
program  for  the  states  reg- 
istered pharmacists,  accord- 
ing to  Marlyn  Graham,  Local 
Secretary  and  General  Chair- 
man of  the  event. 


PHARMACY  STUDENTS 

WIN  NATIONAL 

HONORS 

Seven  junior  and  senior 
pharmacy  students  at  South 
Dakota  State  College  were 
awarded  election  to  national 
honor  societies  recently. 

Chosen  for  membership  in 
the  National  Honor  Society 
of  Phi  Kappa  Phi  were 
Donalene  Larson,  Sioux  Falls 
and  Linda  Rames,  ^Corsica, 
South  Dakota. 

Elected  members  in  the 
Rho  Chi  National  Pharma- 
ceutical Honor  Society  were 
Robert  Lazarus,  Minneapolis, 
Minn.;  Richard  Mulder,  Rock 
Valley,  Iowa;  Rodney  Nick- 
ander,  Brookings;  Robert 
Rotschafer,  Worthington, 
Minn.;  Beverly  Small, 
Worthington,  Minn.;  and 
Terrie  Teuber,  Redfield. 


Tentative  Outline  of  Program 

June  13  Pre-registration,  Lawler  Hotel  4-6  P.M. 

June  14  Registration,  Elks  Club  9 A.M.  through  Convention 
Afternoon,  Sports  Evening,  Banquet  6:30,  Theater 
tickets  following  banquet 

June  15  7:45  A.M.  Veteran’s  Breakfast,  Robert’s  Hotel,  9:00 
A.M.  Opening  General  Session,  Lodge  Hall,  Elks  Club 
Greetings 

9:30  A.M.  Memorial  Hour 

10:00  A.M.  First  Business  Session,  Presidents  Ad- 
dress, Report  of  Officers 

12:00  M Wholesaler’s  Luncheon,  Country  Club 
2:00  P.M.  Second  Business  Session,  Report  of  Com- 
mittees, Speaker 

3:30  P.M.  Closed  Business  Session,  Election  of  Of- 
ficers, Round-Table  Discussion  on  Restricted  Drug 
Sales 

6:30  P.M.  Drug  Traveler’s  Dinner  and  Party 

June  16  9:00  A.M.  Final  Business  Session,  Reports  of  Com- 
mittees, Installation  of  Officers,  Adjournment. 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  15V2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

*Brown,S.S.:  Ubo,  H.W.,  ond  Nussbaum,  A.  H.:  Norethandrolono 
in  the  Successful  Management  of  Anorexia  and  “Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


. . . BRONCHITIS 

BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP 


Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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SQUIBB  ANNOUNCES 


RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 
POTASSIUM  CHLORIDE 


IBINATION  RAUDIXIN  ENHANCED 
.Y  NEW  DIURETIC  — FLUMETHIAZIDE 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 

HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic— tor  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion.i-3 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic.i 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of  1 
to  6 tablets  daily  in  divided  doses.  Note:  In 
hypertensive  patients  already  on  ganglionic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50%.  A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others;  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.;  To  be  published.  • 5.  Rochelle, 
j[.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 

RAUDIXIN®’  AND  RAUTRAX  ARE  SQUIBB  TRADEMARKS 


SQyiBB 


Squibb  Quality  - tbe  Priceless  Ingredient 
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THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

300  First  National  Bank  Sioux  Falls,  S.  D. 

Subscription  $2.00  per  year  20c  per  copy 

CONTRIBUTORS 

MANUSCRIPTS:  Material  appearing  in  all  publi- 
cations of  the  Journal  of  Medicine  should  be  type- 
written, double-spaced  and  the  original  copy,  not 
the  carbon  should  be  submitted.  Footnotes  should 
conform  with  this  request  as  well  as  the  name  of 
author,  title  of  article  and  the  location  of  the  author 
when  manuscript  was  submitted.  The  used  manu- 
script is  not  returned  but  every  effort  will  be  used 


to  return  manuscripts  not  accepted  or  published 
by  the  Journal  of  Medicine. 

ILLUSTRATIONS:  Half-tones  and  zinc  etchings 
will  be  furnished  by  The  South  Dakota  Journal  of 
Medicine  when  satisfactory  photographs  or  draw- 
ings are  supplied  by  the  author.  Each  illustration, 
table,  etc.,  should  bear  the  author’s  name  on  the 
back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 

REPRINTS:  Reprints  should  be  ordered  when 
galley  proofs  are  submitted  to  the  authors.  Type 
left  standing  over  30  days  will  be  destroyed  and 
no  reprint  orders  will  be  taken.  All  reprint  orders 
should  be  made  directly  to  the  South  Dakota 
Journal  of  Medicine,  300  First  Nat’l  Bank,  Sioux 
Falls,  South  Dakota. 
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and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  B12,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


© 


cyanocobalamin,  Crystalline  Vitamin  B-12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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YOU  RECEIVE 

'^juiinajdmjcL  SnhAMt 

Checks  Twice  a Year 


When  You  BUY 


U.  S.  Series  H Savings  Bonds 

Apply  for  them  where  Bcbnh 

denominations  of  $500  - $1,000  - $5,000  - $10,000 

SAFETY:  Your  principal  and  interest  guaranteed  by  the 
U.  S.  Government. 

3%^  INTEREST:  When  held  to  maturity.  (10  years) 

MAILMAN:  Delivers  interest  checks  every  six  months. 

CASH  RESERVE:  U.  S.  Savings  Bonds  provide  de- 
pendable cash  reserve,  never  subject  to  MARKET  fluctua- 
tions. Series  H Savings  Bonds  always  redeemable  at  PAR 
anytime  after  six  months  from  issue  date  — upon  1 
month’s  written  notice. 


★ 

★ 

★ 
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A SPOON  LICKIN’ 
GOOD  M SULFA! 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

N’  Acetyl  Suifamethoxypyrklazine  Lecierle 

just  1 dose  a day  . . . achieves  rapid  therapeutic  levels  . . .sustained  for  24  hours  . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical . . . 

ALWAYS  ACCEPTABLE ..  .WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter,  V2  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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HEALTH  DEPARTMENT 
COMMENTS  ON  POLIO 

Many  inquiries  have  been  received  by  the 
State  Department  of  Health  with  regard  to 
the  desirability  of  administering  a fourth 
dose  of  poliomyelitis  vaccine  to  individuals 
who  have  completed  the  regular  three  dose 
schedule. 

It  is  still  considered  of  primary  importance 
that  the  regular  series  of  three  injections  of 
the  vaccine  be  given  to  as  many  persons  as 
possible,  and  in  particular  to  all  those  under 
40  years  of  age.  Statistics  indicate  that  the 
vaccine  is  at  least  80%  effective  when  the 
three  dose  schedule  is  followed.  This  high 
rate  of  protection  is  sufficient  reason  for  con- 
centrating on  this  aspect  of  the  program. 

A fourth  dose  of  vaccine  is  recommended 
for  all  those  who  desire  an  increased  margin 
of  safety.  Early  in  1959  Dr.  Salk  reported  that 
a fourth  dose  produced  antibodies  in  the 
blood  in  a group  of  children  in  whom  no  cir- 
culating antibodies  could  be  detected  after 
three  doses  of  the  vaccine.  Certainly  there 


can  be  no  harm  in  administering  a fourth 
dose  and  the  possibility  of  raising  the  level 
of  immunity  would  justify  the  procedure. 


OFFICE  BUILDING 
DESIGNS  OFFERED 

The  Professional  Office  Buildings  Company 
now  has  available  to  doctors  and  dentists,  a 
catalogue  of  floor  plans  and  exteriors  of 
buildings,  which  the  organization  has  pre- 
pared for  construction,  including  sample 
specifications,  interior  photographs,  and  gen- 
eral services  of  the  company. 

According  to  the  company,  they  are  the 
first  group  to  do  architectural  and  building 
work  for  the  two  professions  alone,  and  they 
point  to  savings  as  high  as  15%  in  the  overall 
construction  and  architectural  fees. 

For  information  on  the  proposals,  a limited 
number  of  catalogues  are  available  in  the 
medical  association  office.  Others  can  be  ob- 
tained from  the  Professional  Office  Buildings, 
Inc.,  122  West  Washington  Avenue,  Madison 
3,  Wisconsin. 


CLEARWATER  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 
Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREE*  Write  to  this  motel  for 

your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


Plan  To  Attend 
The  78th  Annual 
Meeting  of  the 
South  Dakota  State 
Medical  Association 
In  Rapid  City 
June  20-23 


Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 


now 


for  the 
first  time 

a truly  repository  form 


of  injectable  B12 

for 

tissue 

saturation 


DEPINAR 


• over  98%  still  retained  after  one  week 

• high  Bi2  blood  levels  quickly  achieved  and 
then  sustained  for  a minimum  of  28  days 

• makes  patients  feel  better  longer 


DEPINAR 


repository  injectable  vitamin  Armour 

Now  for  the  first  time  Armour  makes  available  vitamin 
B 12  in  a complex  of  high  insolubility  which  permits  very 
slow  absorption  from  the  injection  site.  This  makes 
Depinar  the  most  practical  and  economical  form  of  B12 
therapy  as  it  eliminates  rapid  excretion  and  waste  and 
also  decreases  the  need  for  frequent  administration. 
Furthermore,  better  and  more  consistent  results  may 
be  expected  with  Depinar  because  tissues  are  continually 
bathed  in  vitamin  B12  for  maximal  saturation  on  the 
cellular  level.  This  not  only  means  more  effective  therapy 
but  makes  patients  feel  better  longer.  And  Depinar  may 
broaden  the  clinical  conditions  for  vitamin  B12  usage  as 
it  may  prove  successful  in  many  conditions  in  which 
failure  to  achieve  uniform  and  reproducible  results  in 
the  past  may  be  linked  to  the  lack  of  a product  that 
would  provide  constant  and  uninterrupted  B12  therapy. 


* \ 


Each  package  of  Depinar  consists  of  a multiple  dose  vial, 
containing  cyanocobalamin  zinc  tannate  (lyophilized), 
equivalent  to  2500  meg.  vitamin  B12.  The  vial  of  diluent 
contains  5 cc.  Sodium  Chloride  Solution  for  Injection.  When 
reconstituted,  each  ml.  of  Depinar  contains  500  meg. 
vitamin  B12. 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  A Leodcr  lu  Biocheviical  Research 
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LIFE  STORY 


I 


1 


The  leading  site  of  cancer  today  is  the  colon  and  rectum.  In  1958,  58,000 
new  cases  were  diagnosed. 

The  present  5-year  survival  rate  for  these  cancers  is  less  than  30%. 
This  figure  could  be  greatly  increased  by  closing  the  very  wide  gap  between 
actual  and  possible  survival  rates. 

Earlier  diagnosis  is  an  immediate  requirement.  The  American  Cancer 
Society  constantly  stresses  the  importance  of  annual  health  checkups  for 
all  adults,  and  urges  physicians  to  employ  digital  and  proctoscopic  exam- 
ination of  the  rectum  and  colon  to  find  cancer  in  an  early  stage. 

With  your  assistance,  doctor,  in  persuading  patients  to  accept  these 
uncomfortable,  time-consuming  procedures,  the  gap  between  actual  and 
possible  survival  rates  could  be  rapidly  closed. 

AMERICAN  CANCER  SOCIETY 
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the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


Rapid  and  high  initial  antibiotic  blood  levels  are  att  important  factor 
in  uneventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
jfofessiona!  information  bookto  available  on  request,. 


capsules 

125  mg.,  250  mg. 
oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


<19  Science  for  the  world’s  %vell-being 


PFIZER  LABOR,\TOKIES 
Division,  Chas.  Pfizer  & Co.,  Inc, 
Brooklyn  6,  N.  Y. 


^Trademark  for  glucosamine-potentiated 
tetracycline  


J 
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Neocurtasal 


TASTES 


LIKE 

SALT 


\: 


New  Neocurtasal  embodies  the 
characteristic  tang,  grain  and  texture  of 
regular  table  salt.  Now  whether  food  is  seasoned 
by  New  Neocurtasal  or  salt  — few  patients 
detect  the  difference.  Insipid  dishes  are  rendered 
more  palatable,  tiresome  diets  less  exacting. 

When  you  must  say  "no  salt,"  New  Neocurtasal 
effectively  cushions  the  blow.  In  selecting  a 
most  suitable  replacement  for  salt,  more  and  more 
physicians  observe  that  New  Neocurtasal 
assures  close  adherence  to  diet  and  the  utmost 
in  patient  cooperation. 


NEW 


Neocurtasal 


® ^'An  Excellent 

Salt  Replacement” 


— available  in  convenient  2 oz.  shakers 
and  8 oz.  bottles. 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0,01  %). 


When  Diuresis  Is  a ^'Must”- 

SALYRGAN®- THEOPHYLLINE 

Parenteral  • Oral 


lASORATORiiS  • NEW  YORK  18,  N Y. 


<J 


\ Neocurtasal  and  Salyrgart  (brand  of  mersalyl), 

trademarks  reg.  U.S.  Pat.  Off. 


I 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL' 


capsules-14  vitamins  and  ii  minerals 


Vitamin -Mineral  Supplement  tederie  For  Complete  Formulo  See  PDR  (Physiciaos'  Desk  Reference),  page  689 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


when  ifs  skin  deep 
use  XYLOCAINE  ointment 

...  in  nearly  all  external  symptoms  of  pain,  itching  and  burning,  e.g.,  sunburn,  minor  burns, 
insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 
anorectal  conditions,  and  cracked  nipples. 

Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  ivater-soluble,  nonstaining  base  melts  on  contact  with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 

XY1.0CAINE‘  OINTMENT 

(brand  of  lldocalne*) 

2.5%  8c  5% 

SURFACE  ANESTHETIC 

•U.S.  Pat.  No.  2.441.498  Made  in  U.S.A. 


new  for  tote] 

management 
of  itohing^ 
inflamed,' 
infected* 
skin  lesions 


antipruritic/anti"inflammatory/ant!  bacterial/antifungal 


Mycolog  Ointment — containing  the  new  superior  topical  corticoid  Kenalog  — re- 
duces inflammation,^’*  relieves  itching/’*  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.®"'  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks."® 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*"*  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action'  — and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.®’® 


Cleared  in  20  days 


Application;  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin'base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1,  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy _3:164  (Nov.)  1958.*  2,  Nix, T.E.,  Jr.,  and  Derbes.V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  * 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland _^;54  (July) 
1958.  » 4.  Sternberg,  T.H.:  Newcomer,  V.O.,  and  Reisner,  R.M.:  Monographs  on  TherapyJ:115  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy, _3:153  (Nov.)  1958.  • 6.  Smith  J.G.,  Jr,;  Zawisza,  R.J,,  and 
Blank,  H.:  Monographs  on  Therapy,  3:111  (Nov.)  1958.  » 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.;  North  Carolina  M.J.  19:449  (Oct.)  1958.  * 9.  Bereston,  E.S.:  South.  M.J.  ^:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion  — 7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin,  Kenalog  Cream.  0.1%— 5 Gm.and  15Gm.  tubes.  Kenalog  Lotion,  0.1%— 15  cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


'SPECTROCIN'®,  'HYCOSTATIN’®,  'PLASTIBASE'®,  'MYCOLOS' 
AND  'KENALOG'  ARC  SQUIBB  TRADEMARKS 


[Tdlli©!©  tliili  il(IDi]ia®!IO 


Patient  A.S.,  age  53. 

Intermittent  crises  of  severe  pain  over  2 year 
period;  hospital  management  with  Sippy  regimen 
provided  relief  of  symptoms;  however, 
symptoms  recurred  after  each  sojourn. 


Pathibamate  ( Tabs,  jt.i.d.  and  H.S.); 
prompt  relief  of  symptoms.  Radiograph 
(21  days  later)  eonfirms  healing  of  minute  lesser 
curvature  gastric  ulcer  crater. 


predictable  results  in  the  control 
of  tension  and 
G.l.  trauma 


Dgf 


■ 


Da  male' 

Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  lederle 


Used  prophylactically  in  anticipation  of  periods  of  emotional  stress,  or  therapeuti- 
cally to  relieve  tension  and  curb  hypermotility  and  hypersecretion,  Pathib.amate 
is  particularly  well-formulated  for  the  control  of  gastrointestinal  disorders. 


Pathibamate  combines  Meprobamate  (400  mg.)— the  noted  tranquilizer-muscle  relaxant  widely  accepted  for  safe 
management  of  tension  and  anxiety  states  — and  Pathilon  (25  mg.)— an  extremely  well-tolerated  anticholinergic, 
long  noted  for  prompt  symptomatic  relief  based  on  peripheral  atropine-like  action  with  few  side  effects. 

Indications: 

Duodenal  ulcer,  gastric  ulcer,  intestinal  colic,  spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety 
neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 

Supplied: 

Bottles  of  100  and  1,000.  Each  tablet  (yellow,  %-scored)  contains  Meprobamate,  400  mg.;  Pathilon  Tridihexethyl  Chloride,  25  mg. 
Administration  and  Dosage: 

1 tablet  three  times  a day  at  mealtimes  and  2 tablets  at  bedtime.  Adjust  dosage  to  patient  response.  Contraindicated  in  glaucoma, 
pyloric  obstruction,  and  obstruction  of  the  urinary  bladder  neck. 

Also  Available:  Pathilon  in  four  forms  — Tablets  of  25  mg.,  plain  (pink)  or  with  phenobarbital,  15  mg.  (blue) ; 

Parenteral  — 10  mg./cc.  — 1 cc.  ampuls; 

Pediatric  Drops  — 5 mg./cc.  — dropper  vials  of  15  cc. 

♦Pathilon  is  now  offered  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter 
could  interfere  with  the  results  of  certain  thyroid  function  tests. 


Lederle  Laboratories,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


WITHOUT  STEROIDS 


WITHOUT  STEROIDS 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 


Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.)..........300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid  50  mg. 

Dried  aluminum  hydroxide  gel... .100  mg. 

Ail  Buffered  Pabirin  is  sodium-  and 
potassium-free. 

Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


References:  1.  Hart,  D.j  Bagnall,  A,  W.; 
Bunim,  J.  J.,  and  Polley,  F.  H.;  Ninth  Inter- 
national Congress  on  Rheumatic  Diseases, 
Toronto,  Ont.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957,  3.  Friend,  D.  G.;  New  England  J.  Med. 
25r.‘278  (Aug.)  1957. 


Tablets 


SMITH-DORSEY*  a division  of  The  Wander  Company  • Lincoln.  Nebraska  • Peterborough,  Canada 
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WE  ARE  A 


DISTRIBUTOR 


QUALITY  Fi  PRODUCTS 
^fSriGE  P.NO 


Traditional 

Responsibilities 

Just  as  professional  service  to  the  community  is 
your  chief  responsibility,  the  competent  distribu- 
tion of  thousands  of  pharmaceutical  commodities 
is  ours.  It  is  our  earnest  desire  to  provide  you  with 
the  very  finest  wholesale  service  possible  at  all 
times. 

Whether  they  are  the  normal  activities  of  serv- 
ing you  day  by  day  or  the  unusual  demands  im- 
posed by  an  emergency,  we  take  our  responsibihty 
seriously.  We  are  at  your  service,  and  your  patron- 
age is  invited. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


NOW: 

OPEN  FILE 
SHELVING 
INCREASES 
STORAGE  CAPACITY 
AT  LEAST  50% 


WRITE  FOR  INFORMATION  AND  PRICES 


MIDWEST-BEACH  CO.,  Sioux  Falls,  S.  D. 
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TRICHOMONAS 

MONILIA 

BACTERIA 


Awelcome  clinical  advance 
effective  medication 
in  an  appealing  form 


Soft  and  pliant  as  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action"^  in  a vehicle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 


COVERS  CERVIX  AND  VAGINAL  WALL -The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 


SHORT  DOSAGE  SCHEDULE— The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


MIUSIS"' 


SUPPLIED:  BOXES  OF  10 
with  applicator. 


MILIBIS 


Vaginal  Suppositories 


Now  supplied  with 
plastic  applicator 


SANITARY 
INSURES  CORRECT 
SUPPOSITORY  PLACEMENT 


LABORATORIES 

New  York  18,  N.  Y. 


*97  per  cent  eflfective  in  a study  of  564  cases; 
94  per  cent  eflfective  in  a series  of  510  cases. 


Milibis  (brand  of  giyeobiarsol),  trademark  reg.  U.S.  Pat.  Off. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


CORTISPORIN 


brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment;  Tubes  of  3^  oz.  and  3^  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  Yi  and  1 oz.  and  tubes  of  Ys  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  ; Bottles  of  10  cc.  with  sterile  dropper, 
ajriif  \ Lotion;  Plastic  squeeze  bottles  of  20  cc. 
n tW  J Powder  ; Shaker-top  bottles  of  10  Gm. 


•\ 


POLYSPORIN 


brand  ANTIBIOTIC  OINTMENT 


||  ® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Ointment;  Tubes  of  34  oz.,  1 oz.  and  34  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Plan  To  Attend  the  78th 
Annual  Meeting  of  the 
South  Dakota  State 
Medical  Association 
In  Rapid  City 
June  20-23 


he  •"'*rTo';;s7  Re- 
nd ready  to  use. 
light  goes  out. 

i«r  two  instruments- 

”"t"'T‘overto'ate;8 
last  longer. 


8'  eoiled  eor  without 

-TAS  ....$60.00 

No.  745..  •• 


KREISER  SURGICAL  Inc. 

Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesoto  528  Kansas  City  St. 


STUDENT 

ORGANIZATIONS 

ELECT  OFFICERS 

Officers  for  1959-60  were 
recently  elected  by  the  sev- 
eral student  pharmaceutical 
organizations  on  the  South 
Dakota  State  College  Cam- 
pus. 

Elected  officers  of  Kappa 
Epsilon  Women’s  Pharma- 
ceutical Fraternity  were  De- 
lores  Johnson,  Gaylord, 
Minn.,  President;  Sharon 
Mix,  Brookings,  Vice-Presi- 
dent; Malda  Spolans,  Nunda, 
Secretary-Treasurer;  and 
Deanna  Sell,  Fairfax,  Minn., 
Historian.  Mrs.  Kenneth 
Redman  and  Mrs.  Norval 
Webb,  wives  of  State  College 
faculty  members  were  desig- 
nated as  sponsors  of  the 
group. 

Kappa  Psi  Men’s  Frater- 
nity officers  include:  Vernon 
T.  Brown,  Austin,  Minn.,  Re- 
gent; Terry  Casey,  Madison, 
Vice  Regent;  James  Lowe, 
Fulda,  Minn.,  Secretary; 
Larry  Torguson,  Glenwood, 
Minn.,  Treasurer;  Don  Lord, 
Milroy,  Minn.,  Chaplain;  and 
Tyrone  Steen,  Wheaton, 
Minn.,  Historian. 

The  Student  Branch  of  the 
American  Pharmaceutical 
Association  elected:  Ed 
Pelant,  Minneapolis,  Minn., 
President;  George  Appleseth, 
Clarkfield,  Minn.,  Vice  Presi-  i 
dent;  Marlyn  Christensen, 
Brookings,  Treasurer;  and 
Terrie  Teuber,  Redfield,  Sec- 
retary. 
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when  pollen  allergens 
attack  the  nose . . . 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
antihista7nmes^'~  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.^’  ^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.*^’ triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  1.  Sheldon,  J.  M.:  Postgrad.  Med.  14:46.5  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  Macmil- 
lan, New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 

Triaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  li. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HCI.. 50  mg. 

Plieniramine  maleate... 25  mg, 

Pyrilamine  maleate. .25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  14  Triaminic  Tablet  or  I/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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be  prepared... 


XYI.OCAIIME® 


fast,  effective  and  long-lasting  relief  from: 


sunburn 


poison  ivy 
insect  bites 


minor  cuts 


and  abrasions 


The  water-soluble,  nonstaining  base  melt^  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


(brand  of  iidocalne*) 

OINTMENT  2.5%  & 5% 


9(;U.  S.  PAT.  NO.  2,441,498  MADE  IN  U.  S.  A. 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


HEALTH  MUSEUM  IDEA  PROMOTED 

John  C.  Foster,  executive  secretary  of  the 
South  Dakota  Medical  Association,  urged 
South  Dakota  officials  to  consider  the  educa- 
tional value  of  a health  museum  on  State  Fair 
property  in  Huron. 

In  a letter  to  Gov.  Ralph  Herseth,  Foster 
said  persons  are  interested  in  health  and  in 
greater  utilization  of  State  Fair  buildings. 

He  said  experience  in  other  cities  have 
shown  a well-run  health  museum  will  prove 
an  attraction  “second  to  none”  in  the  State. 

Foster  said  the  Medical  Association  will 
assist  in  any  way  possible. 

He  said  the  idea  of  a health  museum  which 
would  include  film  and  literature  libraries,  is 
the  plan  of  Wesley  Duiker,  State  Health  De- 
partment educator. 

The  building  and  program  would  serve  to 
promote  better  living  through  better  mider- 
standing  of  the  normal  body  and  how  it  func- 
tions. 

Special  cooperation  and  consideration  to 
schools  throughout  the  state  would  be  given 
by  the  museum. 

Foster  also  said  a program  of  free  health 
education  to  the  public  is  proposed  through 
distribution  of  films  and  pamphlets  and 
special  activities. 


rcrcouaii  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOI^  PAIN 


♦U.S.  Pat.  2,628,185 


Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke ...  it  gave  me 
a terrible  kink 
in  my  back. 


AND  THE  PAIN 

WENT  AWAY  FAST 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming.  Federal  law  permits  oral  prescription. 


The 


went 


pa 


away 


fast 


just 


15 


minutes 


and 


back 


on 


was 


the 


job 


the 


next 


one 


morning!  aui  not  c 
9B  customer  came 


in  the  whole  dayl 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one'-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 


Each  Percodan*  Tablet  contains  4,50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine 
terephthatate,  224  mg.  acetytsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


I called  my 
doctor  that  night 
and  picked  up 
the  tablets  he 
prescribed. 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


Literature?  Write 
ENDO  LABORATORIES 

Richmond  Hill  1S,  New  Vork 


UjjiW 

lij 

[iliMli 

■ 

The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  witli 
habitual  abortion  were  reported  recently  by  Reifensteind  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,^  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  ( 1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%  ) of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  ( 100%;)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.'^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function  ; production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References:  1.  Reifenstein,  E.  C.,  Jr.;  Annals  N.  Y.  Acad.  Set.  71:762  (July  30)  195S.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P. : Am.  J.  Ohst.  and  Gyii.  76  '.27^,  1958. 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 
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in  Acne 

Routine  cleansing  with  pHisoHex  augments 
standard  acne  therapy.  "No  patient  failed  to 
Improve.”!  pHisoHex  helps  check  the  infec- 
tion factor  in  acne.  Used  exclusively  and  fre- 
quently, it  will  keep  the  skin  surface  virtually 
sterile.  Contains  3 per  cent  hexachlorophene. 


(antibacterial  detergent,  nonalkaline,  nonirritating,  hypoallergenic) 

tips  the  balance  for  superior  results 


LABORATORIES 

New  YorklS.N.Y. 


CHRONIC 

RONCHITIS 
r 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY  ' 
PROCESS  WITH 

VARIDAS 

STStPTOKWASE-STREPTOOORNASE 


LEDERLE  LABORATORIES,  a Oiyision  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


1.  Hodges,  F.T.; 

BP  14:86,  Nov.,  1956. 


TABL'ETS 


relief  from  the  suffering  and 
mental  anguish  of 


cancer 


THORAZINE* 


(chlorpromazine,  S.K.F.) 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


*T.IVI,  Reg.  U.S.  Pat.  Off 


JUNE  ^ 1959 


DARVON^  COMPOUND 

(dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

lifts  the  burden  of  pain 

1 or  2 Pulvules®  three  or  four  times  daily 


Narcotic  prescription  not  required 


Ell  LILLY  AND  COMPANY  • INDIANAPOLIS  S,  INDIANA,  U.S.A. 


L 


Medical  Convention— Rapid  City— June  20,  21,  22,  23 


helps  them  weather  the  hay  fever 


BENADRYL 

ANTIHISTAMINIC-ANTISPASMODIC 

gives  fast,  comprehensive  relief  of  allergic  symptoms.  At  this  time  of 
ijear  pollens  from  trees,  grasses,  or  weeds  cause  distressing  symptoms 
in  allergic  patients.  You  can  help  your  patients  to  enjoy  greater  eom- 
fort  during  the  hay  fever  season  by  preserihing  BENADRYL.  Its 
potent  antihistaminic  action  rapidly  relieves  nasal  blockage,  rhi- 
norrhea,  sneezing,  itching,  and  related  allergic  reactions,  while  its 
atropine-like  antispasrnodic  action  swiply  suppresses  bronehial  and 
gastrointestinal  spasms.  BENADRYL  Hydrochloride  (diphenhydra- 
mine hydroehloride,  Parke-Davis)  is  available  in  a variety  of  eon- 
venient  forms  including:  Kapseals,®  50  mg.  each;  Kapseals,  50  mg., 
with  ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.  each;  Elixir, 
10  mg.  per  4 cc.;  and  Einplets,®  50  mg.  eaeh,  for  delayed  action. 
For  parenteral  therapy,  BENADRYL  Hydrochloride  Steri-Vials,® 
10  mg.  per  cc.;  and  Ampoules,  50  mg.  per  cc. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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a new  order  of  magnitude  in  corticosteroid  effectiveness 
a new  order  of  magnitude  in  margin  of  safety 

A recent  evaluation  of  corticosteroids  in  ophthalmology  ' concludes  that 
DECADRON  “offers  a superior  degree  of  anti-inflammatory  effect  with  a 
minimum  of  side  effects.” 

Note;  Cofticosteifoid  ttitrapy  is  cont^sindieated  fn  dendutic  wic&r,  herpes  simpte  •pd  long»l  keraMtl#- 
tGordon,  0.  M.-.  North  Carotina  M.  J 19.473  <November)  1998 
Additional  literature  is  avaiiatols  to  physicians  on  request, 

DECADRON  is  a trademark  of  Merck  & Co.,  line. 

M^D  MERCK  SHARP  & DOHME 

▼ DIVISION  OF  MERCK  & CO,.  Inc.,  PHtiADiLPHIA  1,  PA. 
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MICRONITE 

FILTER: 

key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-billion  cigarettes — the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter.This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  by  the  basic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  "The 
Story  of  Kent,”  write  to: 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.  Y. 


IT  % 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 


WHENEVER  SULFAS  ARE  INDICATED 


provides  therapeutic  sulfa  levels  for  24  hours... Highly 
soluble . . . rapidly  absorbed  . . . produces  fast,  sustained 
plasma-tissue  concentrations.  Simple,  easy-to-remember, 
single  0.5  6m.  daily  dose.  No  crystalluria.  i 


with  low  incidence  of  sensitivity  reactions... Extremely  low 
in  toxic  potential.  2.  s No  cutaneous  or  other  objective 
reactions  seen  in  a wide  scale  study  of  clinical  toxicity.  2 Even 
minor  subjective  reactions  are  not  expected  to  occur  2 or  are 
reported  absent  2 when  recommended  schedule  is  used. 


TABLETS,  0.5  Gm.,  bottles  of  24  and  100.  ^ ACETYL  PEDIATRIC 
SUSPENSION,  cherry  flavored,  250  mg.  sulfamethoxypyridazine  activity 
per  teaspoonful  (5  cc.),  bottles  of  4 and  16  fl.  oz. 

1.  Editorial:  New  England  J.  Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med.  & Clin.  Ther.  5:474, 1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

*Reg.  U.S.  Pat.  Off. 
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AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


if* 


How  can  the  problem  of ‘postchole- 
cystectomy syndrome'  be  reduced? 

A “routine”  operative  cholangiogram  is  now  recommended  in  addition  to 
thorough  surgical  exploration,  reducing  the  number  of  cholecystectomized 
patients  later  presenting  the  same  symptoms  as  before  the  operation. 
Source:  Vazquez,  S.  G.:  J.  Internal.  Coll.  Surgeons  2<?:394,  1957. 


for  pre-  and  postoperative 
management  of  biliary 
tract  disorders . , 


DECHOLIN 


m 


“therapeutic  bile” 


T/yc/rocholeresis  with  Dfxholin  combats  bile  stasis  by  flushing  the  biliary  tract 
with  dilute,  natural  bile... 

• corrects  excessive  bile  concentration 

• helps  to  thin  gallbladder  contents 

• benefits  patients  with  chronic  cholecystitis,  noncalculous  cholangitis,  and 
biliary  dyskinesia 

in  functional  G.I.  distress...  DECHOLir 

with  BELLADONNA 


• reliable  spasmolysis 

• improved  liver  function 

available:  Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.).  Bottles  of  100,  500  and  1,000;  drums  of  5,000. 
Decholin  with  Belladonna  Tablets:  (dehydrocholic  acid,  Ames) 
3%  gr.  (250  mg.)  and  extract  of  belladonna  Ve  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Elkhort  • Indiana 
Toronto  • Conada 


Dimetane  works  in 
all  symptoms  of  aiierf^ic 
rhinitis;  and  in  urticaria, 
atopic  and  contact 
dermatitis.  The  summary 
conclusion  of  extensive 
clinical  studies  to  date: 
Dimetane  provides 
unexcelled  antihislaminic 
potency  with  minima! 
side  effects. 

Forms  available;  Oral: 
Extentabs®  (12 
Tablets  (4  mg.), 

Elixir  (2  mg./5  cc.). 
Parenteral;  iimelane-Ten 
Injectable  (10  mg./cc.) 
or  Dimetane -ITO 
Injectable  (108  tiig./cc.) 
ft.  i.  Robins  po.,  Inc., 
Rlchmonil  20,  firginia 
Ethical  Pharinaceutscals 
of  Merit  Since  1878. 


the  means  (second  to  none) 

to  end  nausea  and  vomiting 

INJECTION  • SUPPOSITORIES  * REPETABS  • TABLETS 

• leads  all  phenothiazines  in  effective 
antinauseant  action 

• frees  patients  from  daytime  drowsiness 


• avoids  hypotension 

• proved  and  published  effectiveness  in 
practically  all  types  of  nausea  or  emesis 

FOR  RAPID  CONTROL  OF  SEVERE  VOMITING 

TRILAFON  INJECTION 

5 mg.  ampul  of  I cc. 

Relief  usually  in  10  minutes^ ...  nausea  and 
vomiting  controlled  in  up  to  97%  of  patients^.., 
virtually  no  injection  pain. 

ALSO  NEW  TRILAFON  SUPPOSITORIES 

4 mg.  and  8 mg. 

AND  FOR  ORAL  THERAPY 

TRILAFON  REPETABS®  TRILAFON  TABLETS 

8 mg.— 4 'mg.  in  outer  layer  for  prompt  effect,  2 mg.  and  4 mg. 

4 mg.  in  inner  core  for  prolonged  action 

(1)  Ernst,  E.  M.,  and  Snyder,  A.  M. : Pennsylvania  M.  T. 

61:355,  1958. 

(2)  Preisig,  R.,  and  Landman,  M.  E.;  Am.  Pract.  & Digest  Treat, 

9:740,  1958, 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


your  puticnts 


uciiun  for  a full  night's  sleep, 


EBRALIffis  designed  to  duplicate  the  normal  sleep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 
sleep  ^ the  release  of  Dorsital  and  mephenesfn 
a Uraed-release  tablet.  Rapid-acting  mephenesin  quickly 
feia^ws  skeletal  muscles  to  overcome  “fatigue-tension" 
and  condif  ions  the  body  for  sleep.  Dorsital  provides  CNS  , V' 

sedatton  to  induce  sound,  relaxed  sleep.  The  initial  and 
^slaWng;  dosages  are  designed  to  keep  the  amount  of 
barbiftB'ate  to  be  inactivated  at  any  one  time  at  a low  level 
^^l^tewatd  morningi  Evidence  indicates  that  mephenesin . 

e^^^fe  of  ^^oducing  sleep, ‘ and  when  combined  with  a, 
barbiturate  enhances  barbiturate  action,--^  Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
drreages  of  bach,''  assuring  your  patients  refreshed  awakenings 
withcait  ‘'“morning  hangover.” 


ScBtesmger,  E.  B.:  Tr.  New  York  Acad.  Sc.  2:8,  (Nov.)  1948. 
2tte;hafds,  R (C,  aed  Taylor,  J.p.:  Anesthesiology  17:414,  1956. 
S^Sindeman,  F.  E.1  Postgrad.  Med.  24:207, 1958. 

4. Be^er,  F,:  Pharmacol.  Rev.  1:243,  .1949. 


1TH-D0RS£Y  - a division  of  The  Wamler  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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DIRECTORY 

THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 

Sioux  Falls,  South  Dakota 
OFFICERS,  1958-1959 
President 

A,  A.  Lfampert,  M.D.  — -- Rapid  City 

President-Elect 

R.  A.  Buchana,  M.D.  — — Huron 

Secretary-Treasurer 

(1961) 

A.  P.  Reding,  M.D.  - - - Marion 

Vice  President 

C.  R.  Stoltz,  M.D.  - - - ..Watertown 

AMA  Delegate 
(1960) 

A.  A.  Lampert,  M.D - Rapid  City 

Alternate  Delegate  to  AMA 
(1960) 

A.  P.  Reding,  M.D.  -- - - --- Marion 

Chairman  of  the  Council 

T.  H.  Sattler,  M.D Yankton 

Speaker  of  the  House 

Magni  Davidson,  M.D.  — ...Brookings 

Councilor-at-Large 

M.  M.  Morrissey,  M.D.  - Pierre 

COUNCILORS 
First  District  (Aberdeen) 

P.  V.  McCarthy,  M.D.  (1959)  - Aberdeen 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1959)  ......Watertown 

Third  District  (Brookings-Madison) 

M.  S.  Tank,  M.D.  (1960)  - -- - - Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1959)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960)  .....Huron 

Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960)  Mitchell 

Seventh  District  (Sioux  Falls) 

C.  J.  McDonald,  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1959)  Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961)  Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961)  Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961)  Milbank 

STANDING  COMMITTEES  ~ 1958-1959 
Scientific  Work 

A.  A.  Lampert,  M.D Rapid  City 

R.  A.  Buchanan,  M.D.  Huron 

A.  P.  Reding,  M.D.  -- Marion 

C.  R.  Stoltz,  M.D - - Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960)  Watertown 

R.  E.  VanDemark,  M.D.  (1959)  - Sioux  Falls 

E.  T.  Ruud,  M.D.  (1959)  - ..Rapid  City 

Paul  Bunker,  M.D.  (1960)  ^...Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  - Pierre 

H.  R.  Lewis,  M.D.  (1961)  Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961)  Sioux  Falls 

T.  H.  Sattler,  M.D.  (1959)  ..Yankton 

Robert  Rank,  M.D.  (1960)  Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,Chr.  (1961)  - Marion 

L.  J.  Pankow,  M.D.  (1959)  ...  Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960)  .....Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  Yankton 

R.  C.  Jahraus,  M.D.  (1960)  ...Pierre 

Ronald  Price,  M.D.  (1961)  Armour 

Warren  Jones,  M.D.  (1961)  Sioux  Falls 

W.  H.  Sexton,  M.D.  (1959)  ...Huron 

F.  R.  Williams,  M.D.  (1959)  Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  Brookings 

Abner  Willen,  M.D.  (1959)  Clark 

R.  H.  Hayes,  M.D.  (1960)  ...Winner 

Necrology 

J.  T.  Cowan,  M.D.,  Chr.  (1959)  Pierre 

J.  C.  Murphy,  M.D.  (1960)  Murdo 

L.  L.  Parke,  M.D.  (1961)  Canton 

Public  Health 

N.  E.  Wessman,  M.D.,  Chr.  (1960)  - Sioux  Falls 

T.  E.  Mead,  M.D.  (1961)  Spearfish 

Cancer 

P.  V.  McCarthy,  M.D.,  Chr,  (1960)  Aberdeen 

J.  V.  McGreevy,  M.D.  (1959)  Sioux  Falls 

G.  F.  McIntosh,  M.D.  (1961)  " 

Tubercu  losis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  

Saul  Friefeld,  M.D.  (1959)  

R.  J.  Bareis,  M.D 

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1959)  

L.  W.  Tobin,  M.D.  (1961)  

W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961)  

M.  E.  Sanders,  M.D.  (1959)  

Clifford  Gryte,  M.D.  (1960)  


Executive  Committee 

A.  A.  Lampert,  M.D.,  Chr.  ....Rapid  City 

M.  M.  Morrissey,  M.D Pierre 

R.  A.  Buchanan,  M.D.  Huron 

C.  R.  Stoltz,  M.D.  .Watertown 

A.  P.  Reding,  M.D Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow.  M.D.,  Chr.  (1962)  .Sioux  Falls 

D.  A.  Gregory,  M.D.  (1959)  Milbank 

A.  W.  Splry,  M.D.  (1960)  ..Mobridge 

D.  S.  Baughman,  M.D.  (1961)  Madison 

A.  P.  Peeke,  M.D.  (1963)  Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1861)  Brookings 

George  Smith,  M.D.  {I960)  Sioux  Falls 

R.  C.  Knowles,  M.D.  (1959)  Sioux  Falls 

H.  E.  Davidson,  M.D.  (1959)  Lead 

C.  G.  Baker,  M.D.  (1980)  Yankton 

R.  E.  Cooper,  M.D.  (1961)  Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  Sioux  Falls 

J.  C.  Hagin,  M.D.  (1961)  Miller 

F.  C.  Totten,  M.D.  (1959)  Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  Watertown 

B.  T.  Lenz,  M.D.  (1959)  Huron 

H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  Watertown 

J.  P.  Steele,  M.D.  Yankton 

J.  C.  Rodine,  M.D.  Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  A.  Boyce,  M.D.  ...Rapid  City 

F.  D.  Leigh,  M.D.  Huron 

S.  B.  Simon,  M.D Pierre 

American  Medical 
Education  Foundation 

A.  P.  Reding,  M.D.,  Chr Marion 

B.  F.  King,  M.D ...Aberdeen 

O.  J.  Mabee,  M.D.  Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D Sioux  Falls 

G.  S.  Paulson,  M.D Rapid  City 

Harold  Lowe,  M.D Mobridge 

H.  R.  Wold,  M.D Madison 

T.  W.  Reul,  M.D.  Watertown 

Mary  Price,  M.D Armour 

Amos  Michael,  M.D Vermillion 

H.  B.  Munson,  M.D.  Rapid  City 

R.  F.  Thompson,  M.D Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr Brookings 

D.  L.  Kegaries,  M.D Rapid  City 

C.  E.  Kemper,  M.D.  Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr.  Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D.  Aberdeen 

T.  J.  Billion,  M.D.  Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D — - Vermillion 

Prepayment  and  Insurance  Plans 

C.  J.  McDonald,  M.D.,  Chr Sioux  Falls 

D.  H.  Breit,  M.D - Sioux  Falls 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D.  ...  Milbank 

A.  A.  Lampert,  M.D Rapid  City 

Robert  Monk,  M.D Yankton 

Roscoe  Dean,  M.D.  .Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  E.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D.  Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  I Madison 

C.  L.  Vogele,  M.D Aberdeen 

D.  J.  Buchanan  Huron 

Workmen’s  Compensation 

J.  N.  Hamm,  M.D.,  Chr.  Sturgis 

H.  R.  Lewis,  M.D Mitchell 

R.  Giebink,  M.D.  Sioux  Falls 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr ....Rapid  City 

R.  L.  Carefoot,  M.D.  Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

H.  L.  Ahrlin,  M.D.,  Chr.  Rapid  City 

R.  E.  Van  Demark,  M.D Sioux  Falls 

Paul  Bunker,  M.D ...Aberdeen 

D.  Hillan,  M.D.  ^..Madison 

Wm.  Church,  M.D - Sioux  Falls 


Press  Radio  Committee 


(Continued  on  Page  28) 


Sanator 

...  Brookings 
..Rapid  City 


Yankton 

Mitchell 

..Sioux  Falls 


- Sioux  Falls 

Redfield 

Huron 


Steve  Brzica,  M.D.  

F.  D.  Leigh,  M.D.  

E.  A.  Rudolph,  M.D.  .. 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr 

A.  P.  Peeke,  M.D 

H.  Russell  Brown,  M.D.  

R.  A.  Boyce,  M.D 

P.  V.  McCarthy,  M.D.  

E.  J.  Perry,  M.D.  

R.  F.  Hubner,  M.D 

C.  A.  Johnson,  M.D.  


..Sioux  Falls 

Huron 

Aberdeen 


Huron 

Volga 

..Watertown 
..Rapid  City 

. Aberdeen 

Redfield 

Yankton 

Lemmon 


now 


virtually 


runaway  p 

m 

diarrheas.,  i 


promptly, 

effectively 


with 


with 


or 


Donnage 


eomycin 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects —with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
fimction  is  assured— for  all  ages,  in  all  seasons. 


DONNA6EL:  In  each  30  ce.  (1  0.  Qz.)t 


Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ....0.0065  mg. 

Phenobarbital  (%  gr.). 16.2  mg. 


DONNAGEL  WITH  NiOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  ' Ethical  Pharmaceuticals  of  Merit  since  187S 
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BLUE  SHIELD  DISCUSSES 
FEDERAL  EMPLOYEE  CARE 


S.D.J.O.M.  JUNE  1959- ADV. 


Blue  Shield  Plans  throughout  the  country- 
support  legislation  which  would  lend  assist- 
ance to  the  financing  of  health  care  benefits 
for  employees  of  the  Federal  Government,  Dr. 
Donald  Stubbs,  Chairman  of  the  Board  of 
Directors  of  the  National  Association  of  Blue 
Shield  Plans,  told  a Senate  Committe  on 
April  21. 

Dr.  Stubbs  testified  on  behalf  of  the  nation- 
wide Blue  Shield  Plans  before  the  Commit- 
tee on  Post  Office  and  Civil  Service,  which  is 
conducting  hearings  on  Senate  Bill  94,  a bill 
providing  for  Government  contribution 
toward  health  service  benefits,  including 
basic  coverage  and  major  medical  insurance 
for  civilian  officers  and  employees  in  the 
U.  S.  Service  and  their  dependents. 

In  his  statement.  Dr.  Stubbs  indicated  that 
Blue  Shield  would  generally  favor  legislation 
to  provide: 

1.  That  all  qualified  carriers  have  an  op- 
portunity to  offer  coverage. 


2.  That  employees  should  have  a free 
choice,  subject  only  to  the  enrollment 
requirement  of  the  carrier  to  select  the 
plan  of  coverage  which  seems  best  to  fit 
his  needs. 

3.  That  a Government  contribution  toward 
the  cost  of  coverage  be  sufficient  to  en- 
able employees  to  get  better  coverage 
than  they  may  now  have. 

4.  That  payroll  deduction  be  made  avail- 
able to  assist  the  employee  in  paying  his 
share  of  the  cost. 

Dr.  Stubbs  emphasized  that  Blue  Shield 
was  strongly  opposed  to  any  legislation  which 
would  permit  the  Federal  employee  to  select 
a program  of  basic  coverage  from  one  source, 
and  impose  upon  him  major  medical  insur- 
ance obtained  through  another  source.  “It  is 
in  the  best  interest  of  the  employee,  the 
Government,  and  the  insurer  that  the  health 
care  services  which  each  employee  procures 
be  obtained  through  a single  source,”  Dr. 
Stubbs  said. 


CLEARWATER  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 
Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  youMI 
love  the 

LAGOON 

UHH  APT.  MOTEL 

155  Gulf  way  Blvd.  South 

Clearwater  Beach,  Florida 


FREE*  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


Plan  To  Attend 
The  78th  Annual 
Meeting  of  the 
South  Dakota  State 
Medical  Association 
In  Rapid  City 
June  20-23 
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in  surgical  and  obstetrical  procedures 

where  apprehension  increases  tension.., 
patients  respond  well  to 


vistaril: 


hydroxyzine  pamoate 


EFFECTIVENESS  AND  SAFETY  Vistaril  establishes  relaxed  indifference  to  pre- 
operative preparation  without  serious  hypotensive  effects. 


PSYCHOTHERAPEUTIC  POTENCY  Vistaril  makes  possible  the  maintenance  of  an 
adequate  degree  of  narcosis  with  reduced  doses  of  narcotics. 

Vistaril  relieves  tension  and  controls  emesis  in  both  postoperative  and  postpartum 
patients. 


Recommended  Oral  Dosage:  up  to  400  mg.  daily  in  divided  doses. 
Recommended  Parenteral  Dosage : 25-50  mg.  (1-2  cc.)  I.  M.,  q.  4 h.,  p.r.n. 


Vistaril  is  supplied  in  25  mg.,  50  mg.,  and  100  mg.  capsules.  The  parenteral 
solution  is  available  in  10-cc.  vials  and  2-cc.  Steraject®  cartridges;  each  cc. 
contains  25  mg.  hydroxyzine  (as  the  HCl). 


Science  for  the  world’s  ^veil-being 
PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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SHAW.  RAMES 
HONORED  BY 
NATIONAL  GRANTS 

Two  American  Founda- 
tion for  Pharmaceutical  Edu- 
cation Graduate  Grants  were 
recently  awarded  to  South 
Dakota  State  College  stu- 
dents. The  grants  are 
awarded  on  the  basis  of  na- 
tional competition  and  pay 
tuition,  fees  and  living  ex- 
penses for  graduate  study. 
Those  honored  are  Stanley 
M.  Shaw,  B.S.,  M.S.,  and 
Linda  Kay  Rames,  B.S. 


Mr.  Shaw  held  a Teaching 
Assistantship  in  Pharmaceu- 
tical Chemistry  in  the  Di- 
vision of  Pharmacy.  He  re- 
ceived the  Master  of  Science 
degree  in  June.  Shaw  has 
been  accepted  by  the  Grad- 
uate School  of  Purdue  Uni- 
versity and  will  work  toward 
a doctorate  in  pharmaceu- 
tical chemistry. 

Miss  Rames  completed  her 
undergradute  work  in  phar- 
macy at  South  Dakota  State 
College  in  June.  She  has 
been  accepted  by  the  Grad- 


uate Division  of  the  College 
and  will  work  toward  the 
Master  of  Science  degree  in 
the  Department  of  Pharma- 
ceutical Chemistry. 


PHARMACY  STUDENTS 
HONORED 

Outstanding  pharmacy  stu- 
dents at  South  Dakota  State 
College  were  recognized  dur- 
ing the  25th  annual  pharmic 
dinner-dance  May  2. 

Two  scholarships  valued  at 
$180.00  each  were  presented 
to  Rodney  Nickander,  Mad- 
ison and  Robert  Rotschafer, 
Worthington,  Minn.  The 
scholarships  are  awarded  an- 
nually to  incoming  seniors, 
and  are  sponsored  by  the 
Northern  Ohio  Alumni  Asso- 
ciation. 

Two  $100  scholarships, 
sponsored  by  the  State  Col- 
lege Student  Branch  of  the 
American  Pharmaceutical 
Association,  were  presented 
to  Thelma  Downard,  Sioux 
J’alls  and  George  Appleseth, 
Brookings. 

A $100  Stella  McMillan 
scholarship  was  awarded  to 
Patricia  Hauck,  Rapid  City. 

Mary  Ommen,  Chamber- 
lain,  was  presented  with  the 
Gold  Medal  Award  for 
scholarship,  sponsored  by 
Lehn  and  Fink  Product 
Corp.,  New  York,  N.  Y. 

Faye  Stephens,  Belle 
Fourche,  was  awarded  the 
Rexall  trophy  sponsored  by 
Rexall  Co.,  Los  Angeles. 

Larry  Leighton,  Rutland, 
and  Donalene  Larson,  Sioux 
Falls,  won  awards  sponsored 
by  Merck  and  Co.,  New  Jer- 
sey pharmaceutical  Manu- 
facturers. 

Vernon  Olson,  Wessington 
Springs,  won  an  award  spon- 
sored by  Bristol  Laboratories 
of  New  York. 


j 


, the  instrument  - its 

and  ready  to  use.  Re 

' ' , .^o  instruments— 

changing 

,n  without  ov 
ps  last  longer. 


^ No  IT  handles. 

connects  to 

'srtmSov.Ac. 


✓ 


No.  745  . 


.$60.00 


KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 

1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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Effective  relief  in  rheumatic  disorders 

Slerazolidin...... 

prednisone-phenylbutazone  Geigy 

with  less  risk  of  disturbing  hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. . . hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.'-'*Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646, 1953.  2.  Woifson,  W.  Q.;  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  i 


’s  as  easy  as  1,  2, 3 to  use 


(HYDROCHLOROTHIAZIDE) 


fnjtiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

tablet  once  or  twice  a day.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
.therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  al!  commonly-used  anti  hypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwoffia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  adjusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication;  the  patient  must  be  frequently 
observed  and  careful  adjustment  of  al!  agents  should  be  made  to  establish 
optimal  maintenance  dosage. 

Supplied:  25  mg.  and  50  mg.  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 

Additional  literature  for  the  physician  is  available  on  request. 

hydroDIURIL  is  a trademark  of  Merck  & Co.,  Inc.  Trademarks  outside  the  U S'  DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME,  Division  of  Merck  & Co,,  Inc.,  Philadelphia  1,  Pa. 


ANNOUNCING 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTION 
OF  ALUMINUM  HYDROXIDE  IN  1929 


ANTACID 

TABLETS^ 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  poly* 
mer  dried  aluminum  hydroxide  gel,  stabilized  with  hexitol,  with  75  mg.  magnesium  hydroxide. 

1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  ( more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


Can  antacid  therapy  be 

made  more  effective  ? 


HEXITOL 


a new  high  in  effectiveness 
and  palatability 


OH  O 

I II 

Al-O-C-OX 

1 I I 

HO  \OH  / OH 
n is  at  least  1 and  averages  less  than  6.  X is  a cation. 


CreaMalin  neutralizes  ^no}^e  acid  (aster 
Quicker  Relief*  Circarcr  Relief 


i i'l  [~rT''  with. - 

r® — — fnar  flram  of  aeirwB  iBa.adraiin  I “ ! 

sirtX 


Tablets  were  powdered  and  suspended  In  distilled  water 
In  a constant  temperature  container  (37®  C)  equipped 
with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of 
acid  required  was  recorded  at  frequent  Intervals  for  one  hour. 


Do  antacids  have  to  taste 
like  chalk? 


Criamaljn  neutralizes  mare  acid  longer 

More  Lasting  Relief 


•HInkel,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Tainter,  M.  L.:  A new  highly  reactive 
aluminum  hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 
♦*ph  stayed  below  3. 


CjjjirifcUcb 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  * NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NEW  YORK  18,  NEW  YORK 
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If  she  needs  nutritional  support ...  she  deserves 


QEVRAr. 


Vitamin-Mineral  Supplement  Lederle 


CAPSULES-14  VITAMINS-11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York  ^ 


THE  MONTH  IN  WASHINGTON 

Congress  won  the  first  round  in  a battle 
over  medical  research  funds,  but  the  Eisen- 
hower Administration  is  in  a strategic  posi- 
tion for  the  final  outcome. 

The  House  voted  $344,279,000  for  the  Na- 
tional Institutes  of  Health,  $50  million  more 
than  the  Administration  asked  for  in  the  fis- 
cal 1960  budget.  The  move  to  increase  medical 
research  funds  also  had  strong  support  in  the 
Senate. 

However,  the  Health,  Education  and  Wel- 
fare Department  and  the  Budget  Bureau  will 
have  the  final  say  on  how  much  of  the  appro- 
priated funds  are  spent  during  the  1960  fiscal 
year  when  the  Administration  is  striving  to 
balance  the  budget. 

Arthur  S.  Flemming,  Secretary  of  Health, 
Education  and  Welfare,  vigorously  denied  a 
charge  of  the  Democratic-controlled  House 
Appropriations  Committee  that  the  Adminis- 
tration had  “gone  so  far  as  to  set  back  the 
medical  research  program  ...  in  a desperate 
attempt  to  present,  on  paper,  a balanced 
budget.”  Flemming  said  the  committee  was 
trying  to  give  a “clearly  misleading”  impres- 
sion. He  also  said  it  was  hard  to  see  how  the 


Administration’s  $294  million  program  could 
be  regarded  as  a backward  step. 

Flemming  pointed  out  that  the  Administra- 
tion request  was  for  the  same  amount  voted 
by  Congress  last  year.  And,  he  added,  some 
of  last  year’s  appropriation  will  not  be  spent 
this  fiscal  year. 

At  the  same  time,  U .S.  Surgeon  General 
Leroy  E.  Burney  testified  before  a Senate 
Appropriations  Subcommittee  that  there  was 
a shortage  of  trained  personnel  in  all  fields 
related  to  human  health,  including  medical 
research. 

* * * 

Rep.  Francis  E.  Dorn  (R.,  N.  Y.)  again  has 
introduced  a bill  that  would  provide  for  a 
special  commission  making  a study  of  the 
supply  of  physicians.  In  a letter  put  in  the 
Congressional  Record,  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice-president  of  the  American 
Medical  Association,  envisaged  an  adequate 
supply  on  a long-range  basis.  He  said:  “Over 
the  long  haul,  the  increase  in  medical  stu- 
dents is  much  greater  proportionately  than  is 
the  increase  in  the  population  . . . The  future, 
I believe,  looks  bright.” 


Atopic  dennatitls  (female,  aged  42) 

'*Itch  completely  gone  dramtlc  reliefl** 


Chronic  bronchial  asthma  (aiale,  62) 


**This  patient,  on  Ms  own  aM  Mg  wife’s  admission; 
is  better,  has  had  more  relief  than  he  has  had  in 
35  years..,* 


Urticaria  (one  week  after  tetanus  antitoxin) 
--(femalej  26) 


"After  4 tablets  stat,  required  no  further  treatment. 
Good  results,  sense  of  well-being.  " 

. ..V 7^- l 


( Douwi:  (hitw/Af'  t.ld 

mtlllNT  HATION-Wrot  K 


FEB  16 
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♦Actual  quotations  from  physi- 
cians’ reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 
DERONn.—T.M.— brand  of  dexametha- 
sone. 


Herpe  " Zoster  (female  ^ 55) 


"fesults  are  outstanding, 
after  first  three  doses, 
4 days,®  (Dosage  1 one  ta 

Rheumatoid  arthritis  (male,  63) 


’’Full  relief,  resumption  of  work,”  (Dosage:  one 
tablet  t.i.d,  to  one  tablet  daily) 


BLOOMFIELD,  N.  .1 
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DARVON"^  COMPOUND  potent  • safe  • well  tolerated 

The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) , alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consolidation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

• INDIANAPOLIS  6,  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 


920249 
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CHRONIC  PYELONEPHRITIS 
George  G.  Spellman,  M.D. 
Sioux  City,  Iowa 


Chronic  pyelonephritis  is  a very  important 
and  a very  common  disease.  It  is  a disease 
about  which  a great  deal  is  known,  including 
its  pathogenesis,  etiology,  and  complications. 
Treatment  for  it  is  effective.  It  is  a disease 
to  which  we  have  not  given  the  proper 
respect. 

This  paper  will  be  concerned  with  the  in- 
cidence of  the  disease  and  its  pathology, 
which  must  govern  treatment. 

All  authors  agree  that  chronic  pyelone- 
phritis is  the  cost  common  disease  of  the  kid- 
ney. Kidney,  infections  are  second  in  fre- 
quency only  to  upper  respiratory  infections. 
Weise  & Parker  report  an  incidence  of 
pyelonephritis  in  10.5%  of  2,579  consecutive 
autopsies.  Pyelonephritis  was  the  major 
cause  of  death  in  1/3  of  these  cases  or  over 
3%  of  all  autopsied  cases.  Chronic  pyelone- 
phritis is  the  cause  of  hypertension  in  15%  to 
20%  of  cases  of  hypertension  examined  at 
autopsy. 

The  incidence  of  chronic  pyelonephritis  has 
decreased  somewhat  since  the  advent  of  the 
antibiotics,  being  present  in  6.3%  of 

* Presented  at  the  Sioux  Valley  Medical  Associa- 
tion Meeting  Feb.  24,  1959  at  Sioux  City,  Iowa. 


autopsied  cases.  Chronic  pyelonephritis  is 
still  the  cause  of  death,  however,  in  2.3%  of 
all  the  autopsied  cases.  Antibiotic  resistant 
organisms  have  become  the  most  frequent 
etiological  agents. 2 Gram  negative  bacilli 
cause  75%  of  the  cases;  E.  Coli  alone  cause 
more  than  50%  of  the  cases.  The  number  of 
cases  caused  by  paracolon  bacilli  (9%),  pro- 
teus  vulgaris  (8%),  Pseudomonas  aeruigonsa 
(3%),  and  Bacillus  alkaligenes,  (1%>),  have  in- 
creased since  the  antibiotics.  Cocci  of  var- 
ious types  cause  25%  of  cases  with  strep- 
tococcus fecalis  the  etiological  factor  in  16%, 
staphylococcus  albus  4%  , micrococci,  3%,  and 
staphylococcus  aureus  2%  of  the  cases.  8%  of 
the  cases  of  pyelonephritis  are  caused  by 
mixed  infections. 3 

Pyelonephritis  occurs  2%  times  more  fre- 
quently in  women  than  in  men.  The  age  of 
onset  in  women  is  apt  to  be  before  the  age 
of  40,  whereas  in  men  the  onset  more  often  is 
after  the  age  of  40.  Chronic  pyelonephritis  as 
a major  cause  of  death,  however,  occurs 
equally  in  the  two  sexes.  Most,  but  not  all,  of 
the  cases  of  chronic  pyelonephritis  of  major 
pathological  importance  at  autopsy  are  asso- 
ciated with  diabetes  mellitus,  structural  di- 
sease of  the  kidney,  or  some  uncorrectable  or 
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unrecognized  obstructive  condition  of  the 
urinary  tract. ^ 

Pathologically,  chronic  pyelonephritis  is  an 
inflammation  of  the  interstitial  tissue  and  the 
pelvis  of  the  kidneys  due  to  bacteria.  The 
changes  in  the  blood  vessels,  the  tubules,  and 
the  glomeruli  are  secondary  to  this  infection 
of  the  interstitial  tissues.  There  are  infiltra- 
tion of  the  interstitial  tissue  with  inflamma- 
tory cells,  glomerulitis,  and  periglomerular 
fibrosis.  The  tubules  are  dilated  with  flat- 
tened and  atrophic  endothelium.  There  are 
many  changes  in  the  blood  vessels.  The  end 
arteries  are  inflamed  with  increased  con- 
nective tissue  in  the  intima,  reduplication  of 
the  elastic  membrane,  and  medial  hyper- 
trophy. The  arterioles  show  similar  changes 
of  arteriosclerosis  with  proliferation  of  the 
intimal  cells  leading  to  decrease  in  the  size  of 
the  lumen.  Arteriolar  necrosis  occurs  if  mali- 
gnant hypertension  ensues. 

Hypertension  is  the  result  of  these  changes 
within  the  blood  vessels.  With  either 
ischemia  or  reduction  of  the  intrarenal  pulse 
pressure,  humoral  agents  causing  hyperten- 
sion are  liberated  and  activated. ^ 

The  primary  functional  defect  in  chronic 
pyelonephritis  is  diminished  effective  renal 
blood  flow.  There  is  reduction  in  the  glome- 
rular filtration  rate.  Tubular  mass  is  reduced. 

The  diagnosis  of  chronic  pyelonephritis 
may  be  difficult.  If  the  urine  is  abnormal 
and  the  x-rays  show  changes,  the  diagnosis 
may  be  quite  apparent.  However,  pyuria  and 
bacilluria  are  intermittent  and  may  be  absent 
for  long  periods  because  the  primary  patho- 
logical process  is  in  the  interstitial  tissues. 
Changes  in  the  urine  occur  only  when  the 
pelvis  of  the  kidney  is  involved.  Repeated 
urinalyses  and  cultures  may  be  necessary  to 
diagnose  the  disease.  Jackson  has  described  a 
large  pale  staining  granulocyte  in  the  urine 
of  patients  with  pyelonephritis.  It  is  called 
the  granular  motility  cell  or  glitter  cell  and 
its  presence  correlates  well  with  pyelone- 
phritis. These  cells  are  leukocytes,  which 
have  an  abnormal  staining  reaction  to  a supra 
vital  stain  compounded  of  gentian  violet  and 
safranine.  The  nuclei  of  these  glitter  cells 
pick  up  only  the  gentian  violet  in  varying 
amounts,  presumably  because  of  injury  and, 
thus  appear  light  blue  or  colorless.  Normal 
leukocytes  take  up  both  the  gentian  violet 


and  the  safranine  and  stain  an  orange  purple 
shade.  Sometimes  Brownian  movement  of 
the  granules  occurs  because  of  decreased  vis- 
cosity of  the  cytoplasm,  hence  their  name, 
glitter  cell.®’  7.  s 

Kass  feels  that  bacilluria  even  in  the  ab- 
sence of  pyuria  is  important  when  the  con- 
centration of  the  bacteria  is  over  100,000  bac- 
teria per  ml.  He  feels  that  the  concentration 
is  over  100,000  per  ml.  when  bacteria  can  be 
seen  on  direct  smear. 9 Pyuria  is  found  in 
only  1/2  of  these  cases  of  bacteriuria. 

The  kidney  pelvis  may  not  show  changes 
by  x-ray  until  late  in  the  disease.  The  earliest 
changes  are  in  the  minor  calyces  with  reduc- 
tion in  their  size  and  clubbing  or  irregular 
dilitation.  Later  dilitation  of  the  renal  pelvis 
with  more  marked  changes  in  the  major 
calyces  takes  place.  It  must  be  remembered 
that  negative  urines  with  negative  intra- 
venous pyelograms  and  even  negative  retro- 
grade pyelograms  do  not  necessarily  rule  out 
chronic  pyelonephritis. 

The  symptomatology  of  chronic  pyelone- 
phritis is  varied.  Symptoms  may  be  absent 
until  the  onset  of  kidney  failure  with  uremia. 
In  the  autopsy  series  mentioned  above,  it  was 
found  that  the  disease  was  present  five  times 
more  frequently  at  autopsy  than  it  had  been 
clinically  diagnosed.  The  disease  must  be 
considered  in  any  illness  with  poorly  defined 
symptoms  and  of  obscure  etiology.  Two  thirds 
of  the  patients  have  recurrent  attacks  of  acute 
pyelonephritis  but  one  third  had  no  such  his- 
tory and  had  only  systemic  symptoms,  as 
malaise,  fever,  and  frequently  abdominal 
pain. 

Kidney  biopsies  are  proving  very  helpful. 
This  procedure  is  successful  in  65%  of  the 
cases  attempted.  The  pathological  picture 
corresponds  well  with  the  clinical  and  func- 
tional findings.  70%  of  patients  with  bac- 
teriuria had  pyelonephritis  on  biopsy.  Event- 
ually this  procedure  may  be  more  widely 
utilized.  It  has  been  aptly  stated,  “The 
evaluation  of  renal  damage  associated  with  a 
chronic  bacteriuria  and  pyuria  in  any  patient 
with  few  symptoms  and  the  recognition  of 
healed  pyelonephritis  in  a patient  with  renal 
failure  are  uncertain  when  they  depend  upon 
clinical  methods.”®  The  more  chronic  the  in- 
fection, the  more  serious  will  be  the  nephritis. 

Treatment  of  chronic  pyelonephritis  re- 
quires time.  Medication  may  be  very  expen- 
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sive.  Both  the  patient  and  the  physician  are 
apt  to  become  discouraged.  The  agents  for 
cure  are  available  and  must  be  used  in  full 
dosage  in  order  to  accomplish  the  goal.  Steril- 
ization of  the  urine  is  not  the  goal  of  treat- 
ment and  will  not  suffice.  Persistence  of  in- 
fection is  more  important  than  persistence  of 
symptoms.  The  infection  is  in  the  interstitial 
tissue  and  this  infection  must  be  elimin- 
ated.''o  The  concentration  in  the  kidney 
tissue  must  be  at  least  equal  to  the  concen- 
tration required  for  killing  organisms  else- 
where in  the  body.  Since  renal  blood  flow  is 
diminished,  dosage  must  be  the  same  or  in- 
creased over  that  required  for  infection  else- 
where in  the  body. 

Any  obstruction  to  the  out-flow  of  urine 
must  be  relieved.  1 1 1 2 This  dictum  is  as  im- 
portant today  as  it  was  before  antibiotics. 
Any  other  pathological  condition  as  diabetes 
mellitus  must  be  controlled. 

Since  we  have  an  array  of  drugs  and  anti- 
biotics which  may  be  effective,  it  is  very  im- 
portant to  select  the  proper  medication.  The 
selection  depends  on  a urine  culture,  pre- 
ferably obtained  prior  to  the  administration 
of  any  medication.  The  causative  organism 
should  be  identified  and  sensitivity  studies 
performed.  Penicillin  alone  is  rarely  effec- 
tive in  kidney  infections.  Streptomycin  is 
effective  but  organisms  rapidly  develop  re- 
sistance to  this  drug.  The  sulfonamides  are 
the  drugs  of  choice  for  the  first  infection. 
They  must  be  given  in  dosage  to  maintain  a 
plasma  level  of  10  to  12  mgms.  %.  They 
should  be  given  for  at  least  one  month  and 
may  be  used  indefinitely  if  necessary  to  con- 
trol the  activity  of  resistant  organisms  or  to 
prevent  recurrences  of  infections.  5%  of  the 
patients  have  persistant  bacteriuria  after  ade- 
quate treatment  of  the  first  infection.  If  there 
is  a persistance  of  bacteriuria  or  a recurrence 
of  infection,  urine  cultures  and  sensitivity 
tests  must  be  done. 

The  broad  spectrum  antibiotics  are  val- 
uable. The  choice  of  the  broad  spectrum  anti- 
biotic is  determined  by  the  results  of  the  sen- 
sitivity tests  and  the  individual  physician’s 
preference.  The  nitrofurantoins  are  a recent 
welcome  to  our  armamentarium.  A sound 
program  is  to  use  these  or  the  antibiotics  for 
one  to  two  weeks  and  to  follow  this  with  a 
sulfa  preparation  for  four  weeks  or  longer.  10 


Treatment  should  be  continued  until  a 
cure  can  be  demonstrated  by  negative  urin- 
alyses and  two  negative  urine  cultures  after 
all  the  antibiotics  are  out  of  the  urine.  If  the 
urine  culture  remains  positive  after  the  above 
regime,  a different  antibiotic  or  a combina- 
tion of  antibiotics  should  be  used.  A com- 
bination of  penicillin  and  streptomycin  may 
effect  a cure  when  the  others  have  failed. 

Kass  has  recently  outlined  the  status  of 
anti-microbial  treatment  in  chronic  and  com- 
plicated pyelonephritis.  It  is  possible  to 
eradicate  the  drug  resistant  bacteria  in  more 
than  90%  of  cases.  However,  the  permanent 
control  rate  is  no  greater  than  10%  because 
re-infection  with  other  drug  resistant  bac- 
teria is  so  frequent.  Reinfection  is  most  fre- 
quently due  to  a bacterial  strain  different 
than  those  originally  present.  Catheterization 
and  other  instrumentation  are  often  the  route 
of  infection.  As  in  glomerular-nephritis  the 
majority  of  patients  with  the  initial  acute 
episode  of  pyelonephritis  recover  completely. 
Most  of  the  chronic  cases  develop  insidiously 
and  continue  with  or  without  exacerbation. ^ 

The  progress  of  inadequately  treated 
chronic  pyelonephritis  is  relentless  and  event- 
ually lethal.  Treatment  of  this  condition 
should  be  considered  similar  to  the  treatment 
of  subacute  bacterial  endocarditis.  Medica- 
tions are  available  for  cure.  They  must  be 
used  in  full  and  adequate  dosages.  Cure  can 
be  effected,  only,  in  this  way. 

Two  cases  will  be  briefly  presented  to  in- 
dicate the  varied  symptomatology  of  this  di- 
sease and  the  amount  of  disease  that  can  be 
present  with  few  symptoms  referable  to  the 
kidney. 

Case  1.  R.M.G.  began  to  have  difficulties 
when  she  was  14  years  of  age  in  1930.  She 
was  absent  from  school  for  two  or  three 
months  because  of  “weakened  heart  muscles.” 
In  1933  she  was  in  bed  for  one  year  with  pain 
in  her  right  side,  tachycardia,  tiredness,  and  a 
worn  out  feeling.  In  1936  she  had  a ruptured 
appendix  and  the  right  tube  was  removed. 
In  1940  she  developed  headache,  numbness  of 
her  hands  and  feet,  upset  stomach  with  ab- 
dominal pain,  fevers  to  101  degrees,  and  she 
was  in  bed  for  a few  months  with  the  diag- 
nosis of  Malta  fever.  There  was  some  ques- 
tion about  this  diagnosis  since  one  physician 
told  her  that  her  agglutinations  were  nega- 
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tive  and  another  one  said  that  she  definitely 
did  have  Malta  fever.  Since  that  time  she  has 
considered  herself  to  have  chronic  Brucel- 
losis. In  1942  she  had  her  right  ovary  re- 
moved because  of  presistent  pain  in  her  right 
side.  She  was  still  having  som.e  fever  to  100 
degrees  in  the  afternoons  accompanied  by 
headache  and  plugginess  of  her  nose.  Her 
symptoms  continued  and  she  was  unable  to 
do  her  work.  She  had  a thyroidectomy  in 
1948  because  of  palpitation  and  not  feeling 
well.  She  developed  chronic  cystic  mastitis 
for  which  both  breasts  were  removed  six 
months  apart  in  1949.  She  continued  to  have 
difficulties  with  pain  in  her  abdomen  and 
pain  in  her  lower  back  and  a sub-total  hys- 
terectomy and  a left  oophorectomy  were  done 
in  1951.  The  surgery  was  without  benefit  and 
she  continued  to  have  pain  in  her  right  side 
and  occasionally  in  her  left.  She  frequently 
had  headaches  in  the  frontal  area  and  had 
intermittent  fever.  She  was  seen  by  an  al- 
lergy clinic  who  restricted  her  diet  to  meat, 
potatoes,  gravy,  peas,  beets,  milk,  and  cookies. 

When  she  was  first  seen  by  me  in  1952,  she 
was  a chronic  invalid,  although  she  was  only 
36  years  of  age.  She  had  not  been  able  to  do 
her  work  and  had  hardly  been  out  of  the 
house.  There  was  some  abdominal  tender- 
ness. Her  blood  pressure  was  160/90.  Urin- 
alysis was  negative.  Intravenous  pyelogram 
showed  a double  kidney  on  the  right  and  a 
poorly  functioning  left  kidney.  Retrograde 
pyelograms  showed  dilatation  and  blunting  of 
the  calyces  of  the  left  kidney,  more  marked 
in  the  middle  calyx.  At  cystoscopy,  the  urol- 
ogist had  difficulty  in  passing  the  uretural 
catheter  by  an  obstruction  in  the  left  ureter 
but  he  was  finally  able  to  dilate  this  and  re- 
lieve the  obstruction.  She  was  given  a long 
course  of  medication  and  since  then  she  has 
been  much  better.  She  is  now  able  to  do  her 
work,  although  she  still,  occasionally,  has  ab- 
dominal pains. 

Comment: 

There  is  a little  question  that  she  does 
have  quite  a marked  psychoneurosis  but  she 
has,  also,  had  a chronic  pyelonephritis  which 
went  unrecognized  for  years.  Perhaps  earlier 
treatment  of  her  chronic  pyelonephritis 
would  have  resulted  in  a lessened  neurotic 
tendency. 

Case  2.  L.  B.  was  first  seen  by  me  because 
of  a coronary  occlusion  at  the  age  of  48.  His 


blood  pressure  at  that  time  was  170/120  but 
the  referring  physician  reported  that  his 
blood  pressure  frequently  was  250/130.  He 
had  been  rejected  by  the  Service  in  1943  be- 
cause of  hypertension. 

He  had  had  almost  persistent  pain  at  the 
left  costal  margins  anteriorly  for  six  or  seven 
years.  One  physician  considered  this  to  be 
due  to  gall  bladder  disease  with  pancreatitis 
and  two  other  physicians  felt  that  it  was  due 
to  a duodenal  ulcer  which  was  present.  How- 
ever, the  pain  did  not  coincide  with  the  ulcer 
distress  and  the  two  pains  would  occur  in- 
dependently. A complete  investigation  had 
been  done  in  1952  and  a small  kidney  had 
been  found  on  the  left;  but,  since  it  was  not 
considered  to  be  causing  him  any  trouble, 
nothing  further  was  done  concerning  this. 
The  review  of  those  pyelograms  revealed  a 
very  small  kidney  on  the  left  which  showed 
minimal  function  on  intravenous  pyelo- 
graphy. Retrograde  pyelography  demon- 
strated a great  reduction  in  size  with  clubbing 
and  dilatation  of  all  the  calyces.  In  January 
1956  a left  nephrectomy  was  done  and  a very 
small  contracted  pyelonephritic  kidney  was 
removed.  He  made  a recovery  after  a some- 
what stormy  post-operative  course.  Since  the 
removal  of  that  kidney,  his  blood  pressure 
has  never  risen  above  158/92  and,  most  fre- 
quently, is  in  the  neighborhood  of  130/85. 
Since  the  operation  he  has  had  one  episode  of 
chills  and  fever  which  responded  to  Gantrisin. 
Urinalysis  was  negative  at  that  time  but  the 
possibility  of  pyelonephritis  in  the  opposite 
kidney  was  considered  but  not  proven. 

It  is  expected  that  he  will  continue  to  make 
a complete  recovery.  His  hypertension  should 
no  longer  be  a problem. 

Comment: 

This  case  again  represents  far  advanced  di- 
sease of  the  kidney  with  no  symptoms  re- 
ferable directly  to  the  kidney.  He  developed 
one  of  the  serious  complications  hyperten- 
sion. The  hypertension  has  disappeared  with 
removal  of  the  kidney  as  has  also  the  chronic 
pain  which  he  had  had  in  his  left  upper  ab- 
domen. It  has  had  no  effect  on  his  duodenal 
ulcer,  the  ulcer  having  flared  again  one  year 
after  the  nephrectomy. 

SUMMARY 

The  high  incidence  of  chronic  pyelo- 
nephritis has  been  stressed  The  pathology  is 
primarily  in  the  interstitial  tissues  of  the  kid- 
(Continued  on  Page  240) 
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MENTAL  HEALTH  IN  RURAL  PRACTICE* 
A.  P.  Peeke.  M.D. 

Volga,  South  Dakota 


When  I went  to  college  and  studied  physics 
and  definition  of  heart  was  given  as  being  the 
absence  of  cold;  and  cold  the  absence  of  heat. 
If  we  try  to  define  mental  health  we  might 
say  that  mental  health  is  the  absence  of  men- 
tal illness.  However,  this  is  not  the  case. 
Many  people,  when  they  hear  the  term  men- 
tal health,  think  first  of  mental  illness.  Men- 
tal health  is  far  more  than  simply  the  ab- 
sence of  mental  illness. 

When  we  speak  of  happiness,  peace  of 
mind,  enjoyment,  or  satisfaction,  we  are 
usually  speaking  about  mental  health.  Mental 
health  has  to  do  with  everybody’s  everyday 
life.  It  means  the  over-all  ways  that  people 
get  along  in  their  families,  at  school,  on  the 
job,  at  play,  or  with  their  associates  in  their 
communities.  It  has  to  do  with  how  you  get 
along  with  yourself,  how  you  feel  about  other 
people,  and  how  you  are  able  to  meet  the  de- 
mands of  life. 

There  is  no  line  that  equally  divides  the 
mentally  healthy  from  the  mentally  un- 
healthy. There  are  many  degrees  of  mental 
health.  There  are  also  many  degrees  of  men- 
tal ill  health.  The  mentally  ill  person  is 
angry,  unhappy,  depressed,  and  one  who  finds 

* Presented  at  the  National  Rural  Health  Con- 
ference, March,  1959. 


his  way  to  the  training  school,  the  peniten- 
tiary, the  divorce  court.  He  is  the  alcoholic, 
the  agitator,  or  the  suicide.  He  is  sometimes 
the  confused  person  who  finds  his  way  to 
the  state  hospital.  He  is  sick.  The  thing  that 
distinguishes  man  from  the  lower  animals  is 
the  fact  that  he  has  a very  highly  specialized 
nervous  system,  which  must  withstand  all  the 
stresses  of  life  and  its  complexities.  You  may 
say  that  we  have  a simple  life  in  the  country 
but  we  have  the  same  factors  which  bring 
about  mental  illness  as  in  the  cities,  only  in 
a little  different  setting.  In  rural  areas,  as  in 
other  places,  one  of  the  greatest  problems 
that  faces  us  is  the  stigma  of  mental  illness. 
It  is  no  disgrace  to  be  sick  and  most  sick- 
nesses can  be  prevented  and  treated  success- 
fully. 

Nationally,  mental  illness  is  a great  prob- 
lem. When  we  read  statistics  such  as  these, 
that  there  are  more  people  in  hospitals  from 
mental  illness  than  for  polio,  heart  disease, 
cancer,  tuberculosis  and  all  other  diseases 
combined.  More  than  10,000,000  Americans 
are  now  suffering  from  some  form  of  mental 
disorders.  Approximately  2,400,000  persons 
in  our  country  are  mentally  subnormal.  Of 
these  only  about  ten  percent  are  in  institu- 
tions. The  rest  are  living  in  their  own  com- 
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munities.  Research  shows  that  if  adequate 
educational,  social,  and  vocational  services 
are  available  the  majority  of  those  whose 
mental  deficiency  or  retardation  is  mild  will 
be  able  to  find  work  and  keep  their  jobs  suc- 
cessfully. Think  of  the  saving  in  happiness, 
yes  and  in  dollars! 

Mental  illness,  or  personality  disturbances, 
are  usually  significant  factors  in  criminal  be- 
havior, delinquency,  suicide,  alcoholism,  and 
divorce.  There  are  about  1,750,000  serious 
crimes  committed  a year,  3,800,000  problem 
drinkers,  950,000  alcoholics,  17,000  people 
commit  suicide  each  year,  1 out  of  every  four 
marriages  ends  in  divorce,  and  265,000  chil- 
dren between  seven  and  eleven  years  of  age 
are  in  juvenile  courts  every  year. 

Now  let  us  look  at  South  Dakota,  a very 
rural  state,  with  a population  of  approx- 
imately 700,000.  Supposedly  it  has  the  highest 
per  capita  income  of  any  state  in  the  union. 
However,  our  record  for  facilities  in  the  care 
of  mentally  ill  patients  was  down  around  47th 
place  at  one  time.  Let  us  look  at  the  score  as 
it  stands.  There  are  3,661  hospital  beds  for 
mental  patients  and  3,462  beds  for  all  other 
diseases  combined.  There  are  an  estimated 
2,000  alcoholics.  South  Dakota  has  an  average 
of  66  suicides  yearly,  uncounted  accidents  on 
highways,  farms  and  in  industry,  resulting 
from  emotional  stresses;  broken  homes,  un- 
happy lives,  frustrations,  and  inefficiency 
stemming  from  emotional  instability. 

Yet  there  is  hope  in  the  picture  if  we  give 
the  best  care  and  treatment!  About  45%  of 
patients  admitted  to  mental  hospitals  are  dis- 
charged as  cured  or  improved.  In  a few  well 
staffed  hospitals,  where  patients  are  given 
the  best  treatment,  70%  improve  or  recover. 

In  1947  the  South  Dakota  Mental  Health 
Association  was  organized  under  the  leader- 
ship of  John  C.  Foster,  Executive  Secretary 
of  the  South  Dakota  Medical  Association,  and 
three  citizens  who  had  relatives  in  Yankton 
State  Hospital.  Mr.  Foster  invited  representa- 
tives of  all  service  organizations  to  meet  in 
Aberdeen  and  from  that  meeting  the  S.D.- 
M.H.A.  was  formed.  From  the  inception  of 
this  organization  Dr.  and  Mrs.  E.  S.  Watson, 
of  Brookings,  South  Dakota,  have  been  dedi- 
cated to  this  cause  and  no  small  portion  of 
the  achievement  and  the  long  range  planning, 
to  this  day  has  been  due  to  their  efforts, 
interest,  and  sacrifice. 


The  present  state  membership  is  approx- 
imately 1,500  and  chapters  have  been  organ- 
ized throughout  the  State  and  others  are  in 
the  process  of  formation. 

Our  prime  goals  have  been  to  raise  the 
standards  of  treatment  for  the  mentally  ill, 
the  development  of  community  treatment  re- 
sources, and  public  education.  In  some  de- 
gree our  association  has  been  responsible  for 
considerable  advancement  along  these  lines. 

In  the  years  since  the  formation  of  the  Men- 
tal Health  Association,  per  diem  costs  have 
risen  from  $1.11  per  day  to  $3.17  showing  a 
definite  effort  of  the  legislature  to  improve 
the  situation  at  Yankton  State  Hospital.  How- 
ever, we  are  still  short  of  the  $5.00  per  day 
recommended  by  the  American  Psychiatric 
Association. 

In  1950  our  association  was  able  to  get  a 
survey  of  Yankton  State  Hospital  and  Red- 
field  State  Hospital  by  Dr.  Guthrie  of  the 
American  Psychiatric  Association.  We  printed 
a condensation  of  his  67  recommendations  for 
improvement  and  distributed  them  widely, 
particularly  to  all  legislators. 

In  1952,  an  administrative  reorganization 
brought  in  a certified  psychiatrist  as  superin- 
tendent of  Yankton  State  Hospital.  At  the 
present  time  we  still  have  only  one  well 
trained  psychiatrist  on  the  staff,  who  is 
eligible  for  certification. 

In  the  last  five  years  the  admission  rate  at 
Yankton  State  Hospital  has  gradually  in- 
creased and  the  discharge  rate  has  increased 
even  faster,  so  that  the  average  patient- 
population  is  now  about  fifty  less  than  it  was 
five  years  ago.  The  patient  population  as  of 
this  date  would  be  about  400  less  if' it  were 
possible  to  discharge  those  senile  patients, 
and  some  who  are  not  senile,  who  are  no 
longer  in  need  of  treatment  and  who  could 
be  well  cared  for  in  a nursing  home.  The 
main  obstacle  to  the  discharge  of  these  pa- 
tients is  that  the  county  can  keep  them  in 
Yankton  for  $35.00  a month  and  their  care  in 
a nursing  home  would  cost  the  county  be- 
tween $90.00  and  $110.00  a month.  Another 
factor  which  tends  to  keep  these  custodial 
cases  in  Yankton  State  Hospital  is  that  in 
most  counties  there  is  not  adequate  nursing 
home  space  available  for  their  care.. 

One  of  the  major  advances  at  Yankton 
State  Hospital  was  the  inauguration  of  psy- 
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chiatric  nursing  care.  There  are  now  26  regis- 
tered nurses  on  the  staff  and  student  nurses 
spend  three  months  in  training  at  Yankton 
State  Hospital.  South  Dakota  can  not  yet 
supply  the  full  needs  for  the  affiliate  nurses 
training  program,  and  quite  a few  nurses  are 
still  going  outside  the  state  for  their  three 
months  psychiatric  affiliation.  The  greatest 
need  at  Yankton  is  for  a higher  pay  scale  from 
top  to  bottom.  This  will  not  assure  adequate 
staff,  since  there  are  shortages  in  each  pro- 
fessional category  in  the  mental  health  team. 
Yankton  State  Hospital,  the  same  as  most  of 
the  other  state  hospitals  across  the  country, 
would  scarcely  be  able  to  operate  without  the 
help  of  D.P.  physicians. 

Another  great  need  at  Yankton  is  for  the 
institution  to  become  a training  center.  At 
present  it  is  able  to  give  training  only  to 
nurses. 

To  meet  the  problem  of  adequate  staffing 
of  our  mental  institutions,  it  will  be  neces- 
sary, in  some  way,  to  influence  an  increasing 
number  of  young  people  to  consider  the  pro- 
fessions of  psychiatry,  clinical  psychology, 
psychiatric  social  work,  psychiatric  nursing, 
recreational  therapy,  occupational  therapy, 
and  chaplainsy. 

The  Veterans  Administration  Neuro-psy- 
chiatric Hospital  at  Fort  Meade  fares  better 
than  Yankton.  They  usually  have  about  six 
or  seven  certified  or  eligible  psychiatrists  on 
the  staff  and  a fairly  adequate  staff  in  all  the 
ancillary  professions. 

The  State  Training  School  at  Plankinton  is 
inadequate  in  all  respects.  Over-crowding  is 
present.  Not  a single  person  on  the  staff  is 
trained  in  the  field  of  juvenile  penology.  This 
is  not  to  say  that  the  superintendent  and 
practically  all  of  his  staff  are  not  dedicated 
people,  who  are  working  extremely  hard. 
There  is  great  need  for  social  workers,  a chap- 
lain, psychologic  and  psychiatric  consultation, 
and  medical  care.  Unfortunately,  the  insti- 
tution is  so  isolated  that  it  is  difficult  to  at- 
tract properly  trained  people  to  the  staff. 
Redfield  State  Hospital  is  not  at  this  time 
overcrowded.  There  is  need  for  more  ade- 
quately trained  staff  at  Redfield.  Shortages 
exist  especially  in  the  field  of  education, 
nursing,  and  medicine. 

Probably  the  outstanding  educational  ac- 
complishment of  the  Mental  Health  Associa- 


tion has  been  the  nine  annual  Pastoral  Coun- 
seling Institutes,  which  have  been  held.  At 
each  session  we  have  had  psychiatrists  and 
professors  of  pastoral  counseling  and  fre- 
quently we  have  had  psychologists  and  socio- 
logists. The  total  attendance  of  clergymen  at 
the  last  institute  was  about  120.  We  tried  to 
get  one  of  the  Menningers  for  the  first  insti- 
tute, but  instead  they  sent  us  Dr.  Roy  C. 
Knowles.  Two  years  later  when  the  Minne- 
haha County  Health  Center  was  organized 
and  ready  to  go  and  looking  for  a psychiatrist, 
we  remembered  his  work  at  the  institute  and 
invited  him  to  come.  The  Minnehaha  County 
Mental  Health  Center  has  been  quite  success- 
ful. There  are  now  two  psychologists  and 
two  psychiatric  social  workers  on  the  staff 
in  addition  to  Dr.  Knowles.  McKennan  Hos- 
pital in  Sioux  Falls  has  recently  opened  a 
twenty  three  bed  psychiatric  ward,  which  is 
modern  in  all  respects.  There  is  a psychiatric 
ward  also  in  Rapid  City. 

Aberdeen,  after  two  or  three  years  of  plan- 
ning, now  has  a Mental  Health  Center  with  a 
certified  psychiatrist  at  its  head.  They  now 
have  a psychiatric  social  worker,  and  are 
searching  for  a full-time  psychologists.  Eleven 
counties  in  Northern  and  Northeastern  South 
Dakota  are  supporting  this  Center. 

Rapid  City  in  western  South  Dakota  has  a 
part-time  Mental  Health  Center.  There  is 
great  need  for  full-time  Mental  Health  Clinics 
in  at  least  five  other  communities. 

The  Professional  Advisory  Committee  of 
the  S.D.M.H.A.  has  given  a good  deal  of 
thought  to  the  need  of  the  juvenile  psychotic, 
the  juvenile  delinquent,  and  the  emotionally 
disturbed  child.  At  the  present  time  our 
juvenile  psychotics  are  housed  at  Yankton 
where  there  is  no  facility  to  isolate  them  or 
for  giving  them  proper  psychiatric  treatment. 
We  propose  a Youth  Treatment  Center,  sim- 
ilar in  many  respects  to  what  is  being  planned 
in  Minnesota,  Iowa,  and  Nebraska.  We  would 
propose  that  perhaps  this  treatment  center 
should  be  established  in  conjunction  with  an 
existing  Mental  Health  Clinic,  which  already 
has  a staff  of  people  trained  in  dealing  with 
the  problems  of  children.  One  unit  of  this 
treatment  center  would  be  devoted  to  hos- 
pital beds  for  psychotic  children.  Another 
unit  should  be  used  as  a residential  treatment 
center  for  the  disturbed  child.  The  third  unit 
of  this  treatment  center  should  be  diagnostic. 


--227- 


SOUTH  DAKOTA 


It  is  our  proposal  that  the  juvenile  court  send 
every  juvenile  delinquent  to  this  diagnostic 
center  for  a period  of  study  of  perhaps  thirty 
to  sixty  days.  After  the  period  of  study  the 
staff  in  the  diagnostic  reception  center  could 
report  back  his  findings  to  the  juvenile 
judge.  The  diagnostic  team  might  recommend 
that  the  child  be  placed  in  the  residential 
treatment  center,  that  he  might  go  to  the 
State  Training  School,  that  he  might  go  to  a 
Forestry  Camp,  or  that  he  be  placed  in  a fos- 
ter home,  paroled  to  a parole  officer  in  his 
home  community,  or  return  to  his  own  home. 

It  is  the  feeling  of  our  Professional  Ad- 
visory Committee,  that  the  Juvenile  Courts  in 
South  Dakota  are  on  the  whole,  ineffective  in 
dealing  with  juvenile  problems,  with  the  ex- 
ception of  a few.  Even  these  more  enlight- 
ened juvenile  courts  lack  the  proper  staff  of 
social  workers  and  parole  officers  and  most 
of  the  county  judges  are  entirely  unqualified 
to  deal  with  juvenile  problems.  We  propose 
improvements  through  a domestic  relations 
type  of  court. 

In  the  future  the  South  Dakota  Mental 
Health  Association  hopes  to  work  toward  the 
following  goals: 

1.  Secure  adequate  funds  for  more  and 
better  trained  employees  and  more 
buildings  for  our  institutions. 

2.  Raise  standards  of  our  mental  hospitals 
so  they  can  be  training  hospitals  for 
South  Dakota  students. 

3.  Provide  more  special  classes  for  re- 
tarded children. 

4.  Employ  more  counselors  in  our  larger 
schools. 

5.  Establish  12  more  Mental  Health  Cen- 
ters, 1 for  each  50,000  population. 

6.  Foster  mental  wards  in  all  hospitals. 

7.  Continue  the  Pastoral  Counseling  Insti- 
tute. 

8.  Revive  the  Institutional  Service  Unit  of 
college  students  who  work  and  study  at 
Yankton  State  Hospital  during  the  sum- 
mer months. 

9.  Provide  scholarships  for  students  train- 
ing in  all  psychiatric  fields. 

10.  Provide  parent  education  regarding 
emotional  problems  of  children. 

11.  Promote  recreational  facilities  for  all 
age  groups. 

12.  Provide  training  literature  for  police 


officers  in  handling  emotionally  dis- 
turbed persons. 

13.  Promote  education  for  the  families  of 
mentally  ill. 

14.  Promote  public  education  in  acceptance 
of  the  returned  mental  patient. 

15.  Establish  family  service  centers. 

16.  Establish  foster  home  care  for  release- 
able  patients. 

17.  Provide  full  time  chaplains  and  social 
workers  for  Redfield,  Plankinton,  and 
the  Penitentiary. 

18.  Establish  a Psychiatric  Treatment  Hos- 
pital for  children. 

What  are  the  things  we  must  do  to  bring 
about  Mental  Health  in  rural  practice? 

The  majority  of  doctors  in  rural  areas  are 
general  practitioners.  Dr.  William  B.  Ter- 
hune.  Medical  Director  of  the  Silver  Hill 
Foundation,  New  Canaan,  Connecticut,  stated 
in  his  address  to  the  annual  Psychiatric  As- 
sembly of  the  Medical  Society  of  the  District 
of  Columbia,  “If  physicians  remember  one- 
half  of  their  practice  is  essentially  psy- 
chiatric, they  will  in  effect  have  started  to 
practice  Psychiatry.  We  do  not  need  more 
Psychiatrists.  We  need  more  physicians  with 
simple  psychiatric  knowledge  and  skills.  Most 
people  need  common-sense  physicians.  At 
least  one-half  of  the  patients  now  cared  for 
by  psychiatrists  should  be  cared  for  by  skilled 
psychiatrically  trained  general  practitioners.” 

Dr.  Terhune  goes  on  to  state  that  most 
doctors  are  now  prepared  or  can  fit  them- 
selves to  offer  psychiatric  first  aid  for  the 
following  conditions:  Acute  and  Chronic  psy- 
choneurotic reactions,  anxiety  states,  panics, 
phobic  reactions,  mild  reactive  depressions, 
presenile  states,  psychosomatic  symptoms, 
fatigue  states,  psychological  problems,  anti- 
social conduct,  parent-child  maladjustments, 
grief  reactions,  and  others. 

“Generally,”  said  Dr.  Terhune,  “Doctors 
should  be  slow  to  employ  physiological  and 
pharmacological  measures  in  the  treatment  of 
emotionally  disturbed  patients.  Certainly  be- 
fore this  is  done  the  patient  should  be 
thoroughly  studied  and  evaluated  by  an  able 
psychiatrist.” 

Dr.  Terhune  decried  what  he  feels  to  be 
the  overuse  of  pharmacological  agents  in  the 
treatment  of  the  emotionally  disturbed.  “To- 
day,” he  said,  “Too  many  people  have  their 
(Continued  on  Page  245) 
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CONGENITAL  ANOMALIES  OF  THE 
MALE  GENITALIA* 

John  A.  McFarlane,  M.D. 

Sioux  City,  Iowa 


In  this  presentation  we  will  discuss  con- 
genital anomalies  of  the  male  genitalia  occur- 
ing  in  a given  patient  whose  sex  is  known  to 
be  male.  It  is  beyond  the  scope  of  this  short 
presentation  to  consider  any  further,  other 
than  to  mention  those  patients  whose  sex 
is  in  doubt,  namely  hermaphroditism.  The 
rare  anomalies  will  be  mentioned,  but  not  dis- 
cussed in  detail. 

More  than  one  anomaly  frequently  is  pres- 
ent in  one  individual.  The  other  anomalies 
occur  in  any  system  of  the  body,  but  most 
frequently  are  found  in  the  urogenital  sys- 
tem. Consideration  must  be  given  to  special 
urologic  examinations  such  as  pyelographic 
and  cystoscopic  studies. 

PENIS 

The  most  common  anomaly  is  phimosis  of 
the  prepuce.  The  orifice  in  the  prepuce  may 
be  only  pin  point  in  size.  As  more  and  more 
circumcisions  are  done  at  birth,  this  anomaly 
will  be  less  of  a problem. 

Micropenis  is  not  uncommon.  It  is  usually 
an  arrested  growth. 

Absence  of  the  penis  is  rare.  Twenty  two 
cases  have  been  reported  in  the  literature  to 
date.  Three-fourths  of  these  had  co-existing 
anomalies,  and  one-third  of  these  died  shortly 
after  birth. 

* Presented  at  the  Sioux  Valley  Medical  Associa- 
tion Meeting  Feb.  24,  1959  at  Sioux  City,  Iowa. 


Double  penis  is  rare  and  frequently  is  asso- 
ciated with  a double  bladder. 

URETHRA 

The  most  common  anomaly  of  the  urethra 
is  stenosis  which  occurs  most  frequently  at 
the  meatus.  Stenosis  is  found  also  at  the  fossa 
navicularies  and  bulbomembranous  junction. 
Treatment  by  dilatation  and/or  meatotomy 
or  urethrotomy  is  usually  sufficient. 

Bands  at  any  point  along  the  urethra  may 
be  confused  with  stenosis.  The  passage  of  a 
sound  meets  no  obstruction  and  no  further 
intervention  may  be  necessary.  Occasionally 
endoscopic  surgery  is  required  to  remove 
these  obstructive  bands.  Enuresis  is  a com- 
mon presenting  symptom. 

Double  urethra  and  diverticula  are  rare. 
Epispadias  with  or  without  extrophy  of  the 
bladder  is  also  rare. 

Hypospadias  is  a common  anomaly.  The  ab- 
normal opening  is  found  on  the  ventral  aspect 
of  the  penis  at  any  point  along  the  shaft  or  on 
the  perineum.  In  some  instances,  there  may 
be  a normally  placed  meatus  at  the  glans, 
with  an  area  along  the  urethra  which  is  cov- 
ered with  very  thin  tissue  and  absence  of 
corpora  spongiosa.  This  defective  area  may 
eventually  rupture  to  give  a true  hypospadiac 
opening.  Hypospadias  is  usually  associated 
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with  chordee  of  the  penis  which  can  be  dem- 
onstrated by  ventral  curvature  of  the  penis 
during  an  erection.  If  a chordee  is  not  pres- 
ent, the  hypospadias  may  not  be  severe 
enough  to  require  correction.  A chordee  can 
occasionally  be  demonstrated  in  the  absence 
of  a true  hypospadias.  In  any  hypospadias, 
one  must  be  sure  the  patient  is  not  a herma- 
phrodite. 

When  surgical  intervention  is  necessary, 
the  purpose  is  three-fold;  One,  to  remove  the 
fibrous  tissue  causing  the  chordee  thus  allow- 
ing future  procreative  function.  Two,  to  place 
the  urethral  opening  as  near  the  normal 
position  as  possible  to  allow  direction  of  the 
urinary  stream  and  the  ability  to  deposit 
ejaculated  semen  into  the  vaginal  fornix. 
Three,  to  prevent  psychic  trauma  that  so 
often  occurs  in  later  years  of  life. 

Surgical  procedures  for  correcting  hypo- 
spadias are  numerous.  The  most  common 
procedures  are  multiple  stage  operations.  No 
matter  which  procedure  a surgeon  uses,  it  is 
imperative  that  the  chordee  be  completely 
corrected  before  the  new  urethra  is  construc- 
ted. The  parents  must  also  be  informed  that 
the  urethral  opening  will  be  even  more  prox- 
imal following  the  correction  of  the  chordee 
because  of  the  straightening  of  the  penis.! 

The  optimum  age  for  straightening  the 
chordee  is  2 years  or  sooner.  There  have  been 
cases  in  adults  where  the  fibrous  bands  have 
been  completely  excised,  but  the  chordee  per- 
sisted. This  is  probably  due  to  changes  occur- 
ing  in  the  corpora  cavernosa  with  prolonged 
chordee.  The  following  stage  or  stages  or 
urethroplasty  are  best  done  before  the  child 
enters  school.  At  least  3 months  should  inter- 
vene between  stages. 

Scrotal  anomalies  are  generally  of  two 
types;  bifid  scrotum  associated  with  hypo- 
spadias, and  underdevelopment  of  the  scrotal 
sac  associated  with  undescended  testes. 
TESTIS 

Variations  in  number  of  testes  is  rare  and 
of  clinical  significance  only  in  differentiating 
the  absence  of  one  or  both  tests  from  undes- 
cended and  ectopic  testes. 

Anomalies  of  position  is  divided  into  two 
main  groups;  1.  Ectopic-  the  testis  has  des- 
cended to  the  external  inguinal  ring  and  occu- 
pies a position  abnormal  to  its  normal 
further  descent  into  the  scrotum.  The  position 
can  be  pubic,  femoral,  perineal,  or  inguinal. 


2.  Undescended-  arrested  descent  anywhere 
along  the  normal  course  of  descent  of  the 
testis.  This  can  be  abdominal,  inguinal,  or 
upper  scrotal. 

The  treatment  of  ectopic  testis  is  surgical, 
whereas  treatment  for  undescended  testis  is 
somewhat  more  controversial.  The  age  at 
which  treatment  should  be  started  is  the  main 
controversial  subject  because  of  the  known 
spontaneous  descent  that  may  occur  after 
puberty. 2.  3.  ^ 

The  literature  abounds  with  articles  delv- 
ing into  the  age  factor.  Variations  range  from 
three  to  seventeen  years  of  age.  Each  author 
gives  rather  convincing  facts  and  evidence  to 
substantiate  his  reasons.  Most  all  agree  that 
a testis  must  be  in  the  scrotum  by  puberty  to 
avoid  imparied  fertility.  The  majority  of 
authorities  give  the  ages  of  eight  to  ten  years 
as  the  best  age  to  correct  the  defect.  How- 
ever, if  an  associated  hernia  is  present,  three 
to  five  years  of  age  is  the  optimum. 

Hormonal  therapy  has  and  will  continue  to 
be  used,  but  there  are  certain  ill  effects  from 
its  use.  Overdosage  will  produce  atrophic 
changes  in  the  testes.  Some  authorities  feel 
that  the  testis  which  will  descend  under  hor- 
monal therapy,  will  descend  of  its  own  accord 
later  without  the  hormone  having  been  given. 

There  are  many  surgical  techniques  for 
orchidopexy.  Some  involve  more  than  one 
stage,  but  very  good  results  are  obtained  in 
the  one  stage  operation. 

The  testis  left  in  its  abnormal  position  be- 
yond puberty  will  be  infertile  but  still  have 
androgenic  function.  If  it  remains  in  the  in- 
guinal region  or  over  the  pubic  bone,  it  is 
easily  subjected  to  trauma.  Primary  neo- 
plasms occuring  more  frequently  in'  undes- 
cended testes  is  a subject  of  indecision,  but 
should  be  borne  in  mind.  Strangulation  of 
the  undescended  testis  is  occasionally  re- 
ported. 

Congenital  hydrocele  frequently  disappears 
spontaneously.  This  may  be  a permanent  re- 
mission or  only  temporary,  to  return  again 
later.  The  hydrocele  usually  connects  with 
the  abdominal  cavity  due  to  failure  of  the 
processus  vaginalis  to  close.  A hernia  is  fre- 
quently associated.  Correction  by  aspiration 
or  surgery  is  indicated  in  the  persistent  hy- 
drocele. If  an  associated  hernia  is  present, 
surgical  correction  should  be  early. 

Continued  on  Page  233) 
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In  recent  years  the  use  of  peyote  in  the  re- 
ligious ceremonies  of  the  Native  American 
Church  has  been  a subject  of  controversy 
between  those  who  advocate  the  abolition  of 
such  practices  on  medical  or  moralistic 
grounds  and  those  who  believe  the  American 
doctrine  of  religious  freedom  prohibits  such 
legal  recourse.  An  example  of  the  latter 
opinion  is  a report  by  a group  of  professional 
anthropologists  (LaBarre  et  al.)  who  have 
made  extensive  studies  of  Peyotism  in  various 
Indian  tribes  and  claim  that  peyote  is  used 
sacramentally  “in  a manner  corresponding 
to  the  bread  and  wine  of  white  Christians.” 
While  not  denying  the  remarkable  mental 
effects  of  peyote,  these  writers  maintain  that 
peyote  “does  not  excite,  stupefy  or  produce 
muscular  incoordination;  there  is  no  hang- 
over.” 

The  Aztecs  worshiped  peyote  as  “the  flesh 
of  the  gods”-  even  prior  to  the  arrival  of  the 
Spaniards  in  Mexico.  The  belief  that  those 
who  ate  of  this  “flesh”  would  behold  the 
world  of  the  gods  is  creditable  in  the  light  of 
present  knowledge  of  the  drug’s  actions.  For 
over  three  hundred  years  the  use  of  peyote 
has  been  ecclesiastically  banned  although 
secretly  enjoyed;  it  was  gradually  absorbed 
into  the  Christian  dogma  of  certain  Indian 
groups,  being  considered  the  flesh  of  Christ 


and  nourishment  for  the  soul. 

The  first  comprehensive  monograph  on 
peyote  written  in  English  was  published  in 
1928  by  Kliiver.  He  writes  of  the  pharma- 
cological aspects  of  the  crude  drug  and  its 
active  principles  as  well  as  the  rituals  and 
ceremonies  associated  with  Peyotism.  He 
quotes  Weir  Mitchell’s  classic  early  descrip- 
tion: “The  display  which  for  an  enchanted 
two  hours  followed  was  such  as  I find  it  hope- 
less to  describe  in  language  which  shall  con- 
vey to  others  the  beauty  and  splendor  of  what 
I saw.  Stars  . . . delicate  floating  films  of 
colour  . . . then  abrupt  rush  of  countless 
points  of  light  swept  across  the  fields  of  view 
. . . zigzag  lines  of  very  bright  colours  . . . 
the  wonderful  loveliness  of  swelling  clouds  of 
more  vivid  colours  gone  before  I could  name 
them  . . . All  the  colours  I have  ever  beheld 
are  dull  in  comparison  to  these.”  In  his  last 
vision  Mitchell  saw  a beach  with  its  rolling 
waves  as  “liquid  splendours,  huge  and  threat- 
ening, of  wonderfully  pure  green,  or  red  or 
deep  purple,  once  only  deep  orange,  and  with 
no  trace  of  foam.”  He  also  writes  “These 
shows  are  expensive.  The  experience,  how- 
ever, was  worth  one  such  headache  and  in- 
digestion, but  was  not  worth  a second.” 
Kltiver’s  monograph  concludes  “The  psy- 
chiatrist will  be  interested  in  the  effects  of 
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mescal  not  only  as  a means  for  a more  ade- 
quate appreciation  of  the  visual  disturbances 
in  various  diseases,  but  also  as  a possible 
avenue  to  a psychology  of  schizophrenia.” 

Peyote  (Lopophora  Williamsii)  is  a small 
carrot-shaped  cactus  which  grows  in  the 
Southwest.  The  top  is  cut  off  and  dried,  form- 
ing the  “cactus”  or  “peyote  button.”  Portions 
of  these  are  eaten  until  the  desired  effects  are 
obtained. 

Peyote  contains  as  the  principal  active  in- 
gredient the  alkaloid  mescaline.  Other  active 
chemicals  have  been  isolated  in  pure  form 
from  peyote.  These  include  lophophorine, 
which  will  produce  strychnine-like  convul- 
sions in  rabbits  in  doses  of  12  mg.  per  Kg.; 
pellotine,  a centrally-acting  sedative;  and  an- 
halonidine.  a central  stimulant.  Mescaline 
however,  remains  the  drug  found  in  largest 
amounts  and  is  completely  responsible  for  the 
extraordinary  visions  of  the  peyotist.  Since 
the  concentration  of  mescaline  in  the  dried 
cactus  is  about  0.9  percent,  one  ounce  of  the 
crude  drug  would  contain  270  mg.  of  mes- 
caline, an  amount  adequate  for  profound  ef- 
fects in  most  individuals. 

In  recent  years,  other  drugs  have  been  dis- 
covered with  effects  very  similar  to  mes- 
caline. The  best  known  of  these  is  lysergic 
acid  diethylamide  (LSD).  This  drug  is  effec- 
tive in  much  smaller  doses  than  mescaline 
and  has  been  used,  like  mescaline,  for  the  in- 
duction of  experimental  schizophrenia  in 
order  to  study  the  effectiveness  of  drugs  pro- 
posed for  the  treatment  of  the  naturally- 
occurring  disease. 

Single  oral  doses  of  100  or  200  mg.  of  mes- 
caline may  be  expected  to  produce  mydriasis, 
sweating,  and  an  increased  amplitude  of  the 
knee  jerk.  Postural  reflexes  may  be  affected. 
With  larger  doses,  the  earliest  effects  are 
nausea  and  vomiting,  palpitation  and  rest- 
lessness; coarse  tremors  may  appear,  first  in 
one  extremity  then  another  and  sometimes 
in  all  four  and  the  head  and  neck.  These 
tremors  are  more  marked  at  rest  and  diminish 
during  intention  movements.  Hyperactivity 
of  tendon  reflexes  is  common.  These  signs 
are  followed  quickly  with  the  development  of 
anxiety,  delusions  and  hallucinations,  par- 
ticularly of  colors  and  bizarre  shapes.  These 
effects  of  the  drug  reach  a maximum  in  one 
hour,  begin  to  recede  slowly  and  are  usually 


over  in  24  hours.  The  over-all  experience  is 
considered  pleasant  by  many  but  some  have 
found  it  very  disagreeable  and  refuse  further 
use  of  the  drug. 

Mescaline  is  known  to  be  an  inhibitor  of 
synaptic  transmission  in  the  mammalian 
brain,  which  would  account  for  the  disturbed 
cerebral  and  mental  function;  pretreatment 
with  the  tranquillizing  drugs  such  as  chlor- 
promazine  prevents  or  reduces  such  action. 
During  the  acute  phase  of  mescaline  (or  LSD) 
intoxication,  intravenous  injection  of  chlor- 
promazine  or  certain  other  tranquillizer 
drugs  will  convert  the  abnormal  electro- 
encephalographic  pattern  to  the  normal  or 
pre-mescaline  form  in  a few  minutes.  Within 
an  hour  most  of  the  drug-induced  effects  will 
be  gone.  These  actions  on  the  electric  activ- 
ity of  the  brain  can  be  seen  in  laboratory  an- 
imals as  well,  and  provide  a method  for  the 
experimental  evaluation  of  new  drugs.  The 
actions  of  potential  tranquillizers  can  also  be 
evaluaged  by  observations  of  their  effects  on 
mescaline  or  LSD  induced  distorted  behavior 
patterns  in  a variety  of  experimental  animals. 

The  most  significant  effects  of  mescaline 
are,  therefore,  on  the  central  nervous  system, 
as  an  hallucinogen.  Details  of  the  mechanism 
for  this  central  action  are  not  known.  Work 
has  been  one  on  oxygen  consumption  of  the 
intact  brain  and  on  brain  slices;  there  are 
suggestions  of  overall  depression  of  oxygen 
consumption  but  this  may  be  secondary  to 
the  depression  of  activity.  Recovery  from  the 
hallucinogenic  state  is  apparently  complete 
although  instances  have  been  known  where 
frank  schizophrenia  has  been  precipitated.  In 
the  overt  schizophrenic  there  is  a uniform 
intensification  of  the  symptoms  of  the  disease. 
The  immediate  after  effects  of  mescaline  are 
not  remarkable;  there  is  no  evidence  of  toler- 
ance, withdrawal  symptoms,  or  addiction,  in 
the  sense  typified  by  morphine.  Neverthe- 
less with  mescaline,  as  with  all  drugs  affect- 
ing the  central  nervous  system,  the  period  of 
recovery  may  be  characterized  by  depression 
of  function  and  activity. 

The  disturbance  in  mental  function  which 
ordinarily  accompanies  the  use  of  mescaline 
differs  from  cocaine,  marihuana  and  mor- 
phine. Mescaline  might  be  added  to  the 
classic  story  of  the  reactions  of  the  several 
drug  users  who  suddenly  died  and  went  to 
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Heaven.  Finding  their  way  barred  by  the 
I Pearly  Gates  the  cocaine-addict  banged  his 
way  through,  the  hashish-eater  floated  over 
and  the  morphine-addict  quietly  went  to 

I sleep.  The  peyotist  presumable  sat  quietly 
lost  in  a vague  cloud  of  the  flashing  bril- 
liances of  colors  from  the  Gates. 

ji  Cocaine  is  typified  by  auditory  hallucina- 
tions with  early  overtones  of  fear  and  terror 
and  a strong  sexual  component;  marihuana 
^ by  a rapturous  state  with  illusionary  mis- 
\ conceptions  and  a feeling  of  omnipotence; 

' morphine  by  a detachment  or  withdrawal, 
and  deep  dreamless  sleep.  With  mescaline, 
i visual  hallucinations  predominate  although 
auditory  and  other  hallucinations  may  occur. 
Thoughts  appear  to  talk  back  to  the  subject 

II  as  voices;  this  is  probably  based  on  the 
; mechanism  of  dissociation  and  projection  as 

in  schizophrenia.  Also  likely  are  feelings  of 
passivity,  scattered  thinking,  fatuousness, 
depersonalization,  catatonia,  stupor  and  with- 
drawal. Similar  phenomona  may  occur  fol- 
lowing inhalation  of  30  percent  carbon  diox- 
ide; the  mescaline  responses  are  therefore  not 
specific. 

The  dramatic  effects  of  mescaline  on  color 
vision  has  prompted  studies  of  the  locus  of 
this  effect.  Subjects  who  have  become  blind 
in  adult  life  will  relate  experiences  indicative 
of  the  usual  “indescribably  beautiful”  color 
patterns,  which  seem  to  appear  first  in  the 
eye  which  became  blind  last.  Subjects  born 
blind,  or  who  lost  their  vision  very  early  in 
life  and  have  no  previous  appreciation  of 
colors,  experience  severe  distortions  of  acous- 
tic, tactile  and  thermal  sensations.  The  mes- 
caline hallucinations  must  therefore  involve 
more  complex  neural  integration  than  simply 
peripheral  receptors,  although  these  certainly 
trigger  the  phenomona.  Most  writers  describ- 
ing their  experiences  have  mentioned  the  in- 
tensification of  visual  imagery  when  the  room 
i is  darkened  or  lit  only  by  flickering  fire,  as 
well  as  the  precipitation  of  new  hallucina- 
tions by  delicate  stimuli  for  the  senses  of 
feeling,  hearing,  smelling  or  tasting.  Thus  the 
essence  of  the  action  of  mescaline  is  aberrant 
interpretations  of  common  environmental 
stimuli. 

In  summary,  the  most  important  effects  of 
peyote,  or  mescaline,  on  the  human  subject 
are  on  the  integrative  and  interpolative  func- 


tions of  the  central  nervous  system  and  man- 
ifest themselves  as  bizarre  symptoms  and 
signs.  Peripheral  effects  are  usually  minor; 
other  than  the  after-depression  which  is  al- 
ways to  be  expected  with  such  a powerful 
drug,  there  is  no  evidence  of  drug  tolerance 
or  withdrawal  symptoms  characteristic  of  the 
true  narcotics.  Over-all,  the  drug  appears  to 
be  very  similar  to  marihuana  in  the  physio- 
logic as  well  as  in  the  psychologic  sense. 
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CONGENITAL  ANOMALIES  OF  THE 
MALE  GENITALIA— 

(Continued  from  Page  230) 
EPIDIDYMIS  AND  VAS  DEFERENS 
Absence  or  imperfectly  formed  epididymis 
and  vas  deferens  are  rare  and  if  bilateral, 
sterility  occurs. 

Aberrant  tubules  arising  from  the  testis  or 
epididymis  which  become  distended  with 
spermatozoa  produce  spermatoceles  which  are 
found  in  2%  of  adult  males. 

If  the  appendix  testis  (Hydatid  of  Mor- 
gagni) is  congenitally  longer  than  normal  or 
attached  by  a narrow  rather  than  a normal 
board  base,  torsion  may  occur  and  symptoms 
not  unlike  those  caused  by  torsion  of  the  cord 
produced.  The  physical  findings  are  usually 
confined  to  the  upper  pole  of  the  testis  dif- 
ferentiating it  from  torsion  of  the  cord.  Treat- 
ment is  surgical  excision  of  the  gangrenous 
appendix  testis. 
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ROY  E.  JERNSTROM.  M.D. 
1896—1959 


1 


Dr.  Roy  E.  Jernstrom,  62,  past  president  of  the  South  Dakota  Medical  Association,  died 
May  10th  in  Rochester,  Minn. 

The  Rapid  City  physician  and  surgeon  succumbed  following  a short  illness. 

A 1923  graduate  of  the  University  of  Minnesota  Medical  School,  Dr.  Jernstrom  first  prac- 
ticed for  about  a year  at  Wall.  He  then  set  up  his  office  in  Rapid  City  where  he  was  active 
in  medical,  community  and  church  affairs. 

In  his  profession,  he  was  a Fellow  of  the  American  College  of  Surgeons  and  a Diplomate 
of  the  International  College  of  Surgeons.  He  also  had  membership  in  the  American  Medical 
Association,  the  American  Fracture  Association,  the  World  Medical  Association,  and  the  Phi 
Chi  Medical  Fraternity.  In  addition.  Dr.  Jernstrom  was  the  past  president  of  the  Black  Hills 
District  Medical  Society  and  the  Rapid  City  Medical  Society.  In  the  State  Association  he  served 
as  chairman  of  the  press-radio  relations  committee. 

Dr.  Jernstrom  was  the  first  president  of  the  Rapid  City  Cosmopolitan  Club  in  1-929  and 
was  an  Elk,  Mason,  a member  of  the  Consistory  and  the  Shrine.  In  addition  he  served  as  presi- 
dent of  the  Rapid  City  School  Board.  He  also  was  a medical  member  of  the  Selective  Service 
Board  from  1941  to  1945,  and  served  as  senior  warden  of  the  Emmanuel  Episcopal  Church  for 
28  years. 

His  military  associations  were  the  American  Legion  and  the  40  et  8. 

Born  Sept.  23,  1896,  in  Escanaba,  Mich.,  Dr.  Jernstrom  received  his  high  school  education 
in  Minneapolis.  During  World  War  I he  served  two  years  and  was  with  Military  Base  Hos- 
pital 26  in  France. 

He  was  married  June  19,  1922  to  Bernice  Delores  Woodington  of  Eau  Claire,  Wise.,  in 
Escanaba. 

Mrs.  Jernstrom  survives  as  do  two  children.  Dr.  Roger  S.  Jernstrom  of  Omaha,  Nebr.,  and 
Elaine  D.  Jernstrom  Hammer  of  Duluth,  Minn.;  six  grandchildren;  his  mother,  Mrs.  Theo- 
linda  Jernstrom  of  Minneapolis;  a brother,  Edward  Jernstrom  of  Escanaba;  and  a sister,  Mrs. 
Lyle  Dorfner  of  Minneapolis. 
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REZIN  REAGAN.  M.D. 

1882—1959 

Dr.  Rezin  Reagan  died  in  a Sioux  Falls  hospital  at  4 p.m.  Sunday,  May  10th  five  hours  after 
he  was  hospitalized.  He  had  been  in  failing  health  for  several  years. 

Dr.  Reagan  had  been  a practicing  physician  in  South  Dakota  for  39  years  — 33  years  in 
Sioux  Falls  — before  he  retired  from  his  practice  in  1953.  He  served  as  medical  member  of  the 
claims  rating  board  of  the  Veterans  Administration  regional  office  from  1954  to  1957. 

Past  president  of  the  Seventh  District  Medical  Society  of  South  Dakota,  he  was  former 
chief  of  staff  at  both  McKennan  and  Sioux  Valley  hospitals.  His  selection  as  general  practi- 
tioner of  the  year  by  the  S.  D.  Medical  Assn,  was  “in  keeping  with  the  tradition  of  selecting 
top  flight  practitioners  who  had  served  their  state  for  many  years,”  said  the  1953  Medical 
Assn,  president.  Dr.  R.  G.  Mayer. 

Born  at  Sheridan,  Ind.,  Nov.  5,  1882,  Dr.  Reagan  was  a school  teacher  for  six  years  while 
taking  medical  training  during  the  summers  at  the  University  of  Chicago  Medical  School.  He 
was  granted  his  medical  degree  from  Chicago’s  Rush  Medical  School  in  1913. 

Dr.  Reagan  began  his  medical  practice  at  Garretson  in  1914,  after  having  served  internships 
at  the  Home  and  Hospital  for  Crippled  Children  in  Chicago  and  Swedish  Hospital  in  Minn- 
eapolis. 

He  went  into  the  Army  in  1918  as  a captain  in  the  Medical  Corps  and  saw  a year’s  duty  at 
a base  hospital  in  Bordeaux,  France.  Following  his  service  discharge  in  1919,  he  reopened  his 
Garretson  office. 

Dr.  Reagan  came  to  Sioux  Falls  in  December,  1920,  and  became  associated  with  the  late 
Dr.  A.  Zelitz  in  the  practice  of  medicine  and  surgery.  He  later  was  associated  with  his  son.  Dr. 
Paul  Reagan,  from  1946  until  1953. 

Dr.  Reagan  outlived  two  of  his  three  wives.  His  first  wife,  Ada  Vickery,  whom  he  married 
in  Indiana  in  1908,  died  in  1917.  His  second  wife,  Helen  Johnson,  whom  he  married  in  1921, 
died  in  1950. 

His  marriage  to  Bernice  Finerty,  took  place  at  Rockford,  111.,  on  Oct.  8,  1954.  In  addition 
to  his  widow  and  his  son,  Dr.  Paul  Reagan,  he  is  survived  by  two  other  sons.  Dr.  James,  San 
Francisco,  and  Charles,  Spokane;  two  daughters,  Genevieve,  Sioux  Falls,  and  Jane,  Los 
Angeles;  a sister,  Mrs.  Bert  Cross,  Sheridan,  Ind.;  six  grandchildren  and  two  great-grand- 
children. 

In  addition  to  his  professional  affiliations.  Dr.  Reagan  was  medical  director  for  the  National 
Reserve  Life  Insurance  Co.,  formerly  the  Policyholders’  National  Life  Insurance  Co.,  for  30 
years. 

Dr.  Reagan  was  awarded  an  honorary  life  membership  in  the  Cosmoplitan  Club  as  a charter 
member  in  1954.  He  also  belonged  to  the  American  Legion  and  Veterans  of  Foreign  Wars, 
Minnehaha  Lodge  No.  5 AF  & AM,  and  the  Elks  Club. 
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H.  L.  SAYLOR,  SR.,  M.D. 

1873—1959 

Funeral  services  for  Dr.  Howard  LeRoy  Sayor,  Sr.,  prominent  Huron  physician,  were  held 
Monday,  May  11th  at  10  a.m.  in  the  First  Presbyterian  Church  in  Huron  with  Dr.  Albert  Peters 
officiating. 

Dr.  Saylor,  Sr.,  died  Friday  the  8th  in  St.  John’s  Hospital  at  the  age  of  85.  He  had  been 
living  in  Mesa,  Ariz.,  but  had  returned  to  Huron  for  a visit. 

Honorary  pallbearers  were  Dr.  William  Saxton,  Dr.  Harold  Adams,  Dr.  Clifford  Gryte, 
Dr.  Ed  Hanisch,  Jr.,  Dr.  B.  T.  Lenz,  Dr.  Fred  Leigh  and  Lowell  Schmidt. 

Memorials  are  being  sent  to  the  University  of  South  Dakota  medical  school  endowment 
fund. 

He  was  born  Aug.  19,  1873,  the  son  of  John  and  Hattie  Saylor,  in  Montgomery  County, 
Ohio.  He  spent  his  childhood  and  attended  high  school  there. 

Dr.  Saylor  married  Claire  Lyken  March  27,  1912  at  Cogswell,  N.  D. 

He  is  survived  by  his  wife,  one  son,  Howard  Jr.,  Huron;  one  daughter,  Kathryn  Polad, 
Huron;  and  four  grandchildren. 

He  practiced  in  Asheville,  Ohio,  a year,  then  moved  to  Sioux  Falls  for  two  years.  He  then 
moved  to  Cogswell,  N.  D.,  where  he  practiced  and  operated  a drug  store  until  1917  when  he 
joined  the  Army  as  a first  lieutenant  in  the  Medical  Corps. 

Serving  in  various  Army  camps  in  the  South,  he  concluded  his  tour  of  duty  as  a major  in 
charge  of  a base  hospital.  In  1918  he  went  to  New  York  for  a brief  period  studied  at  Bellevue 
Hospital  before  joining  Dr.  H.  I.  King  in  Aberdeen  in  1919. 

Later  the  same  year  he  moved  to  Huron  and  in  1920  was  co-founder  of  the  present  Huron 
Clinic  with  Dr.  B.  H.  Spragus  and  Dr.  Harry  Sewell. 

In  1948,  the  South  Dakota  Medical  Association  presented  him  with  a 50-year  medal.  He 
received  the  Distinguished  Service  Award  of  the  Huron  Chamber  of  Commerce  in  January, 
1952  and  retired  from  practice  in  August  of  1953  and  moved  to  Mesa,  Ariz. 

He  served  as  president  of  the  Huron  Chamber  of  Commerce  and  chairman  of  various  civic 
committees  and  enterprises  during  the  “dust  bowl  days.” 

He  was  a member  of  the  Presbyterian  Church,  Kiwanis  Club,  Huron  Country  Club,  Masonic 
Lodge  No.  26  AF  & AM,  Huron  Chapter  No.  10  of  the  Royal  Arch  Masons;  Huron  Council  No. 
5 of  the  Royal  and  Select  Masters,  the  La  Ko  Tah  Commandery  No.  6 of  the  Knights  Templar, 
the  El  Zago  Shrine  of  Fargo,  Huron  Elks,  South  Dakota  Medical  Association,  American  Med- 
ical Association,  American  College  of  Surgeons,  National  Aeronautical  Association,  Areo 
Medical  Association  and  was  county  superintendent  of  health  for  a number  of  years. 


— 236  — 


NT’S 

E 


Gentlemen: 

One  of  the  many  things  that  will  have  to  be  taken  up  by  the  House  of  Delegates  of  the 
State  Medical  Association  at  the  June  meeting  in  Rapid  City  is  the  question  of  providing  our 
Executive  Secretary  and  his  staff  with  more  commodious  quarters,  either  by  building  a build- 
ing of  our  own  or  renting  larger  offices. 

It  is  estimated  that  renting  the  space  needed  would  cost  the  association  about  $4,800.00  per 
year. 

If  we  build,  interest  charges  would  amount  to  about  $2,500.00  per  year  early  in  the  20  year 
period  but  would  become  less  each  year  as  the  principal  is  reduced. 

It  is  possible  that  the  medical  association  would  be  entitled  to  tax  exemption.  If  so,  the 
cost  of  owning  the  building  would  be  no  greater  than  the  cost  of  renting,  with  the  building 
being  much  more  pleasant  than  any  office  that  could  be  rented. 

Building  our  own  building  might  also  give  the  association  valuable  publicity  and  prestige. 

The  building  could  be  financed  by  loans  from  our  own  membership  in  multiples  of  $100. 

Sincerely, 

R.  A.  Buchanan,  M.D. 

President 
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EXECUTIVE  OFFICE 
IS  "BIG"  BUSINESS 

Many  of  us  give  little  thought  to  the  med- 
ical associations  headquarters  office  as  being 
“big”  business.  Yet  a look  at  its  annual  audit 
might  give  us  a surprise. 

During  the  year  just  past,  May  1,  1958  to 
April  30,  1959,  the  office  handled  funds  for 
the  general  accounts  of  $132,098.61  medicare 
funds  of  $165,074.14,  Blue  Shield  funds  of 
$181,000.00,  V.A.  funds  of  $20,558.45  and  Board 
of  Examiners  funds  of  approximately  $3,- 
000.00.  Add  to  this  the  supervision  of  the 
Benevolent  Fund  of  $10,254.78  and  the  Med- 
ical School  Endowment  Fund  of  $14,420.58 
and  you  find  a grand  total  of  $526,406.56 
handled  or  maintained  by  the  executive 
office. 

This  is  quite  a change  from  a few  years 
back  when  the  office  had  fewer  responsi- 
bilities. 

One  point  must  be  made  clear  when  we 
look  at  this  “big  business”  operation.  The 
medical  association  office  belongs  to  the  doc- 
tors. It  has  been  set  up  to  handle  adminis- 
trative duties  that  doctors  individually  can- 
not do  as  easily.  As  the  functions  of  the  office 
grow,  it  might  well  become  too  easy  to  let  it 
run  itself. 

Actually,  because  it  is  “big”  the  individual 
member  should  take  more  interest  in  its  op- 
eration. It  is  not  only  beneficial  for  each 
member  to  become  better  acquainted  with 
his  “front  office”  — it  is  his  responsibility. 


MEMBERSHIP  LISTINGS 

George  Washington,  Abraham  Lincoln, 
Thomas  Jefferson  and  Herbert  Hoover  — to 
the  average  American  these  are  names  of  i 
illustrious  White  House  occupants,  but  to  the  ^ 
New  Jersey  Blue  Cross  and  Blue  Shield  Plans 
they  simply  represent  the  names  of  present 
day  members.  : 

A recent  survey  of  the  New  Jersey  Plans’ 
membership  records  revealed  that  74  Blue 
Cross  and  Blue  Shield  members  bear  the  i 
names  of  former  presidents  of  the  United 
States.  More  specifically,  the  names  of  all  but 
11  of  the  32  presidents  are  sprinkled  through  I 
the  Plans’  membership  listings.  i 

Eleven  members  answer  to  the  name  of  j 
George  Washington,  while  the  names  of 
Andrew  Jackson  and  Woodrow  Wilson  each 
appear  eight  times.  James  Buchanan  runs  a 
close  third  with  seven,  followed  by  John  : 
Tyler  with  five.  Four  subscribers  carry  the  j 

name  of  James  Monroe,  three  of  John  Adams 
and  William  Harrison  and  two  of  John 
Quincy  Adams,  Thomas  Jefferson  and  James 
Madison. 

Also  on  the  Plans’  scrolls  are  Grover  Cleve-  j 
land,  Ulysses  S.  Grant,  Rutherford  B.  Hayes, 
Abraham  Lincoln,  Herbert  Hoover,  Benjamin 
Harrison,  William  McKinley,  Martin  Van 
Buren,  James  Polk  and  Zachary  Taylor. 

Of  the  11  presidents  not  represented,  seven 
served  terms  since  the  turn  of  the  century. 
Those  seven  are  Theodore  Roosevelt,  Howard 
Taft,  Warren  Harding,  Calvin  Coolidge, 
Franklin  Roosevelt,  Harry  Truman  and 
Dwight  D.  Eisenhower. 
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MEDICAL  EDUCATION 


(Editor’s  Note:  The  following  is  a letter  written  by 
Dr.  F.  J.  L.  Blasingame,  executive  vice-president  of  the 
American  Medical  Association  to  Congressman  Clark  W. 
Thompson  of  Texas  in  reply  to  a request  for  information 
on  medical  education.  Mr.  Thompson  inserted  the  letter 
in  the  Congressional  Record.  The  editors  of  the  Journal 
felt  it  worthy  of  its  readers’  attention.) 

Hon.  Clark  W.  Thompson, 

House  Office  Building, 

Washington,  D.  C. 

Dear  Congressman  Thompson:  Thank  you 
for  your  recent  letter  and  your  interest  in 
medical  education. 

It  is  indeed  a pleasure  to  bring  you  an 
up-to-date  report  on  the  status  of  medical 
education  in  the  United  States.  As  you  know, 
I am  proud  of  the  accomplishments  of  our 
medical  schools  and  have  great  faith  in  their 
ability  to  train  enough  physicians  to  meet  the 
needs  of  our  growing  population. 

You  asked  seven  important  questions  about 
the  medical  education  picture.  Let  me  answer 
them  one  by  one. 

First,  has  the  number  of  physicians  gradu- 
ated from  approved  medical  schools  kept  pace 
with  the  growth  of  the  Nation’s  population? 
Over  the  long  haul,  the  increase  in  medical 
graduates  is  much  greater  proportionately' 
than  is  the  increase  in  the  population.  From 
1920  to  1958,  the  percentage  of  increase  in 
medical  graduates  from  approved  schoools 
was  125  percent,  compared  with  a 64-percent 
increase  in  population.  In  the  past  20  years, 
the  percentage  figures  are  fairly  comparable: 
32.1-percent  increase  for  medical  graduates; 
33.4-percent  increase  for  population. 


The  future,  I believe,  looks  bright.  Each 
year,  for  the  past  11  years,  the  number  of 
students  enrolled  in  approved  medical  schools 
has  increased.  This  boost  in  enrollment 
amounts  to  29.6  percent  (from  22,739  to  29,- 
473). 

Your  second  question  was  whether  medical 
schools  seek  to  restrict  the  number  of  medical 
students.  Two  factors  make  it  necessary  for 
a school  to  establish  an  arbitrary  top  enroll- 
ment figure;  facilities  and  budgetary  funds 
available  to  operate  the  school.  Each  school 
faculty  determines  the  number  of  students 
who  can  have  a sound  education  with  the 
faculty  personnel  and  the  facilities  available 
to  the  school. 

Medical  education  is  a graduate  educational 
experience  following  the  completion  of  the 
regular  college  course,  and  because  of  the 
subject  matter  covered  requires  individual 
and  small  group  instruction.  To  turn  out 
well-trained,  highly-qualified  physicians  the 
school  requires  a large  faculty  of  skilled  edu- 
cators, plus  sufficient  teaching  and  research 
laboraties,  hospital  beds  and  clinical  patients. 
The  number  of  students  that  can  be  taught 
must  be  necessarily  restricted  to  fit  the 
facilities  so  that  the  emphasis  can  be  on  qual- 
ity of  the  graduate  rather  than  on  the  quan- 
tity of  students. 

Third, . you  asked:  What  is  the  ratio  be- 
tween applicants  to  medical  schools  and  those 
accepted  ? The  answer  is  1.97  (15,791  appli- 
cants for  first  year  medical  school  to  8,030 
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places  available).  This  ratio  has  remained 
about  the  same  for  the  past  5 years. 

Incidentally,  a common  confusion  that 
arises  in  discussing  applicants  to  student 
ratio  is  mistaking  applications  for  people 
(applicants).  Each  person  applies,  on  the 
average  , to  four  medical  schools.  Thus,  for 
the  1957-58  academic  year,  the  15,791  appli- 
cants filed  a total  of  60,946  applications. 

Next,  you  asked  if  it  is  true  that  only  stu- 
dents with  an  A college  academic  record  are 
accepted  into  medical  school.  That  has  never 
been  true.  About  one-sixth  of  the  entering 
medical  students  for  the  whole  country  have 
A college  records;  about  two-thirds  have  B 
records  and  about  one-sixth  have  C records. 

Your  fifth  question  was:  Is  the  number  of 
medical  schools  increasing  in  the  United 
States?  In  1944,  there  were  77  approved  med- 
ical schools,  including  eight  2-year  schools 
from  which  students  had  to  complete  their 
final  2 years  of  medical  education  in  any  of 
the  69  4-year  schools.  In  1958,  there  were  85 
approved  medical  schools.  Eighty-one  are 
4-year  schools;  only  four  2-year  schools. 

Two  other  schools  are  under  development. 
As  a step  toward  still  further  expansion  of 
medical  school  facilities,  the  American  Med- 
ical Association  last  year  urged  “institutions 
of  higher  education  where  medical  education 
has  not  been  undertaken  in  the  past  to  give 
serious  consideration  to  the  development  of 
opportunities  in  the  field.” 

Sixth.  Has  the  American  Medical  Associa- 
tion anything  to  do  with  the  number  of  en- 
rollments in  medical  schools?  Enrollments 
are  strictly  determined  by  each  individual 
medical  school.  Neither  the  universities  nor 
their  medical  schools  would  permit  an  in- 
trusion into  their  academic  freedom  by  a 
national  professional  association. 

Your  final  question  asked  whether  I think 
it  is  necessary  for  Federal  funds  to  be  pro- 
vided for  medical  schools.  The  medical  pro- 
fession welcomes  one-time  Federal  grants  for 
medical  school  construction  and  renovation 
as  well  as  Federal  grants  for  basic  research. 
The  profession  has  been  opposed  to  con- 
tinuing Federal  aid  for  operating  expenses 
because  of  the  potentialities  therein  for  Fed- 
eral control. 

I should  like  to  point  out  that  the  National 
Fund  for  Medical  Education,  which  raises 


funds  from  industrial  sources,  and  the  Amer- 
ican Medical  Education  Foundation,  which 
raises  funds  from  the  medical  profession, 
have  made  grants  in  excess  of  $10  million  to 
medical  education  over  the  past  8 years. 

I hope  this  information  will  aid  you  in 
analyzing  bills  introduced  in  the  86th  Con- 
gress which  pertain  to  the  training  of  phys- 
icians. As  further  background,  I am  sending 
along  a copy  of  the  most  recent  annual  report 
prepared  by  our  council  on  medical  education 
and  hospitals,  which  was  published  in  the 
Journal  of  the  American  Medical  Association, 
November  15,  1958.  It  provides  additional 
data  that  you  might  find  useful. 

CHRONIC  PYELONEPHRITIS— 

(Continued  from  Page  224) 
ney.  Treatment  with  medications  in  adequate 
dosage  to  eliminate  this  interstitial  inflamma- 
tion is  required.  The  recurrence  rate  is  very 
high.  Close  supervision  by  the  physician  and 
cooperation  with  the  physician  by  the  patient 
are  necessary  for  cure  to  be  effected  in  this 
very  serious  disease. 
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A short  item  in  the  April  1959  issue  of  the 
S.  Dak.  J.  of  Med.  and  Pharm.  states  that  at 
a recent  ceremony  in  Washington  D.  C.  in 
Statutary  Hall,  a statue  was  unveiled  of  the 
late  Dr.  Florence  Sabin,  noted  medical  re- 
searcher and,  in  her  later  years,  public  health 
leader  in  Colorado.  On  this  statue  are  en- 
graved three  descriptive  words,  “Teacher- 
Scientist-Humanitarian.” 

The  biography  of  Dr.  Sabin  has  recently 
been  written  by  Elinor  Bluemel,  a close 
friend  and  wife  of  a Denver  physician.  This 
book  is  entitled  Florence  Sabin:  Colorado 
Woman  of  the  Century,  University  of  Colo- 
rado Press,  1959. 

Some  of  the  interesting  details  of  this  re- 
markable woman  are  as  follows:  She  was 
born  in  1817  in  the  now  restored  mining  town, 
Central  City,  Colorado  where  she  lived  in  a 
frame  house  perched  on  the  side  of  a steep 
hill  on  Pat  Casey  Road.  After  graduation 
from  Smith  College  in  1893  and  three  years 
of  post-college  teaching,  Florence  Sabin  en- 
tered Johns  Hopkins  Medical  School  in  1897. 
It  was  through  the  efforts  of  the  women  of 
Baltimore,  who  raised  money  for  the  estab- 
lishment of  a medical  school  at  Johns  Hop- 
kins, and  stipulated  that  the  gift  would  not 
be  given  unless  women  were  admitted  to  the 
school  on  the  same  terms  with  men,  that  it 
was  possible  for  her  to  enter  the  field  of  med- 
icine. Women  before  her  had  found  the  path 
to  a medical  degree  much  rougher  going. 


Elizabeth  Blackwell  at  Geneva  College  en- 
dured insults  and  humiliation;  Harriot  Hunt 
in  1850,  altho  accepted  at  Harvard  College 
by  Oliver  Wendell  Holmes,  because  of  resolu- 
tions of  the  undergraduates  to  the  effect  that 
no  woman  of  delicacy  would  be  willing  to 
listen  with  men  to  the  discussion  of  medical 
subjects,  and  that  women  should  not  hope  to 
be  doctors  unless  they  could  raise  mustaches 
and  stay  out  late  at  night,  changed  to  the 
Female  Medical  College  of  Philadelphia. 

After  receiving  her  medical  degree  Dr. 
Sabin  became  an  assistant  in  the  anatomy 
department  and  worked  under  Dr.  Franklin 
Mall  head  of  the  Department  and  later,  after 
his  death  in  1917,  wrote  his  biography, 
Franklin  Paine  Mall.  The  Story  of  a Mind, 
Johns  Hopkins  Press,  1934.  Altho  some 
thought  after  his  death  that  she  should  have 
been  made  head,  she  was  bypassed  and  of- 
fered instead  a professorship  in  histology, 
establishing  a reputation  as  a great  teacher. 

Dr.  Sabins  basic  cellular  studies,  bearing  a 
potential  relationship  to  a better  understand- 
ing and  mobilization  of  the  total  body  de- 
fenses attracted  the  attention  of  Dr.  Simon 
Flexner  and  thru  his  persuasion  she  accepted 
a full  membership  to  the  staff  of  the  Rocke- 
feller Institute  - the  first  woman  offered  such 
an  honor.  Her  outstanding  work  at  the  insti- 
tute, as  a member  of  a team  was  the  correla- 
tion of  the  bacteriological,  chemical  and  bio- 
logical developments  in  an  integrated  study 
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of  tuberculosis.  With  Dr.  Charles  Doan,  later 
Dean  of  the  Medical  College  of  Ohio  State, 
she  made  an  intensive  study  of  the  blood  and 
the  biological  properties  and  significance  of 
the  various  chemical  fractions  (sugar,  fats, 
and  protein). 

After  retiring  from  Johns  Hopkins,  Dr. 
Sabin  returned  to  Colorado  and  led  the  fight 
for  new  state  health  laws  and  also  for  a Den- 
ver Board  of  Health  and  improved  medical 
services  in  that  city.  Many  honors  and  hon- 
orary degrees  were  conferred  upon  this  wo- 
man so  outstanding  in  her  scientific  accom- 
plishments. 

A carefully  documented  and  well  written 
book  of  recent  copyright  date  is  Women  Doc- 
tors of  the  World  by  an  outstanding  woman 
M.D.,  Esther  Pohl  Lovejoy,  MacMillan,  1957. 
Dr.  Lovejoy  is  Head  of  the  Health  Dept,  of 
Portland,  Oregon,  former  president  of  the 
Am.  Med.  W.  Assoc,  and  Director  of  the 
American  Womens  Hospitals.  This  book, 
world  wide  inscope,  gives  accounts  of  the 
activities  and  accomplishments  of  women 
doctors  in  the  Americas,  Europe,  Asia,  and 
Africa. 

According  to  this  book  the  practice  of  med- 
icine for  women  began  with  mid-wifery  in 
which  many  acquired  great  skill.  “In  1762 
when  George  IV.  was  born,  the  court  midwife 
kept  the  great  physician  William  Hunter 
waiting  at  the  palace  while  she  delivered  his 
Royal  Highness.”  Altho  the  first  medical 
school  in  North  America  was  opened  in  Phila- 
delphia in  1765  it  was  1850  before  women 
were  privileged  to  attend  a medical  school, 
that  being  the  Female  Medical  College  of 
Pennsylvania.  Altho  in  the  latter  half  of  the 
nineteenth  century  the  pattern  of  medical 
education  for  women  in  America  was  the 
establishment  of  special  schools,  in  continen- 
tal Europe  women  were  admitted  to  the  Uni- 
versities. 

One  of  the  interesting  women  described  in 
this  book  is  Dr.  James  Barry,  inspector- 
general  of  hospitals  for  the  British  army,  and 
the  first  English  speaking  woman  doctor  in 
the  world.  Dr.  Barry  died  in  London  in  1865 
and,  at  the  post-morten  was  discovered  to  be 
a woman,  having  played  the  man  success- 
fully for  50  years.  No  one  knows  how  she 
“contrived”  to  get  a doctor  of  medicine  degree 
from  the  University  of  Edinburgh  in  1812  and 
her  early  life  is  shrouded  in  mystery.  Her 


unmanly  appearance  caused  wagging  of 
tongues  but  her  courage  as  a soldier,  and  her 
skill  as  a physician  commanded  respect.  It 
wasn’t  until  1894  that  largely  through  the 
efforts  of  Sophia  Jex-Blake,  the  University  of 
Edinburgh  admitted  women  to  it’s  medical 
school.  The  book  traces  the  activities  of  wo- 
men in  the  medical  field  from  early  times  to 
the  present  day;  from  the  first  American  wo- 
man doctor  Lydia  Fowler  who  received  her 
degrees  from  the  Rochester  N.  Y.  Eclectic 
Medical  College  in  1850  and  Elizabeth  Black- 
well,  the  first  recognized  woman  doctor 
(foreign  born)  who  received  her  degree  from 
the  Geneva  Medical  College  to  Dr.  Leona 
Baumgartner,  with  her  M.D.  from  Yale  and 
now  Commissioner  of  Health  of  New  York 
City. 

The  first  pediatrician  in  South  Dakota  was 
Dr.  Goldie  Zimmerman.  We  have  on  file  in 
our  medical  library  a brief  biography  which 
she  was  kind  enough  to  send  to  us. 

Dr.  Zimmerman  was  born  at  St.  Charles, 
Minn.  Sept.  27,  1887;  moved  to  a farm  in 
Aberdeen  in  1888;  was  graduated  from  Aber- 
deen High  School;  received  a diploma  from 
the  Univ.  of  Illinois  College  of  Physicians  and 
Surgeons  in  1911;  took  S.  Dak.  State  Boards 
and  practiced  2 years  in  Aberdeen.  She  took 
special  pediatric  work  in  Berlin  Germany  in 
1914  returning  because  of  the  war.  Through 
the  recommendation  of  Dr.  Abraham  Jacobi, 
(the  father  of  pediatrics  in  the  U.  S.)  she 
worked  under  leading  pediatricians  in  New 
York  City.  Dr.  Zimmerman  located  and 
practiced  in  Sioux  Falls  from  1915-1918  when 
she  entered  the  Red  Cross  Service  and  was 
stationed  in  France  where  she  cared  for 
French  civilian  women  and  children.  Her 
office  in  Sioux  Falls  which  she  opened  again 
after  returning  from  France  was  in  the 
Boyce-Greeley  Building.  In  the  year  1915,  it 
took  enthusiam  and  courage  for  any  woman 
to  practice  medicine  and  Dr.  Zimmerman  was 
cordially  treated  by  some  of  her  fellow  doc- 
tors and  discouraged  by  others.  She  prac- 
ticed until  1953  when  she  retired  and  moved 
to  Montana  where  she  now  lives  on  a ranch, 
coming  back  to  Sioux  Falls  each  spring  as 
examining  pediatrician  at  the  S.  Dak. 
Crippled  Childrens  Clinic. 

Mrs.  Esther  Howard 

Medical  Librarian 
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S.  D.  STATE  MEDICAL  ASSOCIATION 
FEE  ADVISORY  COMMITTEE  MEETING 
Sheraton-Caiaract  Hotel 
Sioux  Falls,  South  Dakota 
May  1.  1959  - 


The  Fee  Advisory  Committee  meeting  was 
called  to  order  by  Dr.  A.  A.  Lampert  at  10:00 
A.  M.  Present  were  Drs.  A.  A.  Lampert,  C.  R. 
Stoltz,  J.  J.  Stransky,  J.  T.  Cowan,  Robert 
Giebink,  C.  L.  Vogele,  J.  B.  Gregg,  B.  T.  Otey, 
F.  C.  Kohlmeyer,  F.  S.  Stahmann,  R.  H. 
Hayes,  H.  P.  Adams,  V.  _H.  Cutshall,  T.  R. 
Anderson,  R.  B.  Bray,  R.  F.  Hubner,  W.  F. 
Stanage,  T.  H.  Sattler,  George  Smith,  and 
D.  H.  Breit. 

Dr.  Lampert  explained  the  relative  value 
fee  study  and  assigned  the  divisions  to  the 
various  groups.  The  meeting  was  divided 
into  sections  and  each  section  discussed  and 
worked  on  the  items  assigned  to  it. 

At  1:30  P.  M.  the  meeting  re-convened.  Dr. 
Stransky  moved  that  the  surgical  section  of 
the  relative  value  fee  study  be  prefaced  with 
a statement  to  the  effect  that  in-hospital  pro- 
cedures will  carry  a minimum  of  five  units. 
Dr.  Hayes  seconded  the  motion  and  it  was 
carried. 

Dr.  Hayes  reported  on  Internal  Medicine, 
Anesthesia,  Assistants,  and  Rehabilitation  — 
^0012  through  0099.  Under  the  section  on 
Anesthesia,  he  questioned  the  definition  of 
local  anesthesia  and  suggested  that  it  be 
clarified.  He  also  suggested  that  the  extended 
care  of  an  infant  with  a conjenital  condition 
or  defect  causing  the  infant  to  remain  in  the 
hospital  after  the  dismissal  of  the  mother  be 
given  a value  of  one  unit.  Dr.  Hayes  moved 
that  the  recommendations  for  changes  made 
by  his  committee  be  accepted.  Dr.  Stanage 
seconded  the  motion  and  it  was  carried. 

Dr.  Giebink  reported  on  Integumentary  and 
Musculoskeletal  Systems  — #0101  through 
1891.  His  report  showed  that  he  changed 
about  40%  of  the  fees  and  the  changes  raised 
the  fees  about  20%  of  the  charges  shown.  In 
no  instance  did  his  group  raise  the  unit  value 
above  that  recommended  by  Iowa  or  Cali- 
fornia. Dr.  Giebink  moved  that  the  recom- 
mendations of  his  committee  be  accepted.  Dr. 
Adams  seconded  the  motion  and  it  was  car- 
ried. 


Dr.  Gregg  reported  on  the  Respiratory, 
Cardiovascular,  Hemic  and  Lymph,  and 
Mediastinum  systems,  — #1901  through  2697. 
His  committee  lowered  about  15  to  18%  of  the 
fees  approximately  50%.  Dr.  Gregg  moved 
that  the  recommendations  of  his  committee 
be  accepted.  Dr.  Cutshall  seconded  the  mo- 
tion and  it  was  carried. 

Dr.  Stransky  reported  on  the  Digestive, 
Urinary,  Male  Genital,  Female  Genital  and 
Endocrine  systems,  and  the  Maternity  section 
#2701  through  4993.  His  Committee  made  33 
changes  in  the  value  of  the  procedures 
studied.  They  reduced  six  items,  increased 
twenty-five,  added  one  and  deleted  one.  His 
group  also  suggested  the  value  for  an  ex- 
ternal biopsy  should  be  standardized.  Dr. 
Stransky  moved  that  the  recommendations  of 
his  committee  be  accepted.  The  motion  was 
seconded  by  Dr.  Cowan  and  carried. 

Dr.  Smith  reported  on  the  section  on  the 
Nervous  System  — #5001  through  5390.  His 
committee  recommended  40  changes,  mostly 
upward,  but  none  exceeded  the  Iowa  sched- 
ule. Dr.  Smith  moved  that  the  recommenda- 
tions of  this  committee  be  accepted.  Dr.  Bray 
seconded  the  motion  and  it  was  carried. 

Dr.  Kohlmeyer  reported  on  the  section  on 
the  Eye  System  — #5401  through  5845.  He 
stated  that  he  had  raised  a few  fees  and 
lowered  others  to  put  them  more  in  relation 
to  other  fees  given  in  the  schedule.  Dr.  Kohl- 
meyer moved  that  the  recommendations  be 
accepted.  Dr.  Lampert  seconded  the  motion 
and  it  was  carried. 

Dr.  Gregg  reported  on  the  section  on  the 
Ear  System  — #5901  through  6052.  He  stated 
that  he  had  lowered  the  values  generally.  Dr. 
Gregg  moved  that  the  recommendations  be 
accepted.  Dr.  Cutshall  seconded  the  motion 
and  it  was  carried. 

Dr.  Anderson  reported  on  the  section  on 
Pathology  #7000  through  8999.  His  committee 
made  17  changes  upward  and  lowered  two. 
Dr.  Anderson  moved  that  the  recommen- 
dations be  accepted.  Dr.  Breit  seconded  the 
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motion  and  it  was  carried. 

Dr.  Breit  reported  on  the  section  on  X-ray. 
The  committee  made  40  changes  in  the  diag- 
nostic section  and  therapy  section.  Dr.  Briet 
moved  that  the  recommendations  be  accepted. 
Dr.  Anderson  seconded  the  motion  and  it  was 
carried. 

Dr.  Hayes  moved  that  a list  of  ten  common 
procedures  done  by  each  specialty  group  be 
prepared  for  a general  mailing  within  the 
near  future  prior  to  the  House  of  Delegates 
meeting  so  the  general  membership  would 
have  an  opportunity  to  see  how  the  relative 
value  fee  study  would  work.  Dr.  Sattler 
seconded  the  motion  and  it  was  carried. 

Dr.  Lamport  suggested  that  a committee 
selected  from  the  Fee  Advisory  Committee  be 
appointed  to  appear  before  the  Reference 
Committee  at  the  annual  meeting  and  also  at 
the  2nd  House  of  Delegates  meeting,  if  neces- 
sary, to  defend  and  support  the  adoption  on 
the  fee  study.  Dr.  Sattler  was  named  chair- 
man of  this  committee.  He  appointed  Drs. 
Stanage,  Giebink,  Gregg,  Stransky,  Smith, 
Kohlmeyer,  Breit,  and  Myrabo  to  serve  on 
the  committee  with  him. 

The  meeting  adjourned  at  4:00  P.  M. 


EXECUTIVE  COMMITTEE  MEETING 
Sheraton  Cataract  Hotel 
Sioux  Falls,  South  Dakota 
May  1.  1959 

The  meeting  of  the  Executive  Committee 
was  called  to  order  at  4:00  P.  M.,  Friday,  May 
1st,  by  Dr.  A.  A.  Larnpert.  Present  were  Drs. 
Lamport,  A.  P.  Reding,  Magni  Davidson,  C.  R. 
Stoltz,  R.  A.  Buchanan,  T.  H.  Sattler,  and 
M.  M.  Morrissey.  Dr.  Morrissey  moved  that 
the  reading  of  the  minutes  of  the  last  meet- 
ing be  dispensed  with  and  that  they  be  ac- 
cepted as  published.  Dr.  Reding  seconded  the 
motion  and  it  was  carried. 

The  first  item  of  business  was  a discussion 
of  the  VA  Home  Town  Care  Plan.  Dr.  Lam- 
pert  outlined  the  methods  of  handling  the 
situation:  1)  Accept  the  VA  proposal  of  estab- 
lishing an  Advisory  Committee;  2)  Continue 
the  program  as  before;  3)  Follow  a policy  of 
no  cooperation  with  the  Veterans  Adminis- 
tration. A discussion  of  the  program  followed. 
It  was  decided  that  the  Executive  Committee 


go  on  record  as  favoring  a continuance  of  the 
VA  Home  Town  Care  program  as  handled  in 
the  past;  that  the  Committee  does  not  wish  to 
cancel  the  program;  but  if  there  is  no  other 
way  to  continue  negotiations,  the  Medical  As- 
sociation will  accept  working  with  the  VA  in 
an  advisory  capacity. 

The  Committee  then  considered  the  work 
of  the  Fee  Advisory  Committee.  Dr.  Larnpert 
explained  the  make  up  and  deliberations  of 
the  Committee.  The  Fee  Advisory  Committee 
recommended  to  the  Executive  Committee 
that  the  Executive  Committee  accept  the 
Relative  Value  Study  as  approved  by  them 
on  May  1;  that  the  Executive  Committee 
transmit  their  recommendations  to  the  Coun- 
cil, asking  that  they,  in  turn,  present  it  to  the 
House  of  Delegates  for  consideration  in  June 
of  this  year.  The  Fee  Advisory  Committee 
further  recommends  that  a general  mailing 
be  made  to  the  membership  detailing  eight 
or  ten  common  procedures  from  each  of  the 
specialty  sections  of  the  relative  value  fee 
study.  The  Fee  Advisory  Committee  further 
recommends  that  they  be  permitted  to  form 
a committee  from  their  own  group  to  support 
the  relative  value  fee  study  during  its  con- 
sideration by  the  House  of  Delegates.  Dr. 
Stoltz  moved  that  the  recommendations  be 
accepted.  Dr.  Davidson  seconded  the  m.otion 
and  it  was  carried.  The  Executive  Committee 
instructed  Mr.  Foster  to  call  upon  members 
of  the  Sioux  Falls  District  for  assistance  in 
determining  the  common  procedures  for  the 
general  mailing,  if  need  be. 

The  next  item  of  business  was  the  proposed 
building  for  the  Association.  The  Executive 
Committee  approved  the  purchase  of  the  land. 
Tax  matters  were  discussed  and  it  was  de- 
cided that  the  Association  should  ask  for  a 
ruling  on  tax  exemption  matters  if  the  attor- 
ney to  be  consulted  so  advises.  The  amortiza- 
tion schedule  was  discussed.  Dr.  Morrissey 
moved  that  the  method  of  amortization  pre- 
sented be  basically  accepted.  Dr.  Buchanan 
seconded  the  motion  and  it  was  carried.  The 
proposed  form  of  note  to  be  used  was  read 
by  Dr.  Larnpert.  A discussion  was  held  on 
how  payment  of  the  notes  would  be  handled 
upon  the  death  of  physicians  who  held  the 
notes.  One  suggestion  was  that  the  notes  be 
made  out  to  both  the  doctor  and  his  wife.  It 
was  recommended  that  the  note  form  should 
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be  approved  by  an  attorney.  The  Executive 
Committee  recommended  that  the  type  of 
note  presented  should  be  used  and  also  recom- 
mended that  a more  or  less  personal  solicita- 
tion program  be  followed  in  attempting  to 
raise  the  necessary  money.  The  Committee 
felt  that  Mr.  Foster  could  present  the  situa- 
tion and  explanation  to  the  district  societies, 
but  that  a member  of  the  Executive  Com- 
mittee or  Council  should  accompany  him  and 
assist  in  the  actual  raising  of  money. 

The  Executive  Committee  then  considered 
how  it  should  present  the  building  program 
to  the  House  of  Delegates.  It  was  suggested 
that  a slide  presentation  be  made  showing 
drawings  of  the  proposed  building  and  charts 
showing  all  financial  aspects  of  the  project. 
It  was  suggested  that  a slide  showing  doctor 
population  and  facts  be  made  up  which  would 
indicate  Sioux  Falls  as  the  logical  location 
for  the  building.  Dr.  Morrissey  suggested 
that  a panel  discussion  of  about  45  minutes 
be  presented  at  the  first  House  of  Delegates 
meeting  so  all  questions  from  the  floor  could 
be  answered. 

Dr.  Stoltz  moved  that  a recommendation 
be  made  from  the  Executive  Committee  to 
the  Council  covering  all  points  and  informa- 
tion on  the  building.  Dr.  Buchanan  seconded 
the  motion  and  it  was  carried. 

The  recommended  budget  was  discussed 
by  the  Executive  Committee.  It  was  decided 
that  the  operation  of  the  office  will  have 
to  come  up  for  a detailed  study  by  the  Execu- 
tive Committee.  The  Committee  should  know 
the  salary  basis  and  work  out  a five  year 
plan  or  direct  the  Budget  Committee  to  do  so. 
It  was  decided  that  the  Budget  Committee 
should  work  out'  an  over-all  review  of  the 
budget  and  attempt  to  evolve  a long  range 
plan  and  to  project  it  five  years  in  the 
future. 

The  committee  then  reviewed  the  plans 
drawn  by  the  architect  for  the  proposed 
building.  The  meeting  adjourned  at  5:30 
P.  M. 


MENTAL  HEALTH  IN  RURAL 

PRACTICE— 

(Continued  from  Page  228) 
symptoms  masked  by  too  many  drugs.  Never 
before  have  so  many  people  received  so  much 
unnecessary  quietening,  stimulating,  and 
harmful  psychiatric  medicine.” 


We,  as  general  practitioners  in  rural  areas 
should  use  every  effort  we  can  to  maintain 
the  mental  health  of  our  patients,  by  ac- 
quainting ourselves  with  the  many  preven- 
tive agencies  we  have,  such  as  pastors, 
teachers,  counselors  in  the  schools,  guidance 
clinics,  mental  health  clinics,  marriage  coun- 
selors, and  institutions  for  the  care  of  the 
mentally  ill  persons.  We  should  influence  the 
press  so  that  they  do  not  print  the  details  of 
the  methods  used  by  suicides.  We  never 
know  how  many  disturbed  persons  there  are 
who  will  be  influenced  to  take  their  lives  in 
accordance  with  the  method  recounted. 

We  should  not  commit  mild  senile  dementia 
cases  to  state  mental  hospitals  thus  over- 
crowding facilities  which  are  needed  to  care 
for  cases  which  can  be  rehabilitated.  We 
should  use  our  influence  to  have  more  and 
better  homes  for  the  aged. 

And  let  us  not  forget  Christianity.  If  we 
would  really  apply  the  teaching  of  the  Great 
Healer,  there  would  be  peace  of  mind  and 
soul  that  surpasses  all  understanding. 


EUGENE  FLYNN,  M.D. 

1904—1959 

Dr.  Eugene  Flynn,  for  many  years  located 
at  Pickstown,  S.  D.  and  more  recently  at 
Pierre,  passed  away  Friday  morning  May  1 
from  a massive  cerebral  hemorrhage. 

Dr.  Flynn  was  a native  of  Montrose,  S.  D. 
and  was  educated  at  the  University  of 
Arkansas.  He  interned  in  San  Francisco  and 
served  as  an  Air  Force  medical  officer.  He 
was  licensed  in  S.  D.  in  1948. 

Furneral  services  were  held  in  Pierre  and 
Montrose  on  the  4th  and  5th. 

Dr.  Flynn  is  survived  by  his  widow  Bridgit, 
an  infant  son  and  two  brothers. 


For  Sale:  Medical  practice  or  inven- 
tory made  available  by  the  death  of 
Dr.  W.  F.  Muir.  12  year  lucrative  prac- 
tice, records  and  x-rays.  Office  help 
available,  housing  available,  immediate 
possession.  Priced  for  quick  disposal. 
Contact  Mrs.  W.  F.  Muir,  Browns  Valley, 
Minnesota. 
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This  is  your 

MEDICAL 
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Pop's  Proverbs 

No  one  elected  you  to  be 
a Santa  Claus  to  your  com- 
munity, but  there  are 
times  that  you  should  give 
of  your  abilities,  gener- 
ously. 


ATTORNEY  GENERAL 
RULES  ON  BOARD 
EXAMS 

At  the  request  of  the  South 
Dakota  State  Board  of  Med- 
ical Examiners,  Parnell 
Donahue,  S.  D.  attorney  gen- 
eral has  ruled  that  if  an  ap- 
plicant for  licensure  has  writ- 
ten and  passed  the  South  Da- 
kota Basic  Science  examina- 
tions, he  need  not  duplicate 
those  examinations  when 
writing  the  medical  boards. 
It  will  be  necessary  for  a 
certified  record  of  his  basic 
science  grades  to  be  included 
in  the  grades  granted  by  the 
medical  board.  This  will  re- 
duce by  five  the  number  of 
written  exams  for  the  S.  D. 
Basic  Science  diplomates  de- 
siring to  practice  medicine  or 
osteopathy  in  the  State. 


GOITER  MEETING 
SET  FOR  LONDON 

The  Fourth  International 
Goiter  Conference  will  be 
held  July  5-9,  1960,  in  Lon- 
don, England,  under  the  aus- 
pices of  the  London  Thyroid 
Club  and  the  American 
Goiter  Association.  The 
American  Goiter  Association 
plans  to  make  available  to 
worthy  candidates  a limited 
number  of  travel  grants  for 
participants  of  this  meeting. 

Application  blanks  are 
available  from  John  C.  Mc- 
Clintock,  M.D.,  I491/2  Wash- 
ington Avenue,  Albany  10, 
New  York,  U.S.A. 


CANCER  SOCIETY 
MEETS  IN  N.  Y. 

The  Annual  Scientific  Ses- 
sion of  the  American  Cancer 
Society  will  be  held  in  New 
York  at  the  Biltmore  Hotel 
October  26-27. 

Theme  of  the  program  is 
“Symposium  on  Evaluation 
of  Early  Diagnosis  of  Can- 
cer.” The  session  gives  12 
hours  of  Category  II  Credit 
for  AAGP  members. 


HOSPITAL  ASS'N. 

MEETS  WITH  SDLN 

The  first  joint  conference 
of  the  South  Dakota  Hospital 
Association  and  South  Da- 
kota League  for  Nursing  was 
held  at  the  Marvin  Hughitt 
Hotel,  Huron,  South  Dakota, 
April  21,  22,  23. 

Registrations  for  the  Hos- 
pital Association  numbered 
101  with  215  attending  the 
joint  banquet  and  31  hos- 
pitals represented. 

Guest  speakers  for  the  3 
day  event  included  Edna 
Fagen,  Director  of  Nursing, 
Nebraska  Methodist  School 
for  Nursing,  Omaha,  Ne- 
braska; A panel  discussing 
“Principles  and  Methods  for 
Control  of  Hospital  Infec- 
tions” with  Sanford  M.  Far- 
rer,  M.D.,  Epidemic  Intel- 
ligence Service  Office,  Com- 
munical  Disease  Center,  Uni- 
versity of  Pennsylvania, 
Philadelphia,  Margaret 
Thomas,  Nursing  Consultant, 
Epedemiology  Branch,  CDC, 
Atlanta  Georgia  and  Jennie 
Rakich,  Chief  Technical 
Studies  Unit  Nursing  Section, 
CDC,  Atlanta  Georgia;  R.  J. 
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Patterson,  Dean,  School  of 
Business  Administration, 
University  of  South  Dakota, 
Vermillion;  Bruce  Woolery, 
Vice-president,  Argonaut  In- 
surance Company,  Menlo 
Park,  California  and  Donald 
G.  Kurvink,  Chief  Occupa- 
tional and  Radiological  Sec- 
tion, State  Department  of 
Health,  Pierre. 

Tuesday  April  21  was  set 
aside  for  business  sessions  of 
the  League  of  Nursing,  Wed- 
nesday, April  22,  joint  pro- 
gram session  and  Thursday, 
April  23  business  session  for 
the  South  Dakota  Hospital 
Association. 


OB-GYN  BOARD 
EXAMINES  IN  FALL 

Applications  for  certifica- 
tion (American  Board  of  Ob- 
stetrics and  Gynecology), 
new  and  reopened.  Part  1, 
and  requests  for  re-examina- 
tion  Part  2 are  now  being 
accepted.  All  candidates  are 
urged  to  make  such  applica- 
tion at  the  earliest  possible 
date.  Deadline  date  for  re- 
ceipt of  applications  is  Aug. 
1,  1959.  No  applications  can 
be  accepted  after  that  date. 

Candidates  are  requested 
to  write  to  the  office  of  the 
Secretary  for  a current  Bul- 
letin if  they  have  not  done  so 
in  order  that  they  might  be 
well  informed  as  to  the  pres- 
ent requirements.  Applica- 
tion fee  ($35.00),  photographs, 
and  lists  of  hospital  admis- 
sions must  accompany  all  ap- 
plications. Office  address  is 
Robert  L.  Faulkner,  M.D., 
2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 


MEDICAL  ASSISTANTS 
HOLD  MAY  MEETING 

The  Sioux  Falls  Medical 
Assistants  held  their  monthly 
meeting  Monday  evening. 
May  4,  in  the  office  of  Dr. 
Duimstra,  installing  the  new 
officers  for  the  year.  Pres. 
Mrs.  John  Haugan,  Vice  Pres. 
Miss  Margie  Siepkes,  Secre- 
tary, Mrs.  James  Bezpletz 
and  Treasurer,  Miss  Peggy 
Gifford.  The  members  voted 
to  adjourn  until  September. 
The  evening  ended  with  all 
enjoying  the  White  Elephant 
sale,  which  was  conducted  by 
Miss  Marian  Knudson. 


SOCIAL  SECURITY 
SURVEY  MADE 

The  S.D.S.M.A.,  cooperat- 
ing with  the  A.M.A.,  has 
completed  a survey  to  all 
S.  D.  physicians  concerning 
social  security. 

The  letter  sent  to  the  phys- 
icians included  only  one 
sentence,  “DO  YOU  FAVOR 
SOCIAL  SECURITY  FOR 
PHYSICIANS?”  yes  or  no. 
Out  of  a possible  461  ques- 
tionnaires sent  out,  267  were 
returned,  155  physicians 
favored  social  security,  or 
58%,  or  39%  were  against, 
and  8 undecided  or  3%. 


NEWS  NOTES 

Plans  are  now  being  laid 
for  a public  drive  in  1960  to 
build  a $275,000.00  mental 
health  center  in  Sioux  Falls. 
The  center  now  operates  in 
converted  barracks  buildings. 
Dr.  Roy  C.  Knowles  is  Direc- 
tor. 


Dr.  Cecil  Baker,  superin- 
tendent of  Yankton  State 
Hospital,  has  become  a dip- 
lomate  of  the  American 
Board  of  Psychiatry. 

^ ^ 

Dr.  Albert  J.  Venables, 

Wausau,  Wisconsin,  has 
taken  the  position  of  path- 
ologist for  the  two  hospitals 
in  Watertown,  S.  D. 

* * H: 

A fund  drive  to  set  up  a 
physician  in  practice  has 
been  started  at  Rosholt,  S.  D. 

^ H:  ^ 

A new  U.S.P.H.S.  medical 
clinic  has  been  opened  at 
Bullhead  to  serve  Standing 
Rock  reservation  Indians. 

* * * 

Dr.  D.  L.  Kegaries  and  Dr. 
G.  S.  Paulson  of  Rapid  City 
attended  the  American  Col- 
lege of  Physicians  meeting  in 
Chicago  in  April. 

* ^ * 

Dr.  Hollis  Ahrlin,  Rapid 
City,  has  been  appointed 
area  chairman  for  the  Uni- 
versity of  Chicago  Alumni 
Foundation  fund  drive. 

* * * 

A $40,000  medical  clinic 
building  is  being  constructed 
at  Howard.  Space  will  be 
available  for  four  physicians. 
* * 

Dr.  J.  B.  Gregg,  Sioux 
Falls,  was  the  guest  lecturer 
at  the  Third  District  Medical 
Society  meeting  in  Arlington, 
April  9th.  He  spoke  on,  “Why 
Doesn’t  My  Child  Talk?” 

* * 

Dr.  Gordon  S.  Paulson  of 

Rapid  City  was  inducted  as 
a Fellow  of  the  American 
College  of  Physicians  during 
the  Annual  Convocation  in 
Chicago  in  April. 
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Comparison  of  TENTONE  usefulness 

'T' 


MAXIMAL 


MtNtMAl 


new. . . highly  effective  tranquilize 


I . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 
Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
I sitivity  reaction— particularly  at  low  dosage.  Greater  freedom 

I from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients.  Indicated  when 

more  than  a mild  sedative  effect  is  desired ...  and  less  than  psy- 
chosis is  involved.  -^•►Dosage  range:  In  mild  to  moderate  cases: 
from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
500  mg.  daily. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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LEGAL  ENVIRONMENT 
OF  MEDICINE 
IS  MEETING  SUBJECT 

Humane  leaders  will  be 
conferring  with  so-called 
“vivi-sectors”  and  funeral 
directors  will  be  conferring 
with  anatomists  and  path- 
ologists at  the  National  Con- 
ference on  the  Legal  En- 
vironment of  Medical  Science 
at  the  University  of  Chicago, 
May  27  and  28.  The  con- 
ference will  bring  together 
representatives  of  all  or 
nearly  all  the  discernable 
factions  that  determine  the 
conditions  under  which  med- 
ical research  is  conducted. 
Religious  leaders,  public  wel- 
fare administrators,  pet  fan- 
ciers, executives  of  affected 
industries  and  various  legal 
specialists  will  be  lending 
their  various  points  of  view 
to  an  attempt  to  develop  a 
model  legal  code  for  the  med- 
ical sciences. 

The  conference,  sponsored 
by  the  National  Society  for 
Medical  Research  and  the 
University  of  Chicago,  rep- 
resents an  attempt  to  un- 
scramble the  tangle  of  incon- 
sistant  laws  and  regulations 
that  presently  hampers  med- 
ical research.  The  conference 
chairman  is  Dr.  Lester  R. 
Dragstedt,  President  of  the 
National  Society  for  Medical 
Research. 

The  proposal  for  the  con- 
ference grew  out  of  an  at- 
tempt three  years  ago  by  a 
committee  of  the  National 
Society  for  Medical  Research 
to  draft  a model  anatomical 
materials  act.  The  commit- 
tee, headed  by  Dr.  Oliver  P. 
Jones  of  the  University  of 
Buffalo,  found  that  the  sup- 


ply of  cadavers  for  anatom- 
ical studies  could  not  be  de- 
termined by  a single  statute. 
The  supply  of  cadavers  was 
affected  by  public  welfare 
laws,  by  laws  affecting  the 
disposition  of  unclaimed 
bodies,  by  the  laws  of  wills 
and  testaments,  by  the  laws 
governing  the  licensing  of 
undertakers  and  by  the  laws 
governing  autopsies. 

Dr.  Jones,  committee  de- 
cided that  a satisfactory 
solution  to  the  problem  of 
cadavers  for  anatomical 
studies  would  require  the 
advice  and  cooperation  of 
many  other  groups  — eye 
bank  officials,  undertakers, 
welfare  officials,  probate 
lawyers,  religious  leaders, 
pathologists  and  others.  Soon 
it  became  apparent  that  the 
natural  boundaries  of  the 
problem  encompassed  all  of 
the  laws  affecting  medical 
research. 


"UROLOGY  AWARD" 

The  American  Urological 
Association  offers  an  annual 
award  of  $1,000  (frist  prize  of 
$500,  second  prize  $300  and 
third  prize  $200)  for  essays 
on  the  result  of  some  clinical 
or  laboratory  research  in 
Urology.  Competition  is 
limited  to  Urologists  who 
have  been  graduated  not 
more  than  ten  years,  and  to 
hospital  internes  and  resi- 
dents doing  research  work  in 
Urology. 

The  first  prize  essay  will 
appear  on  the  program  of  the 
forthcoming  meeting  of  the 
American  Urological  Asso- 
ciation, to  be  held  at  the  Pal- 
mer House,  Chicago,  Illinois, 
May  16-19,  1960. 

For  full  particulars  write 
the  Executive  Secretary,  Wil- 
liam P.  Didusch,  1120  North 
Charles  Street,  Baltimore, 
Maryland.  Essays  must  be  in 
his  hands  before  December  1, 
1959. 


WANTED:  General  Practitioner  to  join 
six  man  group  caring  for  Homestake 
Mining  Company  employees  and  fam- 
ilies. Includes  general  practice,  ob- 
stetrics, surgery  and  industrial  work. 
Salary  $12,000.00  per  year  to  start.  Im- 
mediate opening,  call  or  write:  N.  W. 
Stewart,  M.D.,  Chief  Surgeon,  Lead, 
S.  D. 


WANTED:  Doctor  to  locate  in  Central 
Iowa  town.  Modern  office  available, 
hospitals  nearby.  Good  opportunity. 
Area  short  of  physicians.  Address:  Ray- 
mond Karspins,  Sec.,  Community  Club, 
Steamboat  Rock,  Iowa. 
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ACEUTICAL 


THE  CHANGING  STATUS  OF  POLIO* 


In  its  epidemic  form,  poliomyelitis  was  in 
many  ways  a by-product  of  this  century’s 
higher  living  standards  and  public  health  pro- 
gress. Until  recently  polio  was  a widespread 
and  constantly  increasing  danger,  and  little 
could  be  done  to  control  it.  But  medical  pro- 
gress culminating  in  the  Salk  vaccine  has  re- 
duced this  disease  to  its  lowest  levels  in  many 
years. 

Nevertheless,  the  problem  is  still  far  from 
solved,  partly  because  not  everyone  has  yet 
availed  himself  of  the  Salk  vaccine.  Although 
the  course  of  polio  was  sharply  downward 
between  1955  and  1957,  there  was  an  upturn 
in  paralytic  cases  in  1958.  Several  outbreaks 
occurred,  largely  among  nonvaccinated  or 
incompletely  vaccinated  populations. 

Polio  is  generally  a mild  infection  of  the 
intestinal  tract  by  any  of  the  three  types  of 
polioviruses.  Most  infected  persons  show  no 
symptoms  or  develop  only  minor  illness.  But 
in  relatively  rare  instances  the  virus  spreads 
to  the  central  nervous  system,  and  in  the 
more  severe  cases  may  result  in  paralytic 
poliomyelitis  — spinal,  bulbar  or  both. 

The  spinal  type  commonly  destroys  nerve 
fibers  controlling  the  lower  muscle  groups  in 
the  body,  while  the  bulbar  involves  higher 
centers  associated  with  the  cranial  nerves. 
Paralysis  of  the  circulatory  and  respiratory 

* Reprinted  from  “Progress  in  Health  Services’’ 
published  by  Health  Information  Foundation, 
New  York,  N.  Y. 


centers  may  develop  in  bulbar  polio,  and  al- 
most all  the  acute  deaths  are  due  to  this  type. 

In  areas  of  high  infection,  immunity  is  ac- 
quired in  the  youngest  age  groups,  and  by 
school  age  most  members  of  the  community 
have  acquired  resistance.  But  where  hygienic 
conditions  are  advanced,  infection  may  be 
delayed  and  immunity  may  not  be  acquired 
until  much  later  in  life.  Under  these  con- 
ditions, clinical  poliomyelitis  becomes  increas- 
ingly common  in  persons  of  school  age  and 
older. 

Trends  in  Morbidity  and  Mortality 

Before  1900  poliomyelitis  was  relatively 
rare  in  the  United  States,  but  later  it  became 
more  common,  reaching  epidemic  proportions 
in  some  years.  About  6 cases  per ' 100,000 
population  annually  were  reported  during 
1910-14,  but  the  rate  rose  to  11  in  1915-19  (see 
Chart  I),  mainly  because  of  the  great  epi- 
demic of  1916,  when  it  reached  as  high  as  41. 
However,  the  true  incidence  for  the  country 
as  a whole  during  the  1916  epidemic  may  have 
been  considerably  lower.  It  was  estimated 
as  28.5  in  a careful  study  by  C.  H.  Lavinder 
et  al,  “Epidemiologic  Studies  of  Poliomyelitis 
. . . ,”  Public  Health  Bulletin  No.  91,  Wash- 
ington, D.  C.,  1918.  After  1920-24  the  average 
annual  rate  moved  generally  upward  (partly 
as  reporting  improved),  and  a minor  drop  in 
1935-39  proved  only  temporary. 

During  the  next  15  years  the  reported  in- 
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Rvperted  Caiet  of  PollomyoliHi 
Average  of  Annual  Rotes 
United  States,*  1910-14  to  I9SS-S8 


1910-14  1915-19  1920-24  1925-29  1930-24  1935-39  1940-44  1945-49  1950-54  1953-51 

l.pe-*.-*  o«l,,  I9I0O3J 

cidence  of  poliomyelitis  reached  record  levels. 
From  an  average  of  8.2  in  1940-44  the  average 
annual  case  rate  doubled  in  1945-49,  and 
finally  reached  a peak  of  24.8  in  1950-54.  The 
rate  in  two  of  these  years  — 1949  and  1952, 
28.3  and  37.2  cases  per  100,000,  respectively  — 
probably  reached  the  heights  of  the  1916 
epidemic. 

In  1955,  with  the  introduction  of  the  Salk 
vaccine,  case  rates  fell  sharply.  From  23.9  in 
1954  the  case  rate  dropped  to  17.6  in  1955,  9.1 
in  1956,  and  3.2  and  3.5  in  1957  and  1958,  res- 
pectively. All  data  for  1958,  and  part  for  1957, 
are  provisional.  The  average  of  annual  rates 
for  1955-58  was  8.4,  a decline  of  two-thirds 
from  the  preceding  five-year  period. 

The  number  of  cases  rose  irregularly  from 
under  10,000  in  1940  to  about  42,000  in  1959 
and  nearly  58,000  in  1952.  From  1955  on,  the 
totals  dropped  steadily,  to  5,485  in  1957.  For 
1958,  however,  provisional  estimates  indicate 
an  increase  to  just  over  6,000  cases.  (The  final 
number  may  be  somewhat  lower  as  some 
cases  are  dropped  if  clinical  or  laboratory 
study  indicates  that  the  final  diagnosis  is 
some  condition  other  than  polio). 

From  the  2,500  cases  of  paralytic  polio  re- 
ported in  1957,  the  total  jumped  to  over  3,100 
in  1958,  a rise  generally  believed  due  to 
heightened  activity  by  the  poliovirus.  Even 
so,  the  number  of  paralytic  cases  in  1958  was 
still  less  than  in  1956.  Of  less  importance  was 
the  rise  in  the  per  cent  of  paralytic  cases  this 
year  because  of  more  accurate  diagnosis. 
Only  recently,  because  of  the  wider  use  of 
virus  diagnostic  laboratories,  have  cases  of 
aseptic  meningitis  caused  by  related  viruses 
been  recognized  as  such  rather  than  as  polio- 
myelitis. 

The  death  rate  from  poliomyelitis  is  today 


lower  than  at  any  time  during  the  last  50 
years.  In  1910-14  the  death  rate  averaged  1.8 
annually  per  100,000  population.  It  rose  to 
3.0  for  1915-19  as  a result  of  the  1916  epidemic 
(the  death  rate  for  that  year  was  10.5)  and 
then  dropped  to  an  average  of  1.1  over  the 
next  15  years.  The  average  was  even  lower 
— 0.7  — between  1935  and  1944. 

In  1945-54  the  rate  rose  to  1.2,  while  during 
the  severe  epidemic  years  of  1949  and  1952  it 
reached  1.8  and  2.0,  respectively.  But  with 
the  advent  of  the  Salk  vaccine  it  declined  to 
0.6  in  1955,  0.3  in  1956,  and  0.1  in  1957  and 
1958,  the  lowest  on  record.  The  preliminary 
estimate  of  deaths  was  171  in  1958,  in  sharp 
contrast  to  the  over  7,000  recorded  in  1916  and 
over  3,000  in  1952. 

Today,  too,  the  proportion  of  reported  polio- 
myelitis cases  ending  in  death  (case-fatality 
rate)  is  much  smaller  than  at  any  time  during 
the  century.  The  annual  average  dropped 
from  nearly  30  per  cent  for  1910-24  to  about  4 
per  cent  currently.  These  proportions  are 
computed  from  the  rates  of  incidence  and 
mortality.  This  improvement  undoubtedly 
results  in  part  from  the  more  accurate  and 
complete  reporting  procedures  now  in  effect, 
particularly  the  more  extensive  reporting  of 
less  serious  cases.  Some  of  the  improvement 
can  be  attributed  to  better  methods  of  treat- 
ing polio  patients,  and  a possible  added  factor 
may  be  some  as-yet-unmeasured  change  in 
the  virulence  of  the  poliovirus  itself. 

Both  morbidity  and  mortality  from  polio- 
myelitis have  been  consistently  higher  for 
males  than  for  females.  Even  the  Salk  vac- 
cine has  failed  to  change  this  characteristic 
substantially.  For  example,  mortality  rates 
in  1950-54  averaged  46  per  cent  higher  for 
males,  while  in  1955-56  the  male  excess  was  22 
per  cent.  However,  women  in  the  child- 
bearing years  generally  experience  higher 
case  rates  than  do  men  at  comparable  ages. 

Changes  in  the  Age  Pattern 

Early  in  the  century,  polio  occurred  most 
often  during  infancy  and  tapered  off  sharply 
with  rising  age.  Thus  the  average  death  rate 
in  1910-14  dropped  from  15.5  per  100,000  under 
1 to  9.8  at  1-4  and  0.2  at  35-44  (see  Chart  II). 
The  rate  for  infants  was  over  8 times  as  high 
as  the  average  for  all  persons. 

Over  the  next  25  years,  with  the  general 
improvement  in  environmental  sanitation 
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Chart  n 

Mertality  fr@m  Poliomyelitis  by  Age 
Among  Parsons  Under  4S 
United  States,  Selected  Years 

Deaths  per 
100,000  populatiDn 
(semi'logsrithmic) 


and  health  conditions,  the  medion  age  at 
death  rose  substantially,  probably  because  for 
large  segments  of  the  population  effective 
contact  with  the  poliomyelitis  virus  was  being 
postponed.  For  all  ages  under  15  mortality 
dates  declined  sharply,  but  at  the  older  ages 
they  sometimes  increased  slightly. 

From  1940-55  to  1950-54  the  median  age  con- 
tinued to  rise.  In  1950-54  mortality  at  ages 
5-9  now  equaled  and  in  some  individual  years 
exceeded  that  during  infancy.  Even  at  ages 
10  through  24  mortality  was  not  much  lower 
than  during  infancy  and  5-9,  and  the  increase 
in  mortality  at  35-44  was  also  substantial. 

The  introduction  of  Salk  vaccine  changed 
the  situation  radically.  Although  death  rates 
in  every  group  under  45  dropped,  the  declines 
from  1950-54  to  1955-56  were  sharpest  where 
vaccination  was  concentrated  — ages  5-9. 
Once  again  the  highest  mortality  was  re- 
corded under  age  1,  but  adults  at  20-34  were 
now  next.  The  upward  trend  in  median  age 
at  death  continued  and  even  accelerated. 

The  mortality  pattern  today  differs  to  some 
extent  from  the  pattern  of  age  at  onset  of  the 
disease.  Cases  at  the  younger  ages  form  a 
much  larger  proportion  of  the  total  than 
deaths  at  these  ages.  In  1956  the  case-fatality 
rate  dropped  from  5.3  per  cent  at  infancy  to 
2.3  at  ages  5-9,  but  thereafter  rose  steadily  to 
nearly  15  per  cent  at  45  and  over. 

Poliomyeliiis  and  Socio-Economic  Status 

Studies  have  demonstrated  a selective 
effect  exerted  by  social  and  economic  factors 
(particularly  residential  crowding)  on  age  at 
onset  of  polio.  For  example,  a study  in  Buf- 
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falo,  New  York,  prior  to  the  Salk  vaccine, 
found  relatively  earlier  onset  of  poliomyelitis 
in  the  lower  rental  areas.  In  more  “favor- 
able” environments  the  infection  was  fre- 
quently postponed  to  later  life.  In  a general 
way  this  process  has  paralleled  the  emer- 
gence of  poliomyelitis  as  a disease  of  epi- 
demic proportions  in  the  United  States  and 
other  countries.  As  environmental  conditions 
improved,  the  age  at  onset  rose.  The  disease 
became  more  widespread,  and  at  the  same 
time  became  more  severe  in  its  effects. 

Since  the  Salk  vaccine,  however,  a new 
socio-economic  pattern  has  evolved,  deter- 
mined in  large  part  by  differences  in  extent 
of  vaccination.  For  example,  during  the  1958 
Detroit  epidemic,  paralytic  cases  were  con- 
centrated among  preschool  children  in  the 
nonwhite  population,  in  areas  of  poorest 
socio-economic  conditions,  greatest  crowding, 
most  poverty,  and  lowest  level  of  polio  im- 
munization. Similarly,  during  the  Virginia- 
West  Virginia  outbreak  in  the  same  year,  a 
majority  of  paralytic  cases  were  in  children 
under  5.  In  this  outbreak  area,  too,  living 
conditions  have  been  reported  to  resemble 
urban  slums  in  many  respects  (dense  crowd- 
ing, poor  housing,  etc.),  and  are  characterized 
by  an  exceptionally  low  level  of  inoculation. 

Similar  changes  have  occurred  with  refer- 
ence to  color  differential.  Early  in  the  century 
the  mortality  rates  for  whites  generally  aver- 
aged higher  than  non-whites.  But  after  1940 
the  differences  widened.  In  each  year  from 
1948  through  1955  the  mortality  of  whites 
was  at  least  twice  ’ the  nonwhite  rate.  Non- 
whites, at  a lower  socio-economic  level, 
tended  to  be  exposed  at  earlier  ages.  Since 
the  Salk  vaccine  this  traditional  pattern  may 
have  changed.  In  1956  mortality  of  nonwhites 
was  actually  slightly  higher,  probably  be- 
cause of  the  relatively  small  percentage  vac- 
cinated in  this  group. 

The  geographic  pattern,  too,  has  changed 
considerably.  In  1920-24,  case  rates  in  the 
northeastern  states  were  the  highest  in  the 
country,  exceeding  the  national  average  by 
over  one-third.  For  a considerable  part  of  the 
period  1920-54,  the  West  experienced  the 
highest  average  rates.  The  South,  where 
measures  of  public  sanitation  were  slower  to 
develop,  had  the  lowest  incidence  of  polio- 
myelitis in  1920-24  ■ — less  than  half  that  for 
the  United  States.  This  region  consistently 
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averaged  lower  than  the  nation  through  1954. 

But  for  1955-57,  incidence  dropped  sub- 
stantially in  all  regions.  As  a result,  a single 
epidemic  in  a city  or  state  may  now  unduly 
influence  the  case  rate  for  an  entire  region. 
Major  epidemics  in  1958  were  in  Detroit, 
northern  New  Jersey,  and  several  counties  in 
southwestern  Virginia  and  West  Virginia  (see 
Chart  III).  There  were  also  some  smaller  out- 
breaks. Generally  the  outbreaks  occurred  in 
geographically  localized  urban  or  urban-type 
areas,  and  among  little-vaccinated  groups. 


Reported  Coses  of  Porolytk  Poliomyelitis 
Outbreak  Arecs  ond  High-lneidence  States 
United  States,  1958* 


Residual  Effects 

A recent  study  has  estimated  that  there  are 

300.000  to  350,000  persons  alive  today  in  the 
United  States  who  have  had  paralytic  polio- 
myelitis, with  perhaps  190,000  of  this  total 
stricken  during  the  decade  1947-56.  Among 
the  latter,  an  estimated  19,000  had  no  evident 
residual  disability  at  least  hospital  discharge, 

43.000  had  slight  muscle  weakness,  78,000  had 
moderate  paralytic  involvement,  and  50,000 
were  severely  crippled. 

This  study  also  measured  residual  disabil- 
ity by  anatomic  site  and  function  among  pa- 
tients hospitalized  between  July,  1952  and 
December,  1956.  At  the  time  of  their  dis- 
charge from  the  hospital,  1.5  per  cent  were 
totally  paralyzed  (severe  paralysis  of  eight 
major  body  areas);  2.5  per  cent  had  complete 
quadriplegia  (severe  paralysis  of  both  arms 
and  both  legs);  5.8  per  cent  were  paralyzed  in 
both  arms;  and  15.6  per  cent  in  both  legs. 
Respiratory  paralysis  (history  of  use  of  res- 
piratory aids)  was  reported  as  an  additional 
complicating  factor  in  15  per  cent  of  the  cases. 
In  terms  of  functional  disability,  about  14  per 
cent  of  the  patients  aged  3 and  over  were 
confined  to  bed;  7 per  cent  could  move  about 


only  in  a wheelchair,  and  3 per  cent  could 
only  stand  up.  The  remaining  three-fourths 
were  able  to  walk  — 43  per  cent  unaided  and 
33  per  cent  with  braces,  crutches,  and  other 
appliances  (see  Chart  IV). 

Chart  IV 

Functional  Disability  at  Discharge 
of  Poliomyelitis  Patients* 
Hospitalized  July  1952 — December  1956, 
United  States 


•Aged  3 and  over. 

The  Salk  Vaccine 

The  evidence  is  now  overwhelming  that  the 
full  series  of  three  or  more  Salk  inoculations 
provides  a high  level  of  protection  from  para- 
lytic polio.  For  example,  the  striking  trough 
in  paralytic  case  rates,  first  appearing  at  ages 
7-8  in  1955,  is  now  evident  among  10-11  year 
olds  for  1958.  These  children  were  in  the 
school  vaccination  program  supported  by  the 
National  Foundation  for  Infantile  Paralysis 
(now  the  National  Foundation),  and  thus  rep- 
resent an  especially  well-vaccinated  group. 
The  persistence  of  this  trough  to  the  present 
indicates  that  the  protection  conferred  by  the 
Salk  vaccine  lasts  at  least  three  years. 

No  break  in  the  safety  of  the  vaccine  has 
shown  up  since  1955.  The  vaccine’s  safety  and 
potency' are  presently  under  intensive  exam- 
ination. Now  being  debated  are  a fourth  in- 
oculation and  the  avoidance  of  tonsillectomies 
during  the  polio  season. 

The  major  problem  today  is  to  bring  the 
benefits  of  the  Salk  vaccine  to  the  entire 
population,  especially  those  under  age  40. 
Estimates  by  the  National  Foundation  for  the 
end  of  1958  indicated  that  41  million  persons 
in  this  age  group  had  not  been  vaccinated  at 
(Continued  on  Page  255) 
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ANIMAL  HEALTH  PHARMACY* 
Part  IX 

Kenneth  Redman,  Ph.D.** 


Fumigants 

Poisonous  gases  used  to  kill  insects  are 
termed  fumigants.  Their  use  is  generally 
limited  to  reasonably  tight  enclosures,  such 
as  buildings,  ships,  railroad  cars,  underground 
passages,  cavities  in  trees  and  the  intestinal 
tracts  of  domestic  animals.  Trees  are  some- 
times covered  with  tents  for  fumigation. 
With  the  advent  of  cheap  plastic  films,  a con- 
siderable soil  acreage  is  sometimes  fumigated 
after  it  is  properly  covered. 

Since  all  fumigants  are  toxic  to  humans 
and  domestic  animals,  the  first  law  of  fumi- 
gation requires  the  safeguarding  of  their 
lives.  Special  precautions  must  be  observed 
in  using  fumigants.  Many  localities  require 
specially  trained,  licensed  operators  to  apply 
fumigants.  An  operator  must  wear  a mask 
approved  for  the  fumigant  to  be  used.  Warn- 
ing signs  should  be  placed  about  premises 
being  fumigated,  and  provisions  should  be 
made  for  the  proper  ventilation  after  fumiga- 
tion and  before  use. 

The  most  common  cause  of  fumigation  fail- 
ure is  improper  enclosure;  the  space  to  be 
fumigated  must  be  made  as  nearly  gas  tight 
as  practicable.  Other  contributing  factors  in- 
clude wind,  improper  fumigant  selection,  in- 
sufficient amount  of  fumigant,  improper  tem- 
perature, and  improper  humidity. 

*The  ninth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  animal  and  plant 
health. 

**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


The  amount  of  a fumigant  to  be  used  is 
based  on  the  kind  of  insect  or  insects  to  be  ex- 
terminated and  the  volume  of  the  enclosed 
area.  If  living  plants  are  to  be  treated,  the 
amount  of  the  fumigant  needs  to  be  carefully 
controlled  to  prevent  damaging,  or  even  kill- 
ing them.  The  temperature  should  be  be- 
tween 50°F  and  70°F.  The  time  must  be  regu- 
lated according  to  recommendations,  too.  If 
living  plants  are  not  involved,  time  and  tem- 
perature are  not  so  important;  a temperature 
up  to  100°F  is  often  preferred,  and  additional 
exposure  time  helps  to  assure  success. 

Selection  of  a fumigant  for  use  includes 
such  factors  as  relative  safety  to  humans  and 
domestic  animals,  cost,  efficiency,  fire  and  ex- 
plosive hazards,  and  convenience. 

Common  Fumigants 

Carbon  disulfide  (carbon  bisulfide,  carbon 
disulphide)  CS2,  is  a colorless  or  yellowish 
liquid,  b.p.46.3°C.  The  density  of  the  vapor  is 
2.63  compared  to  air.  It  is  slightly  soluble  in 
water,  soluble  in  alcohol,  ether  and  chloro- 
form. It  is  used  as  a fumigant  to  kill  insects 
on  nursery  stock  and  such  insects  as  the 
Japanese  and  Colorado  potato  beetles  in  soil. 
It  is  very  effective  as  a grain  fumigant,  but  is 
generally  mixed  with  carbon  tetrachloride  for 
this  purpose  in  order  to  reduce  the  extreme 
flammability  hazard.  Emulsions  or  solutions 
with  alkali  thiocarbonates  are  other  formula- 
tions sometimes  used  for  soil  fumigation.  It 
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has  an  exemption  from  tolerance  for  use  on 
most  grains.  The  vapor  is  highly  poisonous 
to  warm-blooded  animals. 

Carbon  tetrachloride  (perchloromethane, 
tetrachloromethane),  CCk,  is  a colorless 
liquid,  b.p.76°C,  vapor  density  (air  = 1),  5.32. 
It  is  nearly  insoluble  in  water,  soluble  in  or- 
ganic solvents.  It  is  quite  inert,  being  non- 
flammable and  non-explosive.  It  is  infre- 
quently used  alone  as  a grain  fumigant  be- 
cause of  its  low  insecticidal  action.  It  is 
widely  used  with  other  more  potent  volatile 
chemicals,  such  as  carbon  disulfide  and  ethy- 
lene dichloride,  to  lessen  or  eliminate  the  fire 
hazard  from  them.  Inhalation  of  the  vapors 
should  be  avoided  by  warm-blood  animals, 
since  it  is  a general  anesthetic. 

Ethylene  dichloride  (1,  2-dichloroethane, 
“Dutch  liquid,”  ethylene  chloride),  C2H4CI2, 
is  a colorless  liquid,  b.p.83.5°C,  with  an  odor 
resembling  chloroform.  It  is  nearly  insoluble 
in  water,  soluble  in  organic  solvents.  It  is 
quite  stable  and  non-corrosive.  As  previously 
noted,  it  is  frequently  mixed  with  carbon 
tetrachloride  in  a 3:1  ratio  by  volume  (Chlor- 
asol)  to  reduce  fire  hazard,  to  be  used  mainly 
as  a stored  products  fumigant  at  the  ratios  of 
8-14  lbs.  per  1000  cu.  ft.  It  is  used  on  grains 
at  the  rate  of  3 gallons  per  1000  bushels,  with 
an  exemption  to  cover  the  principal  grains. 
It  is  sometimes  used  against  peach  tree  borers 
when  the  soil  temperature  is  too  low  for  p- 
dichlorobenzene  to  be  effective.  Ethylene 
dichloride  has  a relatively  low  mammalian 
toxicity,  being  about  as  toxic  as  chloroform 
or  carbon  tetrachloride. 

P-dichlorobenzene  (p  a r a d i chlorobenzene, 
Paracide,  PDB,  Dichloricide),  C6H4CI2,  is  a 
colorless  crystalline  solid,  m.p.53°C,  with  a 
characteristic  odor.  It  is  nearly  insoluble  in 
water  and  cold  alcohol,  soluble  in  most  or- 
ganic solvents.  Stable,  non-corrosive,  expen- 
sive, relatively  non-toxic  to  mammals,  it  has  a 
limited  field  use  as  a fumigant  for  the  peach 
tree  borer,  but  is  fairly  popular  for  the  con- 
trol of  such  fabric  pests  as  clothes  moths  and 
carpet  beetles.  Approximately  pure  crystals 
are  used. 

Dichloroethyl  ether  (l-chloro-2  [beta-chlor- 
oethoxy]  ethane),  C4H8CI2O,  is  a colorless 
pungent  liquid,  b.p.l78°C.  It  is  nearly  insol- 
uble in  water,  soluble  in  most  organic  sol- 
vents. It  is  fairly  stable,  but  forms  HCl  in 
the  presence  of  moisture.  The  flash  point  is 


55°C.  It  is  toxic  to  most  insects,  but  it  is  not 
sufficiently  volatile  for  general  fumigation. 
Because  of  its  phytotoxicity,  it  should  be 
either  used  only  as  a fumigant  on  bare  soil,  as 
in  greenhouses,  or  carefully  used  as  a water 
emulsion  for  ants  and  other  pests  close  to 
the  surface  of  lawns.  It  is  lachrymatory  at 
0.05  per  cent  concentrations,  or  higher. 

Ethylene  dibromide  (ethylene  bromide, 
EDB),  C2H4Br2,  is  a colorless  liquid,  b.p.l31°C. 
It  is  nearly  insoluble  in  water,  soluble  in  most 
organic  solvents,  stable,  and  non-flammable. 
It  is  poisonous  and  a vesicant  to  warm- 
blooded animals.  Since  it  is  phytotoxic,  it 
should  be  used  only  as  a preplanting  soil 
fumigant  for  certain  insects  and  nematodes. 
It  is  used  as  a fumigant  for  certain  stored 
products.  It  is  frequently  mixed  with  carbon 
tetrachloride  and  ethylene  dichloride  as  a 
grain  fumigant.  An  exemption  from  tolerance 
covers  the  principal  grains.  It  is  authorized 
for  treatment  for  various  fruits  and  other 
farm  produce  to  be  passed  through  quaran- 
tine barriers.  It  is  usually  mixed  with  an 
inert  solvent  for  soil  fumigation,  but  with 
carbon  tetrachloride  for  flour  mill  and  ware- 
house use.  Dowfume  W-85  is  a mixture  of 
ethylene  dibromide  and  dichloropropene. 


THE  CHANGING  STATUS  OF  POLIO— 

(Continued  from  Page  253) 
all,  and  an  additional  16  million  were  incom- 
pletely vaccinated.  Only  57  million  — one- 
half  of  the  population  of  this  age  group  — 
had  had  the  full  series  of  three  or  more  shots. 
Vaccinations  were  distressingly  few  during 
1958.  The  need  is  now  sharpest  at  the  pre- 
school ages  and  at  20-39,  where  only  45  and 
30  per  cent,  respectively,  are  fully  vaccinated. 

Research  currently  under  way,  (especially 
through  the  programs  of  the  National  Foun- 
dation, the  Communicable  Disease  Center 
of  the  U.  S.  Public  Health  Service,  and  the 
research  departments  of  pharmaceutical 
manufacturers),  seeks  to  develop  new  and 
more  potent  vaccines,  perhaps  an  attenuated 
live-virus  vaccine,  taken  orally.  Field  tests  on 
such  a vaccine  are  already  planned  or  under 
way  in  several  areas  of  the  world.  And  im- 
provements are  constantly  being  sought  in 
rehabilitation  techniques,  so  that  those  with 
residual  disability  may  learn  how  to  over- 
come their  handicaps  and  be  restored  to  use- 
ful, productive  lives  in  the  community. 
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P.M.A.  STATEMENT  ON  GOVERNMENTAL 
SUPPORT  OF  MEDICAL  RESEARCH* 

The  Board  of  Directors  of  the  Pharmaceu- 
tical Manufacturers  Association  believe  that 
it  is  constructive  at  this  time  to  state  their 
views  as  to  the  support  of  medical  research 
and  education  by  the  Federal  Government. 
At  their  meeting  in  New  York  City,  January 
8,  1959,  they  therefore  approved  the  following 
statement. 

^ ^ 

In  1940,  according  to  the  Report  of  the 
Committee  of  Consultants  to  the  Secretary 
of  Health,  Education,  and  Welfare,  commonly 
known  as  the  Bayne-Jones  Report,  the  Fed- 
eral Government  contributed  $3  million  to 
medical  research.  In  1958  federal  expenditure 
for  medical  research  reached  $227  million. 
(Data  relating  to  the  National  Institutes  of 
Health,  September,  1958.) 

The  pressures  upon  the  Congress  and  upon 
Federal  agencies  for  practical  results  are  ap- 
parent and  unquestionably  will  increase  in 
direct  relation  to  the  size  of  the  expenditures. 
But  as  the  Bayne-Jones  Report  states,  “pres- 
sures for  practical  results  cannot  be  allowed 
to  supersede  the  kind  of  fundamental  studies, 
which,  over  the  long  run,  produce  revolutions 
rather  than  merely  improvements  in  health 
standards.”  In  his  communication  of  last  July 

* This  material  is  presented  for  the  interest  of  the 
readers  of  this  journal  only,  and  should  not  be 
construed  as  necessarily  representing  editorial 
viewpoint  on  this  matter. 


to  President  Eisenhower,  Dr.  Alan  T.  Water- 
man, Director  of  the  National  Science  Foun- 
dation, makes  a similar  statement:  “As  his- 
tory amply  records,  the  most  epoch-making 
scientific  discoveries  have  come  from  basic 
research.” 

Some  noteworthy  basic  research  is  being 
carried  out  in  the  laboratories  of  the  phar- 
maceutical industry,  but  the  major  centers 
for  this  basic  effort  are  non-profit  institutions, 
universities,  medical  schools  and  research 
institutions.  The  research  and  development 
work  of  our  industry  largely  rests  on  this 
foundation.  On  the  other  hand,  the  pharma- 
ceutical industry,  with  its  $127  million  ex- 
penditure in  1957,  and  at  least  $170  million  in 
1958,  already  does  outstanding  applied  re- 
search and  development  leading  to  clinically 
useful  products.  After  every  advance  in  the 
laboratory  and  clinic,  it  has  been  the  pharma- 
ceutical industry  which,  with  its  own  funds, 
has  created  the  modern  medicines  which  have 
benefited  so  many. 

The  present  cancer  chemotherapy  program, 
involving  an  extensive  series  of  contracts 
with  pharmaceutical  firms,  should  not  be 
taken  as  a precedent  for  the  attack  on  other 
disease  categories.  In  the  cancer  field,  the 
lack  of  leads  after  so  many  years  of  effort 
together  with  the  nature  of  the  problem, 
probably  required  a government  subsidy  to 
industry  (devoted  principally  to  an  exper- 
imental mass  screening  program  of  all  types 
of  chemical  agents)  in  order  to  supplement 
the  basic  research  program  being  carried  on 
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in  the  laboratories  of  non-profit  institutions. 

In  fields  other  than  cancer,  the  pharmaceu- 
tical houses  are  pushing  the  research  for  new 
drugs  with  adequate  funds  and  with  every 
means  at  their  disposal  in  the  light  of  present 
knowledge.  It  is  our  basic  knowledge  that 
needs  to  be  increased,  as  rapidly  as  possible, 
and  Federal  funds  should  be  channeled  to 
academic  institutions,  which  need  them  to 
support  and  expand  their  basic  research. 

Moreover,  in  our  total  medical  research 
activities  the  paramount  problem  is  the  crit- 
ical shortage  of  scientific  personnel.  The  ex- 
tent of  this  personnel  shortage  is  well  docu- 
mented: The  Bayne-Jones  Report  indicated 
that  25,000  additional  scientists  will  be  needed 
by  1970,  but  that  present  training  facilities 
will  provide  only  19,000.  This  is  a deficit  of 
more  than  30  percent.  A recent  editorial  in 
the  J.A.M.A.  (November  15,  1958)  points  out 
the  alarming  number  of  unfilled  faculty  posi- 
tions in  our  medical  schools  even  today. 

Government  subsidies  for  industrial  re- 
search would  still  further  accentuate  this 
manpower  problem.  It  must  be  recognized 
that  there  are  only  three  ways  by  which  a 
pharmaceutical  firm  can  staff  a government 
subsidized  project.  The  first  is  to  divert  its 
own  scientists  from  projects  on  which  they 
are  already  working.  The  second  is  to  obtain 
additional  personnel  from  other  firms,  which 
results  in  a wasteful  pattern  of  raiding.  The 
third  — easiest  but  most  destructive  — is  to 
obtain  the  needed  people  from  academic  life, 
thus  depleting  still  further  the  supply  of 
teachers  and  scientists  engaged  in  basic  re- 
search. 

In  view  of  the  current  trend  towards  gov- 
ernment-industry “crash  programs”  in  elec- 
tronics, aircraft  and  other  fields  of  research,  it 
may  seem  surprising  for  the  pharmaceutical 
industry  to  urge  that  funds  for  medical  re- 
search go  mainly  to  academic  institutions. 
For  the  reasons  stated  above,  however,  this 
Board  believes  that  in  the  allocation  of  Fed- 
eral funds  for  medical  research  — • which  as 
the  Bayne-Jones  Report  states  is  inherently 
inseparable  from  medical  education  and 
training  — the  following  principles  should  be 
adopted. 

1.  Since  our  further  progress  in  medicine 
directly  depends  upon  the  supply  of  highly- 
(Continued  of  Page  263) 
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IN  THESE 
PAST  50 
YEARS 


We  at  Druggists  Mutual 
have  witnessed  countless 
changes  and  advancements 
in  drug  store  operation  . . . 
and  keeping  pace,  during 
these  same  50  years  Drug- 
gists Mutual  has  grown  to 
the  point  where  it  now 
serves  more  than  6,000 
policyholders  in  ten  mid- 
western  states.  The  com- 
pany’s basic  premise  has 
been  to  supply  sound  insur- 
ance at  lower  cost  to  drug- 
gists and  professional  men. 
Our  policy  has  always  been 
’of,  by  and  for  the  policy- 
holders’. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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Fellow  Pharmacists: 

I would  like  to  say  just  a few  words  this  month  about  John  Sidle  of  Alexandria,  who 
passed  away  in  April.  John  was  a past  president  of  our  Association,  serving  his  term  in  1949- 
1950.  John  was  a very  diligent  and  conscientious  worker  for  Pharmacy,  and  certainly  did  his 
share  for  the  Association.  He  will  be  missed  by  his  many  friends  at  our  annual  conventions. 
To  his  family  and  store  personnel,  we  send  our  most  sincere  sympathy. 

This  being  the  June  issue  of  the  Journal,  it  will  be  the  last  month  for  me  to  write  this 
page.  I have  sincerely  appreciated  the  honor  of  being  president  of  your  Association  for  the 
past  year,  and  have  tried  to  be  of  service  to  as  many  as  possible.  My  thanks  to  the  members  of 
the  Executive  Committee  and  to  all  the  members  of  the  other  committees  for  their  work  this 
past  year.  It  is  my  hope  that  all  of  you  will  continue  to  serve  your  new  president  as  well  in  the 
coming  year. 

I hope  to  see  all  of  you  at  the  convention  in  Mitchell. 

VERE  LARSEN 


The  ultimate  insecticide  may  be  a hormone 
found  in  the  abdomen  of  insects  which  per- 
mits larvae  to  grow  but  prevents  them  from 
maturing. 

Injections  of  these  “juvenile”  hormones  in 
the  laboratory  have  prevented  insect  larvae 
from  developing  into  adults  and  have  brought 
about  their  death,  according  to  Dr.  Howard 
Schneiderman  of  Cornell  University. 

He  recently  reviewed  the  chemistry  and 
physiology  of  these  insect  hormones  before  a 
gathering  of  research  scientists  sponsored  by 
American  Cyanamid  Company’s  Lederle 
Laboratories  Division. 

The  juvenile  hormone  was  first  recognized 
by  Dr.  V.  B.  Wigglesworth  of  Cambridge  in 
1934,  according  to  Dr.  Schneiderman.  How- 
ever, the  first  active  extracts  were  not  pre- 
pared until  1956  when  Dr.  Carroll  Williams  of 
Harvard  University  reported  the  successful 
preparation  of  juvenile  hormones  extracts 
from  the  abdomen  of  a male  moth. 

Subsequent  investigation  at  Cornell  re- 
vealed such  substances  in  a large  number  of 
other  insects  including  beetles  and  flies.  More 
recently,  juvenile  hormone  substances  have 
been  found  in  many  invertebrates  including 
jellyfish,  earthworms,  crayfish,  sea  cucum- 
bers, etc. 

Dr.  Schneiderman  also  said  that  he  and  a 
colleague  had  reported  in  the  October  10, 1958, 
issue  of  “Science”  that  they  have  been  able  to 
retard  the  maturing  process  in  silkworms  by 
injecting  them  with  an  extract  of  beef  ad- 


renal cortex. 

This  is  the  first  time,  according  to  Dr. 
Schneiderman,  that  a substance  extracted 
from  a vertebrate  has  had  such  an  effect  on 
an  insect  or  any  invertebrate.  Whether  these 
substances  are  similar  to  the  hormones  found 
in  insects  can  not  be  answered  until  their 
chemical  structures  are  determined,  he  said. 

The  process  of  extracting  these  hormones  is 
an  extremely  delicate  chore,  said  the  scientist. 
Recently,  investigators  in  Japan  surgically 
isolated  8500  silkworm  brains  in  order  to  ex- 
tract some  of  these  hormones.  Their  total  col- 
lection weighed  only  two  milligrams. 

The  best  known  of  all  insect  hormones  is 
the  prothoracic  gland  hormone,  according  to 
the  Cornell  scientist.  It  was  crystallized  by 
two  German  researchers  who  isolated  25  mil- 
ligrams of  the  hormone  from  500  kilograms  of 
silkworm  pupae.  A few  micrograms  of  this 
material  caused  prompt  molting  in  a variety 
of  insects. 

Diamox  in  Epilepsy 

Epileptic  seizures  in  children  have  been 
controlled  by  the  use  of  a drug  designed  for 
another  purpose.  The  drug  is  Diamox  ace- 
tazolamide,  a non-mercurial  oral  diuretic  de- 
veloped to  relieve  the  strain  of  excess  body 
fluids  on  weak  hearts. 

Its  latest  use  in  epilepsy,  reported  in  the 
Journal  of  Pediatrics,  August  1958,  was  at  St. 
Louis  Children’s  Hospital.  Drs.  Jean  Holo- 
wach  and  Don  L.  Thurston  used  Diamox  to 
treat  fifty-six  children  ranging  in  age  from 
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three  months  to  sixteen  years. 

All  had  been  suffering  epileptic  attacks 
varying  in  frequency  from  one  a day  to  hun- 
dreds a day.  Most  had  failed  to  respond  to 
standard  anti-convulsant  therapy. 

Thirty-five  of  the  fifty-six  children  treated 
were  judged  by  the  investigators  to  have  ex- 
perienced “complete  remissions.”  Nineteen  of 
these  had  not  had  an  attack  for  two  to  twenty 
months  at  the  time  their  cases  were  reported. 

Sixteen  others  had  remissions  lasting  up  to 
nineteen  months  before  experiencing  new  at- 
tacks. In  eight  of  these  cases,  the  frequency 
or  severity  of  attacks  decreased.  Nine  ad- 
ditional patients  showed  improvements  of 
“well  over  50%,  while  twelve  cases  were  un- 
changed by  the  use  of  the  drug. 

Although  the  St.  Louis  physicians  report 
that  they  used  Diamox  in  “relatively  high 
doses  for  long  periods  of  time,”  they  found 
“clinical  side  effects  were  few  and  not 
serious.”  Some  were  described  as  beneficial. 
Eight  patients,  for  example,  showed  “striking 
improvement  in  disposition,  motor  coordina- 
tion. and  mental  capacity.”  Dosage  had  to  be 
reduced  in  seven  others  because  of  drows- 
iness, excitability,  tingling,  and  numbness. 

Doctors  first  thought  that  Diamox  works  in 
epilepsy  because  it  produces  an  acid  meta- 
bolism and  dehydration,  well-recognized 
methods  of  raising  the  convulsive  threshold. 
Further  study  indicates,  however,  that  the 
benefits  to  epileptics  may  be  due  at  least  in 
part  to  the  inhibition  of  carbonic  anhydrase 
in  the  central  nervous  system.  Drs.  Thurston 
and  Holowach  sugguest  that  the  effect  of 
Diamox  on  the  nervous  system  may  be  re- 
lated to  “the  demonstrated  effects  of  carbon 
dioxide  on  nerve  sensitivity  and  propagation 
of  nerve  impulses.” 

Stomach  Acidity  Found  Unaffected 
By  Straight  Aspirin  or  Buffered  Type 

The  amount  of  acid  in  the  stomach  remains 
substantially  the  same  whether  a person 
swallows  two  tablets  of  straight  aspirin  or 
buffered  aspirin. 

A group  of  research  scientists  reported  re- 
cently that  the  quantity  of  stomach  acid  re- 
sulting from  straight  or  buffered  aspirin, 
taken  with  a standard  amount  of  water,  “de- 
pends almost  entirely  on  the  dilution  of  the 
acid  gastric  contents  by  the  water  itself.” 
The  presence  or  absence  of  buffers  in  an  as- 
pirin tablet  was  called  inconsequential. 


The  study  was  made  by  Robert  Rubin,  Dr. 
E.  W.  Pelikan  and  Dr.  C.  J.  Kensler,  Depart- 
ment of  Pharmacology  and  Experimental 
Therapeutics,  Boston  University  School  of 
Medicine.  Their  findings  were  reported  at 
the  meeting  of  the  Federation  of  American 
Societies  for  Experimental  Biology. 

A total  of  49  controlled  experiments  were 
made  with  seven  normal  human  subjects, 
measuring  the  effect  on  stomach  acidity  of 
water,  aspirin  and  water,  buffered  aspirin 
and  water,  a placebo  and  water,  and  sodium 
bicarbonate.  The  drugs  used  were  commer- 
cial preparations  of  Bayer  Aspirin  and  Buf- 
ferin,  bought  on  the  open  market.  During  the 
tests,  the  subject  was  not  told  whether  he  was 
given  one  or  the  other  type  of  aspirin,  or  the 
inert  placebo. 

To  obtain  a continuous  record  of  the  gas- 
tric acidity,  a glass  electrode  was  placed  in 
the  stomach. 

Small,  but  highly  significant,  reduction  in 
acidity  was  noted  following  use  of  water 
alone,  water  and  straight  aspirin,  water  and 
buffered  aspirin,  and  water  and  placebo. 
Moreover,  the  reseachers  observed,  the 
changes  did  not  substantially  differ  from  each 
other. 

“The  changes  in  intragastric  pH  produced 
' by  water  and  unbuffered  aspirin,  and  by 
water  and  buffered  aspirin,  did  not  differ 
significantly  from  each  other.  The  changes 
produced  by  either  of  the  two  aspirin  prepara- 
tions did  not  differ  significantly  from  the 
changes  produced  by  the  placebo.” 

In  nearly  all  cases,  it  was  found  that 
stomach  acidity  returned  to  control  levels 
within  30  minutes  after  taking  any  of  the 
agents,  except  sodium  bicarbonate. 

“The  buffering  capacity  of  the  buffered  as- 
pirin tablets  was  apparently  insufficient  to 
produce  a significant  reduction  of  acidity,  in 
vivo.  Furthermore,  it  is  obvious  that  the 
amount  of  acid  present  as  acetylsalicylic 
acid,  in  both  the  buffered  and  unbuffered  as- 
pirin tablets,  was  insufficient  to  increase  the 
acidity  of  the  stomach  contents  significantly 
when  the  preparations  were  given  with  30 
ml.  of  tap  water,”  the  Boston  team  reported. 

Synthetic  Penicillins 

Beecham  Group  Ltd.  of  London,  England, 
and  Bristol  Laboratories,  Inc.,  of  Syracuse, 
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N.  Y.,  signed  agreements  recently  under 
which  they  will  collaborate  in  developing 
synthetic  penicillins  superior  to  the  natural 
ones  now  available. 

Spokesmen  for  both  firms  said  the  new 
forms  of  penicillin  promise,  among  other  ad- 
vantages, greater  effectiveness  against  disease 
organisms,  including  those  which  have  be- 
come “resistant,”  and  a solution  to  the  prob- 
lem of  penicillin  allergic  reactions. 

The  following  explanation  of  the  current 
discussions  was  given  jointly  by  H.  G.  Lazell, 
chairman  of  the  British  firm,  and  Dr.  Philip  I. 
Bowman,  president  of  Bristol  Laboratories, 
Inc. 

The  decision  to  collaborate  is  the  result  of 
major  technical  developments  in  the  syn- 
thesis of  penicillin  in  the  U.  S.  and  England. 

A group  of  Beecham  researchers  in  Eng- 
land, headed  by  Mr.  F.  P.  Doyle  and  Dr.  G.  N. 
Rolinson,  recently  announced  the  successful 
production  of  the  basic  nucleus  of  penicillin, 
6-aminopenicillanic  acid,  by  an  “interrupted- 
fermentation”  process.  This  process  makes 
possible  the  production  of  this  basic  penicillin 
material  at  reasonable  cost,  a prerequisite  to 
the  development  of  new  forms  of  the  drug. 
Starting  with  this  basic  nucleus  they  synthe- 
sized about  200  new  penicillins. 

In  March,  1957,  in  the  U.  S.,  Dr.  John  C. 
Sheehan,  Professor  of  Organic  Chemistry  at 
Massachusetts  Institue  of  Technology,  an- 
nounced the  total  synthesis  of  penicillin  from 
common  raw  materials. 

Dr.  Sheehan  had  solved  a problem  which 
baffled  research  terms  throughout  the  world 
since  early  in  World  War  II,  when  British 
scientists  brought  crude  extracts  of  penicil- 
lium  mold  to  the  U.  S.  for  a crash  production 
program. 

Dr.  Sheehan’s  total  synthesis  led  to  the  pro- 
duction of  more  than  ten  different  penicillins, 
each  with  a different  “side  chain”  of  atoms 
attached  to  the  basic  nucleus.  Recently,  Dr. 
Sheehan  has  also  succeeded  in  removing  the 
natural  side  chain  from  penicillin-G,  the  com- 
monest and  cheapest  natural  penicillin. 

Neither  the  American  nor  the  British  de- 
velopment has  yet  resulted  in  a commercial 
product  but  there  is  considerable  promise  al- 
ready shown  in  some  synthetic  forms  which 
are  active  against  so-called  “resistant  staph.” 

Other  possible  improvements  in  penicillin 


now  foreseeable  are:  reduction  or  elimination 
of  its  tendency  to  cause  dangerous  or  uncom- 
fortable allergic  reactions;  improved  stability; 
better  absorption;  longer  lasting  effects;  re- 
duction or  elimination  of  penicillin’s  tendency 
to  spur  overgrowth  of  fungal  or  other  non- 
susceptible  organisms. 

Chymoirypsin 

Chymotrypsin,  an  enzyme  made  from 
mammalian  pancreas,  originally  used  only  for 
treating  inflammation  and  bruises,  has  now 
been  found  useful  in  a wide  range  of  con- 
ditions from  the  fitting  of  false  teeth  to  di- 
seases of  the  skin  and  many  surgical  opera- 
tions, and  still  more  uses  are  expected  to  be 
found,  the  seventh  annual  scientific  meeting 
of  the  Phi  Lambda  Kappa  Medical  Fraternity 
at  the  Deauville  Hotel,  Miami  Beach,  was 
told  today  (April  7). 

The  drug  is  significantly  different  from 
trypsin  which  is  derived  from  the  same 
source,  according  to  Dr.  Roy  A.  Hecht,  asso- 
ciate medical  director  of  the  Armour  Phar- 
maceutical Company. 

Chymotrypsin  has  a greater  anti-inflam- 
matory effect  than  trypsin,  is  more  effective 
in  dissolving  undesirable  tissues  and  at  lower 
concentrations,  is  less  toxic  than  trypsin  and 
more  stable  chemically.  Dr.  Hecht  said. 

This  amazing  drug  reduces  and  prevents  in- 
flammation, cuts  down  pain,  speeds  absorp- 
tion of  blood  from  bruises,  restores  circula- 
tion and  promotes  healing,  the  speaker  noted. 

“Chymotrypsin  has  a wide  range  of  appli- 
cation,” he  said.  “Some  of  the  indications  in- 
clude accidents  where  it  will  reduce  swelling 
and  promote  healing;  in  cytology,  where  it  is 
useful  in  cancer  detection  and  diagnosis;  in 
dentistry  for  reduction  of  swelling;  in  gyne- 
cology, obstetrics;  and  in  asthma,  bronchitis, 
sinusitis  and  skin  diseases.” 

Investigators  continue  to  find  still  more  ap- 
plications for  the  drug  which  was  first  intro- 
duced only  three  years  ago.  Though  pre- 
viously known  to  be  useful  in  treating  eye 
conditions,  alpha-chymotrysin  was  recently 
developed  for  use  in  catarct  surgery  where 
the  drug  loosens  the  tiny  fibers  which  hold 
the  lens  of  the  eye.  This  makes  removal  of 
the  lens  relatively  easy. 

Chymotrypsin’s  mode  of  action  is  still  not 
completely  understood.  Dr.  Hecht  said,  but 
there  are  reasons  to  believe  that  it  helps  re- 
(Continued  on  Page  263) 


— 261  — 


PHARMACEUTICAL  RESEARCH 

Each  drug  representing  a new  advance  in 
medicine  that  is  marketed  in  the  United 
States  can  be  regarded  as  having  had  back  of 
it  some  $6,000,000  in  total  industry  research 
and  development  expenditures  as  its  share  of 
the  combined  pharmaceutical  research  effort, 
the  Health  News  Institute  revealed  recently. 

The  results  of  the  survey  conducted  by  the 
Pharmaceutical  Manufacturers  Association 
show  that  a total  of  $170,000,000  was  expended 
by  the  pharmaceutical  industry  in  the  U.  S. 
for  research  and  development  purposes  in 
1958.  Another  $7,160,000  represented  grants, 
contributions  and  gifts  to  schools,  hospitals  or 
organizations  supporting  medical  and  related 
schools. 

Of  the  total  of  $177,160,000  reported,  $20,- 
560,000  went  in  1958  to  medical  and  related 
schools,  hospitals  and  similar  organizations, 
as  the  pharmaceutical  industry’s  support  of 
these  institutions  as  such,  and  for  support  of 
research  being  conducted  in  them. 

The  PMA  survey  also  revealed  that  its 
member  compaines  had  obtained  or  prepared, 
extracted,  or  isolated  for  a medical  research 
purpose  and  subjected  to  biological  tests  or 
screens  114,600  chemical  substances,  mixtures 
or  filtrates,  of  which  1900  substances  were 
tested  in  humans  in  1958.  In  addition,  the 
report  said,  a great  many  more  materials  of 
all  kinds,  including  samples  of  plants  and  of 
soil  from  various  parts  of  the  world,  were  ob- 
tained and  subjected  to  routine  preliminary 
screens  to  ascertain  if  they  possessed  any 


physiological  activity. 

For  the  purposes  of  the  survey,  the  term 
“drug  or  medical  research  and  development” 
included  basic  and  applied  research  activities 
and  development  carried  on  or  supported  in 
the  medical,  biological,  chemical  and  pharma- 
ceutical sciences,  and  in  related  sciences,  in- 
cluding psychology  and  psychiatry,  if  the 
purpose  of  such  activities  was  concerned 
ultimately  with  the  utilization  of  scientific 
principles  in  understanding  human  diseases 
or  in  improving  human  health. 

Pharmaceutical  activities  had  these  goals: 

1.  Planned  search  for  new  knowledge, 
whether  or  not  the  search  had  reference  to  a 
specific  application. 

2.  Application  of  existing  knowledge  to 
problems  involved  in  the  creation  of  a new 
product  or  process,  including  work  required 
to  evaluate  possible  uses. 

3.  Application  of  existing  knowledge  to 
problems  involved  in  the  improvement  of  a 
present  product  or  process. 

Of  the  $170,000,000  expended  for  research 
and  development,  the  HNI  said,  $156,600,000 
was  spent  within  companies.  The  remaining 
$13,400,000  went  for  contracts  or  grants  to  uni- 
versities, hospitals,  etc.,  for  specific  projects. 

To  obtain  only  one  drug  for  clinical  inves- 
tigations, the  survey  revealed  60  substances 
on  the  average  were  prepared  and  biologic- 
ally tested  in  1958.  Forty-four  completely 
new  chemicals  were  marketed  by  the  phar- 
maceutical industry  during  1958,  of  which  16 
came  from  non-U.  S.  sources  and  six  repre- 
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sented  minor  modifications  of  older  drugs. 
Thus  it  can  be  said  that  the  expenditures  dur- 
ing previous  years  of  the  U.  S.  pharmaceu- 
tical industry  in  research  and  development 
resulted  in  market  introduction  in  1958  of 
from  twenty  to  thirty  really  new  drugs.  Each 
new  drug  marketed  can  be  regarded  as  having 
had  back  of  it  some  six  million  dollars  in  total 
industry  research  and  development  expen- 
ditures as  its  share  of  the  combined  research 
effort. 

The  survey  pointed  out  that  research  ad- 
ministrators estimate  the  simplest  antibiotic 
filtrate  requires  from  sixty  to  two  hundred 
skilled  man  hours  for  preparation  and  testing. 
To  synthesize  and  test  a new  chemical,  some 
four  hundred  man  hours  are  required  as  a 
minimum.  However,  these  figures  hold  only 
if  the  biological  tests  are  disappointing;  if  the 
new  substance  looks  promising,  research  time 
skyrockets  because  more  testing  is  required. 

Man  hours  for  scientific  research  come  high. 
Companies  estimate  that  each  scientist  of 
Ph.D.  training  or  its  equivalent,  with  neces- 
sary technical  help,  laboratory  animals, 
equipment,  supplies,  and  administrative  ser- 
vices, costs  a pharmaceutical  house  as  high  as 
$50,000  per  year. 

“Even  though  each  significant  research  pro- 
ject represents  a sizeable  financial  obligation, 
which  is  not  entered  into  lightly,”  the  PMA 
reports  said,  “the  ethical  pharmaceutical  in- 
dustry continues  to  invest  ever  increasing 
amounts  to  discover  ways  of  curing  and  pre- 
venting disease.  These  sums,  $127,000,000  in 
1957,  $170,000,000  in  1958,  and  at  least  $190,- 
000,000  budgeted  for  1959,  will  no  doubt  be- 
come even  larger  in  future  years.  The  finan- 
cial commitment  is  great,  but  so  is  the  pos- 
sible reward  in  commercial  return,  and  above 
all,  in  the  benefit  to  the  public  health.” 

Historical  Pharmacy 

It  is  becoming  increasingly  difficult  to 
locate  original  photographs  of  significant 
events  and  important  men  in  action  concern- 
ing pharmacy.  So  stated  Dr.  Glen  Sonne- 
decker.  Director  of  the  American  Institute  of 
the  History  of  Pharmacy  recently. 

The  Institute  has  its  headquarters  at  the 
University  of  Wisconsin,  School  of  Pharmacy 
in  Madison. 


Material  of  this  type  should  be  placed  in  a 
safe  public  depository,  such  as  that  of  the  In- 
stitute, so  that  it  will  be  available  for  histor- 
ical reference. 

Anyone  having  such  material  for  which 
there  is  no  further  immediate  use,  or  material 
that  you  would  like  to  see  achieve  greater 
permanency,  please  send  them  to  Dr.  Sonne- 
decker  for  deposit  in  your  name. 

Please  date  and  identify  each  picture  as 
accurately  as  possible  (by  a label  pasted  on 
the  back),  marking  uncertain  information 
with  a question  mark. 

PHARMACEUTICAL  ECONOMICS— 

(Continued  from  Page  257) 
qualified  scientists,  the  training  of  additional 
teachers  and  research  personnel  should  have 
highest  priority. 

2.  Government  funds  should  be  principally 
allocated  to  basic  research  objectives,  to  ex- 
pand cur  fundamental  knowledge  in  all  med- 
ical fields,  rather  than  to  applied  research 
and  development. 

3.  Except  in  unusual  circumstances,  gov- 
ernment funds  should  therefore  be  allocated 
to  non-profit  institutions,  such  as  medical 
schools,  hospitals,  and  research  institutions, 
rather  than  to  private  industry.  Private  in- 
dustry should  be  subsidized  only  in  cases 
where  no  non-profit  organization  can  do  the 
job.  In  such  exceptional  cases,  however,  full 
cooperation  can  be  expected  from  a pharma- 
ceutical firm  approached  by  the  Federal 
Government  because  of  its  unique  qualifica- 
tions. 


ADVANCES  IN  DRUG  RESEARCH— 

(Continued  from  Page  261) 
store  a disturbed  balance  of  the  body’s 
enzyme  system,  or  that  it  “breaks  up”  the 
fibrin  blocks  in  the  tissue  thus  permiting  a 
greater  permeability  at  the  site  of  the  injury 
of  inflammation. 

The  drug’s  role  in  detecting  cancer  consists 
of  clearing  away  the  mucous  surrounding 
cells  in  the  gastrointentinal  and  respiratory 
tracts  so  the  laboratory  determination  can  be 
made  correctly. 

Another  new  use  is  in  the  field  of  plastic 
surgery  where  one  physician  said  chymo- 
trypsin  will  revolutionize  the  surgical  pro- 
cedures through  elimination  of  swelling, 
bruising  and  staining,  according  to  Dr.  Hecht. 
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SEVENTY-ONE 
GRADUATE  IN 
PHARMACY 

A total  of  71  senior  phar- 
macy students  were  awarded 
the  degree  Bachelor  of 
Science  at  the  South  Dakota 
State  College  commencement 
exercises,  June  8.  The  grad- 
uating class  was  one  of  the 
largest  in  the  history  of  the 
Division  of  Pharmacy. 

Most  of  those  who  grad- 
uated took  the  written  Board 
of  Pharmacy  examinations 
June  9.  Those  who  had  all 
their  apprenticeship  require- 
ments also  took  the  practical 
examinations. 

Those  graduated  are:  Rich- 
ard John  Akkerman,  Keith  E. 
Anderson,  Richard  Assam, 
Douglas  Lee  Berkeley,  Joel 
Roger  Birner,  Donald  K. 
Buchele,  Elaine  L.  Cart- 
wright, Larry  E.  Cartwright, 
Donald  A.  Christopherson, 
Kay  Elizabeth  Cof field,  Bruce 
A.  Determan,  Harold  L.  Doe- 
den,  Russell  Paul  Enga, 
Eugene  M.  Erickson,  Donald 


Frank,  Lawrence  D.  Ging- 
way,  James  Gary  Grosenick, 
Wallace  G.  Hansen,  Greta  L. 
Houtman,  Rhoda  Marie  How- 
son,  Roy  O.  Jacobsen,  John 
Crawford  Jelen,  Michael  M. 
Jorgenson,  Merlin  R.  Juene- 
man,  Allen  J.  Kent,  Richard 
G.  Kersten,  Richard  M.  King, 
John  H.  Koopman,  Donalene 
A.  Larson,  Robert  N.  Lazarus, 
John  J.  Lee,  Larry  B.  Leigh- 
ton, Milo  Vance  Lines,  Nor- 
val  Gene  Luke,  Anton  E. 
Melin,  Paul  Edward  Noll, 
Cornelius  C.  O’Hearn,  Ver- 
non Glen  Olson,  Mary  Vande 
Voorde  Ommen,  Martha  G. 
Ostrem,  Stanley  W.  Petrik, 
Kenneth  Wayne  Raak,  Rich-  ■ 
ard  C.  Raddatz,  Mary  Pa- 
tricia Rahilly,  Linda  Kay 
Rames,  Michael  E.  Ramsland, 
Everett  S.  Randall,  Jr.,  Glenn 
P.  Reecy,  Eugene  J.  Rezac, 
Ervin  E.  Rivinius,  Richard 
Lyle  Robbins,  James  W.  Roe- 
men,  Donald  William  Roloff, 
James  C.  Rutherford,  Ronald 
L.  Schleif,  Constance  Louise 
Serie,  Yun-Teh  Shen,  Gerald 
W.  Spawn,  Conley  J.  Stan- 


r 


age,  Mildred  Faye  Stephens, 
Darryl  D.  Steering,  Dale  A. 
Stroschein,  Benjamin  G. 
Thompson,  James  A.  Thor- 
son,  John  Robert  U'lstad, 
Kenneth  W.  Urquhart,  John 
Jerry  Vesely,  James  A.  Vohs, 
Myron  D.  Weber,  Robert 
Wym,an  Wilson  and  Jack 
Dean  Winder. 


URQUHART  AWARDED 

TEACHING 

ASSISTANTSHIP 

A two  year  teaching  assis- 
tantship  in  the  Department 
of  Pharmaceutical  Chemistry 
of  the  Division  of  Pharmacy, 
South  Dakota  State  College 
has  been  awarded  Kenneth 
Urquhart.  Mr.  Urquhart  re- 
ceived the  B.S.  degree  in 
Pharmacy  in  June.  He  will 
study  toward  the  M.S.  degree 
with  a major  in  Pharmaceu- 
tical Chemistry.  Urquhart  is 
a native  of  Brookings,  South 
Dakota. 
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Pro-Banthme' with  Dartal' 


Pro-Banthine-- 

unexcelled  for  relief  of  cholinergic  spasm— 

has  been  combined  with 

Dartal— 

new,  well-tolerated  agent  for  stabilizing  emotions— 
to  provide  you  with 
Pro-Banthine  with  Dartal— 

for  more  specific  control  of  functional  gastrointestinal 
disorders,  especially  those  aggravated  by  emotional 
tension. 


Specific  Clinical  Applkotions!  Functional  gastroin- 
testinal disturbances,  pylorospasm,  peptic  ulcer,  gas- 
tritis, spastic  colon  (irritable  bowel), biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  containing  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bromide) 
and  5 mg.  of  Dartal  (brand  of  thiopropazate  dihydro- 
chloride). G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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iiew  for  total 
management 

of  itoliing,^ 
inflamed^' 
infected' 
skin  lesions 


omtiE'jeiit 

antipruritic/anti-inflammatory/antibacterial/antifungal 


Mycolog  Ointment  - containing  the  new  superior  topical  corticoid  Kenalog— re- 
duces inflammation, relieves  itching,*'*  and  combats  or  prevents  bacterial, 
monilial  and  mixed  infections.'"''  It  is  extremely  well  tolerated,  and  assures  a rapid, 
decisive  clinical  response  for  most  infected  dermatoses. 

“Thirty-one  of  38  patients  . . . obtained  excellent  or  good  control  of  dermato- 
logical lesions  . . . [Mycolog]  was  highly  effective,  particularly  in  the  man- 
agement of  mixed  infections.  Several  recalcitrant  eruptions  which  had  not 
responded  to  previous  therapy  were  remarkably  responsive  to  the  daily 
application  of  this  preparation  over  periods  of  2 to  3 weeks.”' 

For  total  management  of  itching,  inflamed,  infected  skin  lesions,  Mycolog  contains 
triamcinolone  acetonide,  an  outstanding  new  topical  corticoid  for  prompt,  effective 
relief  of  itching,  burning  and  inflammation*'"  — neomycin  and  gramicidin  for  power- 
ful antibacterial  action'  - and  nystatin  for  treating  or  preventing  Candida  (Monilia) 
albicans  infections.'' 


Cleared  in  20  days 


Application:  Apply  2 to  3 times  daily.  Supply:  5 Gm.  and  15  Gm.  tubes.  Each  gram  supplies  1.0  mg.  (0.1%)  triam- 
cinolone acetonide,  2.5  mg.  neomycin  base,  0.25  mg.  gramicidin,  and  100,000  units  nystatin  in  plastibase. 
References:  1.  Shelmire,  J.B.,  Jr.:  Monographs  on  Therapy  3:164  (Nov.)  1958.*  2.  Nix, T.E.,  Jr.,  and  Derbes,  V.J.: 
Monographs  on  Therapy  3:123  (Nov.)  1958.  • 3.  Robinson,  R.C.V.:  Bull.  School  of  Med.,  U.  Maryland_^:54  (July) 
1958.  • 4.  Sternberg,  T.H.:  Newcomer,  V.D.,  and  Reisner,  R.M.;  Monographs  on  Therapy _3:115  (Nov.)  1958.  • 5. 
Clark,  R.F.,  and  Hallett,  J.J.:  Monographs  on  Therapy,  J:153  (Nov.)  1958.  ■ 6.  Smith  J.G.,  Jr.;  Zawisza,  R.J.,  and 
Blank,  H.:  Monographs  on  Therapy,  3:1 1 1 (Nov.)  1958.  • 7.  Monographs  on  Therapy,  3:137  (Nov.)  1958.  • 8. 
Howell,  C.M.,  Jr.:  North  Carolina  M.J.  1J:449  (Oct.)  1958.  • 9.  Bereston,  E.S.:  South.  M.J.  ^:547  (April)  1957. 
And  whatever  the  topical  corticoid  need,  a suitable  Squibb  formulation  is  available  — Kenalog-S  Lotion°-7V^  cc. 
plastic  squeeze  bottles.  Each  cc.  supplies  1.0  mg.  (0.1%)  triamcinolone  acetonide,  2.5  mg.  neomycin  base  and 
0.25  mg.  gramicidin.  Kenalog  Cream.  0.1%— 5 Gm.  and  15  Gm.  tubes.  Kenalog  Lotion.  0.1%— 15cc.  plastic  squeeze 
bottles.  Kenalog  Ointment.  0.1%— 5 Gm.  and  15  Gm.  tubes. 


SqyiBB 


Squibb  Quality  "the  Priceless  Ingredient 


'SPECTROCIN'®,  'MYCOSTATIN'®,  'PLASTiaASe'®,  'HTCOCOO' 
AND  'KENALOG'  ARC  SQUIBB  TRADEMARKS 
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when  pollen  allergens 

attack  the  nose . . . 

% 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
antihistamines^'^  with  a decongestant. 

These  antihistamines  block  the  effect  of  histamine  on  the  nasal 


and  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.'^-® 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.^ triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  1.  Sheldon,  J.  M.:  Postgrad.  Med.  14:46.5  (Dec.)  1953.  2.  Hubb.ird,  T.  F. 
and  Berger,  A.  J.;  -Annals  -Allergy  p.  350  (.\Iay-Jiinc)  1950.  3.  Klines  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Thcr.,  Macmil- 
lan, New  A’ork,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer.  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 

rnn  • . • ® 

1 nammic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides; 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  sa'RUP  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Ti'iaminic  Tablet  or  I/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing 
in  all  publications  of  the  Journal  of  Medicine 
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back.  Photographs  should  be  clear  and  distinct. 
Drawings  should  be  made  in  black  India  ink  on 
white  paper.  Used  illustrations  are  returned  after 
publication,  if  requested. 
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. . .x-tra  value 

there's  no  delay  the  6.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying’'  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 
Tigress  kOvr  Most  fmporfanfT^e/utf 

GENERAL^ELECTRIC 

DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollett  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATI  antic  6049 


X-ray  supplies 


EXAMPLE: 

Continuous  cash  savings  — with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer- neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 

RESIDENT  REPRESENTATIVE 
SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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If  he  needs  nutritional  support . . . 


he  deserves 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


THE  MONTH  IN  WASHINGTON 


A government-sponsored,  six-year  study  of 
the  causes  of  cerebral  palsy,  mental  retarda- 
tion and  kindred  defects  in  children  has  got- 
ten underway  in  16  private  hospitals  and  uni- 
versities. 

The  study  involves  no  experimentation, 
only  observation.  About  40,000  women  will 
be  kept  under  close  check  from  the  second 
or  third  month  of  pregnancy  through  child- 
birth. Observation  of  their  children  will  be 

maintained  through  six  years  of  age. 

❖ ^ 

U.  S.  scientist  have  blamed  Russia  for  most 
of  the  radioactive  fall-out  thrust  into  the 
atmosphere  in  the  last  two  years.  But  testi- 
mony before  a Joint  Congressional  Commit- 
tee on  Atomic  Energy  estimated  that  overall 
the  United  States  and  Great  Britain  had 
created  nearly  three  times  as  much  radio- 
active debris  by  testing  nuclear  weapons  as 
the  Soviet  Union  had. 

Russian  tests  were  described  as  “extremely 
dirty”  as  to  radioactive  debris.  However,  the 
Russians  have  not  exploded  as  many  test 
weapons  and  devices  as  the  Western  Powers 


have. 

The  scientists  differed  on  the  degree  of 
danger  to  humans  posed  by  the  radioactive 
fall-out.  John  A.  McCone,  Chairman  of  the 
Atomic  Energy  Commission,  said  that  up  to 
now  the  fall-out  hazard  has  been  “very  small” 
and  not  serious  when  compared  with  common 
hazards,  including  natural  radiation.  But  he 
warned  against  a “very  serious  hazard”  in  the 
future  if  nuclear  tests  are  not  restricted  by 
international  agreement. 

^ ^ * 

The  Walter  Reed  U.  S.  Army  General 
Hospital  in  Northwest  Washington  quietly 
marked  its  fiftieth  anniversary  recently.  Its 
448,000  patients  since  it  was  founded  in  1909 
have  included  presidents,  congressmen,  cab- 
inet members  and  other  notables.  President 
Eisenhower  underwent  an  ileitis  operation 
there  in  1956.  Gen.  John  J.  Pershing  died 
there  in  1948  after  being  a patient  for  seven 
years.  The  two  most  distinguished  patients 
recently;  former  Secretaries  of  State  John 
Foster  Dulles  and  George  C.  Marshall. 
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the  first/^antifungal 
antibiotic  for  ringworm 


soon  available 


*T.M. 


S-224 


now 


for  the 
first  time 

a truly  repository  form 


of  injectable  B12 

for 

tissue 

saturation 


DEPINAR 


• over  98%  still  retained  after  one  week 

• high  Bi2  blood  levels  quickly  achieved  and 
then  sustained  for  a minimum  of  28  days 


• makes  patients  feel  better  longer 


/ 


DEPINAR 


repository  injectable  vitannin  Armour 

Now  for  the  first  time  Armour  makes  available  vitamin 
B 12  in  a complex  of  high  insolubility  which  permits  very 
slow  absorption  from  the  injection  site.  This  makes 
Depinar  the  most  practical  and  economical  form  of  B12 
therapy  as  it  eliminates  rapid  excretion  and  waste  and 
also  decreases  the  need  for  frequent  administration. 
Furthermore,  better  and  more  consistent  results  may 
be  expected  with  Depinar  because  tissues  are  continually 
bathed  in  vitamin  B12  for  maximal  saturation  on  the 
cellular  level.  This  not  only  means  more  effective  therapy 
but  makes  patients  feel  better  longer.  And  Depinar  may 
broaden  the  clinical  conditions  for  vitamin  B12  usage  as 
it  may  prove  successful  in  many  conditions  in  which 
failure  to  achieve  uniform  and  reproducible  results  in 
the  past  may  be  linked  to  the  lack  of  a product  that 
would  provide  constant  and  uninterrupted  B12  therapy. 


Each  package  of  Depinar  consists  of  a multiple  dose  vial, 
containing  cyanocobalamin  zinc  tannate  (lyophilized), 
equivalent  to  2500  meg.  vitamin  B12.  The  vial  of  diluent 
contains  5 cc.  Sodium  Chloride  Solution  for  Injection.  When 
reconstituted,  each  ml.  of  Depinar  contains  500  meg. 
vitamin  B12. 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  A LeodcT  171  Biockemical  Research 


*Using  combined  drug  therapy  with 

or  Aralen®  as  maintenanct  iisrti: 
With  Plaquenil  or  Aralen  alone  62%  grade  I and  It 
improvement  (Scherbel,  A.L;  Harrison,  J.W.,  and 
Atdjian,  Martin;  Cleveland  Clin,  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months), 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tiWfll 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  fn|,. 

(1  or  2 tablets)  daily. 

Write  for  Booklet, 


alen  {br&fid  of  chJor&quIne]  -andi  Ploqueni] 

rand  of  hycfroxych/oroqume)^  trqd6mcrrks  reg.  U.S.  Pat.  Off. 


. , V'  l.  i I t 
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Ifs  a beauty— and  you  hooked  it  . . . 

Good  for  you! 

CONGRATULATIONS!  What  a moment. 
What  a day.  Now  relax.  You’ve  earned  it. 
Reward  yourself  with  a good  glass  of  beer. 
Doesn’t  it  taste  wonderful?  Nothing,  but 
nothing  takes  care  of  that  great  big  thirst  of 
yours  like  a long,  cold  glass  of  beer. 

.And —it  really  picks  you  up  too. 


Beer, Belongs— to  the  fun  of  living! 


I United  States  Brewers  Foundation 


ifOU'*' 


CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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On  vacation  — at  the  beach  — on  the  golf  course  - or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment’’  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  V\/crcester  6,  Mass.,  U.S.A. 

XYI-OCAINE®  OINTMENT 

(brand  of  lidocaine*) 

2.5%  & S% 

SURFACE  ANESTHETIC 


U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 


1 


. . . and  one  to  grow  on 


M 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  Bi^,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  Redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 


REDISOL  IS  A TRADEMARK  OF  MERCK  i CO.,  INC. 


The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein.^  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  ( 1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  (100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 


DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifenstein,  E,  C.,  Jr.:  Annals  N.  Y.  Acad.  Set.  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.;  ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P. ; Am.  J.  Obst.  and  Gyn,  76:279,  1958. 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 


'Deialutin'®  is  a Squibb  trademark 
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they  deserve 

GEVRAL 

Vitamin- Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


STUDENT  WIVES  MEET  AT  U.S.D. 

Although  the  Medical  Students’  Wives  at 
Vermillion  have  been  organized  for  quite  a 
few  years  it  was  just  last  year  that  the  Stu- 
dent American  Medical  Association  Auxiliary 
was  organized  as  a national  organization  and 
the  University  of  South  Dakota  Medical 
Wives  became  one  of  the  charter  members. 

This  year  there  are  34  members  in  this 
organization.  Meetings  are  held  on  the  first 
and  third  Tuesdays  of  each  month  with  the 
1st  Tuesday  meeting  being  used  for  various 
types  of  educational  meetings  and  the  3rd 
Tuesday  being  occupied  by  bridge  and  teach- 
ing bridge  to  those  who  are  interested  in 
learning. 

Educational  meetings  have  included  the 
following  speakers:  Dr.  Walter  L.  Hard,  Dean 
of  the  Medical  School;  Mrs.  Don  Reed;  Ver- 
million Art  teacher  who  spoke  on  interior 
decorating;  a panel  consisting  of  Mrs.  Ayres, 
Mrs.  Andre,  and  Mrs.  Moore,  wives  of  Ver- 
million physicians;  Dr.  Andre  of  Vermillion; 
and  Mrs.  T.  M.  Sattler  and  Mrs.  R.  F.  Hubner, 
wives  of  Yankton  physicians. 

At  Christmas  time  the  group  contributed 


toys  for  the  use  of  the  young  patients  in 
Dakota  Hospital. 

Probably  the  most  important  function  of 
the  organization  is  that  of  a social  nature  — 
it  provides  a means  for  wives  of  the  Fresh- 
men medical  students  to  become  acquainted 
each  year. 

Mrs.  Thomas  Bairnson  of  Iowa  has  done  an 
excellent  job  as  president  for  1958-59.  Officers 
for  the  coming  year  were  elected  in  April. 


THE  MONTH  IN  WASHINGTON 

A Food  and  Drug  Administration  official 
has  urged  that  physicians  use  care  and  judg- 
ment in  writing  PRN  and  similar  prescrip- 
tions for  sleeping  pills  and  amphetamines. 
Nevis  Cook  of  the  agency’s  enforcement 
bureau  said  some  pharmacists  have  been 
selling  drugs  too  freely  on  such  prescriptions. 
The  FDA  planned  to  take  court  action  when 
a glaring  abuse  presented  a strong  case.  The 
issue  is  whether  a pharmacist  improperly 
practices  medicine  by  indiscriminately  refill- 
ing such  prescriptions. 
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the  pattern  of 

GLUCOSAMINE 

POTENTIATED 

TETRACYCLINE 

therapy 

COSA- 

TETRACYN* 


Note:  Rapid  and  high  initial  antibiotic  blood  levels  are  an  important  factor 
in  uneventful  recoveries.  Glucosamine  potentiation  provides  the  fastest, 
(highest  tetracycline  levels  available  with  oral  therapy.  Bibliography  and 
information  booklet  available  on  requeaj^ . 


capsules 

125  mg.,  250  mg. 

oral  suspension 

orange  flavored,  2 oz.  bottle,  125  mg. 
per  teaspoonful  (5  cc.) 

pediatric  drops 

orange  flavored,  10  cc.  bottle  (with 
calibrated  dropper),  5 mg.  per  drop 
(100  mg.  per  cc.) 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc, 
Brooklyn  6,  N.  Y. 

^Trademark  for  glucosamine-potentiated 
tetracycline  . 
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OFFICE 


The  Document  Desk  by  Leopold  i* 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 

FURNITURE  INSTITUTE 


warm 

Distinctive 

FUNCTIONAL 

Leopold 
Document 
Desk 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 
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the  complaint:  “nervous  indigestion” 


the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula:  in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate  0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbitai  (%  gr.) 8.1  mg. 

Pepsin,  N.F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.F 300  mg. 

Bile  salts 150  mg. 


DONNAZYME 

A.  H.  ROBINS  COMPANY,  INCORPORATED  . RICHMOND  20,  VIRGINIA 
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Now  with  Cryptenamine . . . 
for  safe, 
effective 
management 
of  mild 
to  moderate 
hypertension, 


Veratrite 


Prescribed  with  confidence  8,863,769  times  Veratrite  continues 
to  be  the  antihypertensiv'e  of  choice  for  treating  geriatric  patients. 

Veratrite  effectively  reduces  blood  pressure  through  action 
on  the  sympathetic  nervous  system,  without  detriment  to  the 
cardiac  output. 


Each  VERATRITE  tabule  contains: 
Cryptenamine  (tannates)  40  C.S.R.*  Units 


Sodium  nitrite 1 gr. 

Phenobarbital W gr. 


^Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 
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antibiotic  control 
under 

physician  control 

A SINGLE  ANTIBIOTIC ...  permitting  flexible,  controlled  dosage  as  needed ...  free  from  restrictions  of  fixed  combinations... 
for  optimum  tetracycline  levels . . . unsurpassed  effectiveness  covering  at  least  90  per  cent*  of  antibiotic-susceptible  infections 
seen  in  general  practice. 

Supplied:  Capsules  of  250  mg.  with  250  mg.  citric  acid  and, 100  mg.  with  100  mg.  citric  acid. 

Achromycin®  V Capsules 

Tetracycline  witiTGitric  .AcW  Lederle  J ' 

*Based  on  a tweive-month  National  Physicians  Survey. 

LEDERLE  LABORATORiES,  a Division  of  AMERICAN  CYANAMfD  COMPANY,  Pearl  River,  New  York 
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A meal  of  even  tlie  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  makes  eating  a pleasure  once  more. 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 


LABORATORIES 

New  York  18,  N.Y. 


Assures  patient’s 
cooperation 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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M/verhtops 


Each  ANTTVERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion.i 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.-'^ 

Advantage  of  '^dual  therapy'’  confirmed: 

Menger  found  antivert  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2:110  (March) 
1956.  2.  Menger,  H.  C.:  Clin.  Med.  4:313  (March)  1957. 
3.  Shuster.  B.  H.;  M.  Clin.  North  America  40:1787 
(Nov.)  1956. 


Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

Science  for  the  world’s  well-being 


The  hypertensive  under  treatment  is  frequently  burdened 
with  side  effects  of  therapy  including  states  of  depression, 
fatigue,  and  lethargy.  He  finds  little  joy  left  in  his  life 
and  laughter  is  almost  a forgotten  experience. 

With  Rautensin  and  Rauvera,  two  unique  and  depend- 
able antihypertensive  agents,  patients  feel  better,  have  a 
brighter  outlook  and  blood  pressure  is  safely  reduced. 


in  mild  hypertension 

Rautensin  provides  smoother  antihypertensive  action 
with  no  sudden  rebounds  or  abrupt  declines,  and  can  be 
given  over  long  periods  of  time  without  impairing  mental 
alertness,  producing  excessive  lethargy  or  drowsiness. 
When  tachycardia  is  present,  Rautensin  slows  heart  rate 
10  to  15  per  cent.  Rautensin  is  less  likely  to  cause  mental 
depression.'  The  apprehensive  hypertensive  is  calmed,  yet 
side  actions  are  “ . . . either  completely  absent  or  so  mild 
as  to  be  inconsequential.”® 

RAUTENSIN^ 

each  tablet  contains  2 mg,  of  the  purified  alseroxylon  complex  of 
Rauwolfia  serpentina 

Dosage:  For  the  first  20  to  30  days,  2 tablets  (U  mg.)  once  daily, 
at  bedtime.  Thereafter,  fa  maintenance  dose  of  1 tablet  (2  mg.) 
daily  will  suffice  for  most  patients. 


in  moderate  to  severe  hypertension 


Rauvera  produces  smooth  and  steady  antihypertensive 
action  which  persists  over  the  entire  twenty-four  hours 
without  peaks  and  valleys  ...  no  “saw  tooth”  effect. 
Patients  show  a marked  subjective  as  well  as  objective 
improvement  with  a significant  drop  in  blood  pressure, 
yet  with  a very  low  incidence  of  side  effects.®  Abrupt  rise 
in  blood  pressure  does  not  occur  even  when  therapy  is 
interrupted.'’  Tolerance  does  not  develop  on  prolonged 
administration.  Sensitization  reactions  or  postural  hypo- 
tension do  not  occur.  Headaches,  fatigue,  insomnia  and 
“heart  consciousness”  rapidly  disappear,  leaving  the 
patient  feeling  well  and  asymptomatic. 


R AU  VE  R A 

each  tablet  contains  1 mg.  of  purified  alseroxylon  complex  of  Rail- 
ivolfia  serpentina  and  3 mg.  alkavervir  (Veratrum  viride  fraction) 

Dosage:  One  tablet  3 or  It  times  daily,  ideally  after  meals,  at  inter- 
vals of  not  less  than  U hours. 


1.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Arch.  Int.  Med.  9ff:530,  1955. 

2.  Terman,  L.  A.:  Illinois  M.  J.  5:67,  1957. 

3.  La  Barbara,  J.  K:  M.  Rec.  & Ann.  50:242,  1956. 

4.  Bendig,  A.:  New  York  J.  Med.  66:2523,  1966. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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RAUDIXIN 

Squibb  Standardized 

Whole  Root  Rauwolfia  Serpentina 

FLUMETHIAZIDE 
POTASSIUM  CHLORIDE 


A LOGICAL  COMBINATION  RAUDIXIN  ENHANCED 
BY  AN  ENTIRELY  NEW  DIURETIC  — FLUMETHIAZIDE 


SQUIBB  ANNOUNCES 


THUS  SQUIBB  OFFERS  YOU  GREATER  LATITUDE  IN  SOLVING  THE  PROBLEM  OF 

HYPERTENSION 


WITHOUT  FEAR  OF  SIGNIFICANT  POTASSIUM  DEPLETIONi-3 


Rautrax  combines  Raudixin  with  flumethiazide  — the  new,  safe 
nonmercurial  diuretic— lor  control  of  all  degrees  of  hyperten- 
sion. Clinicians  report  it  safely  and  rapidly  eliminates  excess 
extracellular  sodium  and  water  without  potassium  depletion. 
Potassium  loss  is  less  than  with  any  other  nonmercurial  diuretic. i 
Moreover,  the  inclusion  of  supplemental  potassium  chloride  in 
Rautrax  provides  added  protection  against  potassium  and  chlo- 
ride depletion  in  the  long-term  management  of  hypertension. 

Through  this  dependable  diuretic  action  of  flumethiazide,  the 
clinical  and  subclinical  edema  — so  often  associated  with  cardio- 
vascular disease  — is  rapidly  brought  under  control.2-5  And  once 
Rautrax  has  brought  the  fluid  balance  within  normal  limits, 
continued  administration  does  not  appreciably  alter  the  normal 
serum  electrolyte  pattern.  Flumethiazide  also  potentiates  the 
antihypertensive  action  of  Raudixin.  By  this  unique  dual  action, 
a lower  dosage  of  each  ingredient  effectively  maintains  safe 
antihypertensive  therapy. 


Dosage : 2 to  6 tablets  daily  in  divided  doses 
initially;  may  be  adjusted  within  range  of,  1 
to  6 tablets  daily  in  divided  doses.  Note:  In 
hypertensive  patients  already  on  gangUonic 
blocking  agents,  veratrum  and/or  hydrala- 
zine, the  addition  of  Rautrax  necessitates  an 
immediate  dosage  reduction  of  these  agents 
by  at  least  50  % . A similar  reduction  is  neces- 
sary when  these  agents  are  added  to  the 
Rautrax  regimen. 

Supply:  Capsule-shaped  tablets  supplying  50 
mg.  of  Raudixin,  400  mg.  of  flumethiazide,  and 
400  mg.  of  potassium  chloride,  bottles  of  100. 
References:  1.  Moyer,  J.  H.,  and  others:  Am. 
J.  Cardiol.,  3:113  (Jan.)  1959.  • 2.  Bodi,  T., 
and  others:  To  be  published.  Am.  J.  Cardiol., 
(April)  1959.  • 3.  Fuchs,  M.,  and  others: 
Monographs  on  Therapy,  4:43  (April)  1959. 
• 4.  Montero,  A.  C.;  Rochelle,  J.  B.,  Ill,  and 
Ford,  R.  V.:  To  be  published.  • 5.  Rochelle, 
J.  B.,  Ill;  Montero,  A.  C.,  and  Ford,  R.  V.: 
To  be  published. 

LITERATURE  AVAILABLE  ON  REQUEST. 
‘raudixin®*  and  ‘rautrax  are  SQUIBB  TRADEMARKS 


SoyiBB 


Squibb  Quality  - tha  Priceless  Ingredient 
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To  the  relief  of  musculoskeletal  pain, 

MEDAPRIN* 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

• ** 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF. M ETH  YLPREDN  ISOLON  E,  UPJOHN 
tsATIO  OF  DESIRED  EFFECTS  TO  UNOESIRED  EFFECTS  . 

The  Upjohn  Company,  Kalamazoo,  Michigan  Vpjofcw 
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fCif/s  "GOLDEN  VILLAIN” 
Staphylococcus  aureus  in 
30  SECONDS 


Profeck  Gives  bacteriostatic 

protection  for  days  due  to  its 
residual  effect 


deodorizes  within  seconds 


plays  "Beat 


here’s  how 
Pheneen® 
Solution 


Recent  tests  have  shown  that  Pheneen  Solution  uniformly 
kills  virulent  cultures  of  Staphylococcus  aureus  within  30 
seconds  after  contact.'  Other  tests  against  a wide  variety 
of  pathogenic  bacteria,  fungi  and  spores  prove  Pheneen’s 
germicidal  superiority  in  speed  and  effectiveness.  Add  to 
this  the  economy,  lack  of  irritation  and  complete  instru- 
ment protection,  and  you  have  the  reasons  why  Pheneen 
Solutions  are  winning  new  users  daily. 

The  active  ingredients  of  Pheneen  are  not  volatile  and 
remain  for  long  periods  of  time  giving  prolonged  protec- 
tion as  an  invisible  bacterial  barrier. 

The  deodorizing  quality  of  Pheneen  has  been  utilized 
for  odor  control  throughout  the  hospital  and  professional 
office.  In  this  respect  it  is  without  equal,  deodorizing 
instantly  upon  contact,  yet  never  leav- 
ing an  odor  of  its  own. 

Pheneen  Solution  N.R.I.  contains 
No  Rust  Inhibitors,  and  is  recom- 
mended for  sterilization  of  non-metallic 
objects.  Both  types  are  supplied  in 
quart  and  gallon  bottles,  and  in 
bulk  drums. 

' Jorres,  S.  M. : Unpublished  test  re- 
port from  Pratt  Diagnostic  Clinic, 
New  England  Medical  Center,  Boston, 
Mass.  {July,  1958) 

ORDER  NOW  or — ask  your  Ulmer  Phar- 
macol Company  representative  for  your 
trial  sample  of  Pheneen  Solutions  with 
complete  literature  and  Pheneen  booklet. 


THE  ULMER  PHARMACAL  CO. 

1400  HARMON  PLACE  • MINNEAPOLIS  3,  MINN. 


in  very  special  cases 
a very  superior  brandy... 
Specify  i 

HENNES^ 

COGNAC  BRANDY 

■ 

84-  Proof  Schteffelin  & Co.,  New  YorK  ; 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 
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ANNOUNCING  TWO  OUTSTANDING  ADVANCES  IN 
PEDIATRIC  THERAPY  FROM  PURDUE  FREDERICK  RESEARCH 


ANTIPYRETIC,  ANALGESIC, 
ANTI-INFLAMMATORY 

ACTASAL 

PEDIATKIC  DKOPS 

•KAHD  or  CHOLINE  SALICYLATE  O.S.  4 FOREIGN  PATENTS  PENDING 


ASSURES  PEAK  SALICYLATE  LEVELS  5 
TIMES  FASTER  THAN  ASPIRIN'^^-WITH 
PROVEN  BETTER  GASTRIC  TOLERANCE. 


Comparative  Plasma  Salicylate  Levels  After  Oral  Adminis* 
tration  of  Doses  of  *Aclasal*  Pediatric  and  Aspirin,  Provid* 
ing  Equal  Amounts  of  Salicylate. 

Clinically  proved  - In  thousands  of  cases  by 
more  than  180  investigators^ 

• more  effective  • better  tolerated 
A new  and  unique  salicylate  molecule  in  pal- 
atable solution. 

DOSAGE:  Each  dropperful  (0.6  ml.)  contains  105  mg. 
Choline  Salicylate,  equivalent  to  approximately  1^/4 
grains  aspirin. 

Children  6-12  years:  2 to  4 dropperfuls  every  3 to  4 
hours,  or  as  required.  Children  3-6  years:  1 to  2 dropper- 
fuls every  3 to  4 hours,  or  as  required.  Children  under  3 
years:  1 dropperful  every  3 to  4 hours,  or  as  required. 
SUPPLY:  60  cc.  bottle  packaged  with  cellophane- 
wrapped  calibrated  dropper. 

CITED  REFERENCES:  1.  Smith,  P.  K. : Personal  Communication.  2.  Wolf,  J., 
Aboody,  R.;  Federation  Proc.  18:605,  1959.  3.  Broh-Kahn,  R.  H. : Federa- 
tion Proc.  18:17,  1959»  4,  Complete  data  available  on  request  to  the 
Medical  Director, 


ANTI-SEBORRHEIC 
FOR  CRADLE  CAP 

SOROPON 

PEDIATRIC  SOLUTION 


CONTAINS  CCRAPON-C*  12.0%  IN  PROPYLENE  GLYCOL  WITH  PARABENS  0.1%  AND 
TYROTHRICIN  0.1%,  PURDUE  FREDERICK  *6RAN0  OF  TRIETHANOLAMINE  POLYPEPTIDE 
COCOATE-CON  DEN  SATE 

Specifically  prepared  for  safe,  effective  removal  and  pre- 
vention of  cradle  cap,  by  combining  unique  proteo-lipid 
sebulytic  effect  with  anti-infective  action. 


Bialkin,  C. : ScientiHc  Exhibit,  American  Academy  of  General 
Practice,  San  Francisco,  April  6-9,  1959. 

CASE  HISTORY:  J.  D.,  a 5 month  old  white  male  developed  a dry  sebor- 
rhea capitis  at  approximately  6 weeks  after  birth  which  covered  the 
whole  scalp.  By  the  time  of  examination,  the  child  had  been  treated 
with  various  detergent  ointment  and  lotion  preparations  without 
apparent  effect.  ‘Soropon’  Pediatric  Solution  was  applied  as  a sham- 
poo, directly  to  the  scalp  to  remove  the  encrustations.  A lanolin 
ointment  was  applied  to  scalp  because  of  inherent  dryness.  A series 
of  5 treatments  was  required  for  complete  removal  and  after  this 
treatment  period  the  seborrheic  eczema  had  virtually  disappeared. 
The  patient  has  been  symptom  free  since  then. 

Bialkin,  G.:  A New  Anti-Seborrheic  Agent  in  Pediatric  Practice.  Arch, 
of  Ped.  (to  be  published). 

SUPPLY:  ‘Soropon’  Pediatric  Solution  is  available  in 
bottles  of  4 oz. 


® Copyright  1959,  The  Purdue  Frederick  Company 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1SS9 

NEW  YORK  14,  N.Y.  I TORONTO  1.  ONTARIO 
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general  use . . . 
in  general  practice 


fast,  effective  and  long-lasting  relief  from... 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemoin’hoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products, 
Worcester  6,  Mass.,  U.S.  A. 


Inc., 


N 


l@ 


(brand  of  lidocaine*) 


OIMTMENX  2.5%  St  5% 


Compounded 
for  comfort 

Hot- weather  discomforts,  such  as  galling  and  chaf- 
ing, can  turn  the  most  wonderful  vacation  into  a 
nightmare.  Fortunately,  Cream  Surfacaine®  Com- 
pound (cyclomethycaine  compound,  Lilly)  relieves 
these  painful  conditions  quickly  and  effectively. 

To  reap  extra  sales,  build  point-of-purchase  dis- 
plays of  Cream  Surfacaine  Compound  in  the  first- 
aid  department,  where  you  merchandise  sanitary 
napkins,  and  at  the  check-out  counter. 

For  comfort’s  sake,  sell  Surfacaine  Compound. 
For  quick,  efficient  service,  send  your  orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 
e.Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


ATARAX 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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they  deserve 


GEVRAL 

Vitamin  - Mineral  Supplement  Lederle 

CAPSULES-HVITAMli^ll  MINERALS 


Each  capsule  contains: 

Vitamin  A 

Vitamin  D 

Vitamin  612  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi)  . . . . 

Riboflavin  (B2) 

Niacinamide 

Folic  Acid 

Pyridoxirie  HCI  (Be) 

Ca  Pantothenate 

Choline  Bitartrate 

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates), 
1-Lysine  Monohydrochloride  . . . 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHP04) 

Phosphorus  (as  CaHPOj) 

Boron  (as  Na2B4O;.10H2O)  . . . . 

Copper  (as  CuO) 

Fluorine  (as  CaF2) 

Manganese  (as  Mn02) 

Magnesium  (as  MgO) 

Potassium  (as  K2SO4) 
Zinc(asZnO).  . . . 


5,000  U.S.P.  Units 
500  U.S.P.  Units 

1/15  U.S.P.  Oral  Unit 

5 mg. 

5 mg. 

15  mg. 

1 mg. 

0.5  mg. 

.....  5 mg. 

, 50  mg. 

50  mg. 


lU  I.U. 

25  mg. 
25  mg. 
30  mg. 
10  mg. 
0.1  mg. 
157  mg. 
122  mg. 
0.1  mg. 

1 mg. 
0.1  mg. 
1 mg. 
1 mg. 
5 mg. 
0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 


'MEDICINE  — A LIFELONG  STUDY'  IS 
THEME  OF  BIG  CHICAGO  CONFERENCE 


Patterns  of  success  and  patterns  of  failure 
in  the  great  cooperative  movement  to  im- 
prove the  health  care  of  people  everywhere 
will  be  exchanged  and  compared  when  med- 
ical educators  from  50  different  countries 
gather  in  Chicago  for  the  Second  World  Con- 
ference on  Medical  Education,  Aug.  29  to 
Sept.  4. 

“This  seven-day  meeting,  jointly  sponsored 
by  the  great  world  bodies  of  medicine,  will 
provide  a common  ground  for  the  free  ex- 
change of  scientific  information  and  exper- 
iences between  countries,”  said  Dr.  Louis  H. 
Bauer,  New  York,  secretary-general  of  the 
World  Medical  Association.  “In  this  way,  a 
treasure-house  of  ideas  and  a compendium 
of  knowledge  in  the  broad  field  of  medical 
education  will  flow  from  the  more  advanced 
countries  to  those  now  m&ving  into  the  full 
light  of  medical  progress.” 

The  conference  is  being  held  under  the 
auspices  of  the  World  Medical  Association, 
which  was  founded  12  years  ago,  one  of  its  7 
objectives  being  “to  assist  all  people  of  the 
world  to  attain  the  highest  possible  level  of 


health.”  The  association  is  now  composed  of 
55  national  medical  associations  representing 
about  700,000  physicians. 

Collaborating  with  the  World  Medical  As- 
sociation in  sponsoring  the  Chicago  confer- 
ence are  the  World  Health  Organization,  the 
Council  for  International  Organizations  of 
Medical  Sciences,  and  the  International  Asso- 
ciation of  Universities. 

President  Eisenhower,  who  has  been  keenly 
interested  in  the  financial  problems  of  med- 
ical schools  ever  since  his  days  at  Columbia 
University  where  he  helped  organize  the 
National  Fund  for  Medical  Education,  is  pa- 
tron of  the  conference.  He  has  been  invited 
to  address  the  opening  plenary  session  on 
Monday,  Aug.  31. 

Dr.  Bauer  said  that  the  Chicago  meeting 
will  mark  the  second  time  that  the  govern- 
ments and  the  professions,  working  together, 
“have  grasped  the  significance  of  health  prob- 
lems on  an  international  scale  for  the  benefit 
of  all  mankind.”  The  First  World  Conference 
on  Medical  Education  was  held  in  London  in 
1953. 
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around  the  clock  ulcer  control  with  B.I.D  . dosage 


Just  one  10  mg,  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory /antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  ulcerative  colitis,  and 
other  gastrointestinal  disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 
Dosage:  10  mg.  b.i.d.  (morning  and  evening). 


EVEN  REFRACTORY 
CASES  RESPOND 


Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.;  Clin.  Med. 
6:423  (March)  1959.  *Tradeiiiark 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


p® 


Ointments  Tubes  of  34  oz.  and  34  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  s Bottles  of  5 cc.  with  sterile  dropper. 


CORTISPORIN 

brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


brand  ANTIBIOTIC  OINTMENT 


3i&ss:“ 


Ointment:  Tubes  of  34  and  1 oz.  and  tubes  of  34  oz.  with  ophthalmic  tip. 
. Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

U pill  ( Lotion  ; Plastic  squeeze  bottles  of  20  cc. 

R tfl  j Powder  i Shaker-top  bottles  of  10  Gm. 


POLYSPORIN 

I..  >..■  ANIlBinnC  OINTMENT 





Ointment:  Tubes  of  34  oz.,  1 oz.  and  34  oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  CU.S.A.)  INC.,  Tuekalioep  H.  Y. 


just  two  tablets  at  bedtime 

% ^ ® 

alseroxylon,  2 mg. 

When  more  potent  drugs  are 
needed,  prescribe  one  of  the  con- 
venient single-tablet  combinations 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 
or 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium 
chloride  dihydrate  250  mg. 


Because 

Rauwiloid  provides  effective  Rauwolfia 
action  virtually  free  from  serious  side  effects 
. . . the  smooth  therapeutic  efficacy  of  Rauwiloid 
is  associated  with  a lower  incidence  of  certain 
unwanted  side  effects  than  is  reserpine . . . and 
with  a lower  incidence  of  depression.  Toler- 
ance does  not  develop. 

Rauwiloid  can  be  initial  therapy  for  most 
hypertensive  patients ...  Dosage  adjustment  is 
rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pres- 
sure levels  are  reached  with  combination  medication. 


Nortbridgef  California 


"Doctor,  I get  so  mad  at  everyone  when  I diet.” 

‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic,  ‘Dexedrine’ 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — oEXEDRiNEf 


SMITH  KUNE  & FRENCH  LABORATORIES 


I 


i 


★T.M.  Reg.  U.S.  Pat.  Off. 


fT.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


versatile,  decisive,  and 

n n 


(propionyl  erythromycin  ester,  Lilly) 

in  most  common 
bacterial  infections 

The  usual  dosage  for  adults  and  children 
over  fifty  pounds  is  250  mg.  every  six  hours. 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.S.A. 


932593 


wherever  staphylococci  present  a problem 


CHLOROMYCETIN 


II 

I 

I 


Increased  incidence  of  staphylococcal  infections  has  been  reported  for  Europe,  Britain 
Australia,  New  Zealand,  and  the  Americas World-wide  reports  indicate  that  many  strain^ 
responsible  for  these  infections  are  resistant  to  commonly  used  antibioticsd'^’^'^^  However 
this  ubiquitous  pathogen,  according  to  studies  from  Germany,^  Canada,^  Uganda,^®  New 
Zealand,^^  England,^-  and  the  United  States, remains  sensitive  to  CHLOROMYCETIN, 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals*^ 
of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  a; 
with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  oi 
intermittent  therapy. 

REFERENGES:(1)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  Year  Book  Publishers,  Inc.,  1958,  p.  21.  (2)  Pryles,  C.  V.:  Pediatric.^! 
21:609,  1958.  (3)  Monro,  J.  A.,  & Markham,  N.  E:  Lancet  2:186,  1958.  (4)  Purser,  B.  N.:  M.  ].  Australia  2:441,  1958.  (5)  Williams: 
B.  E.  O.,  in  National  Conference  on  Hospital-Acquired  Staphylococcal  Disease,  Sept.  1.5-17,  1958,  Atlanta,  Georgia,  U.  S.  Dept 
Health,  Education,  and  Welfare,  Communicable  Disease  Center,  1958,  p.  11.  (6)  Rountree,  P.  M.,  & Beard,  M.  A.:  M.  J.  Australia  2:789 


1958.  (7)  Mudd,  S.:  J.A.M.A.  166:1177,  1958.  (8)  Fischer,  H.  G.:  Deutsche  med.  Wchnschr.  84:257,  1959.  (9)  Royer,  A.,  in  Welch,  Hj 


& Marti-Ibahez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  783.  (10)  Hennessey,  R.  S.  E,  &• 
Miles,  R.  A.:  Brit.  M.  J.  2:893,  1958.  (11)  .Markham,  N.  E,  & Shott,  H.  C.  W.;  New  Zealand  M.  ].  57:55,  1958.  (12)  Oswald,  N.  C.; 
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HOSPITAL  PATIENTS  (201  strains) 


CHLOROMYCETIN  98% 

ANTIBIOTIC  A 88% 


ANTIBIOTIC  B 54% 
ANTIBIOTIC  C 48% 


UNIVERSITY  CLINIC  PATIENTS  (209  strains) 

Chloromycetin 

antibiotic  a 83% 

ANTIBIOTIC  B 45% 

ANTIBIOTIC  C 43% 

0 20  40  60  80  100 

*Adapted  from  Fischer.®  ^ 

PARKE,  DAVIS  & COMPANY  ' DETROIT  32,  MICHIGAN  t 
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StrikingxclinicaN'estilts  yvith  DECADROI^  are  reportedt  in  92  percent  of  33^9  fiati^nts  wit|^ 

\ dermatological  di^c^rde^,  incjudihg  cases  previously  unresponsive  or  resistant  to  corticosteroids. 
There  were\o  majdr^complic^tion^v  and  even  minor  side  effects  occurred  / j 

in  less  than  eight  percent  of  patientsX 

Moreover,  in  ipany  cases  >eactions  induced  by  previousi  steroid  therapy,  such  as  edema, 
Cushingoid  appearance,  headache.  Vertigo,  muscular  weakness,  depression,  hirsutism, 
and  glycosuria,  disappeared  during  therapy  with  DECApRON.  tAnalysis  of  clinicat  reports. 

Dosage:  One  0.75  mg.  tablet  of  DECADRON  will  usually  replace  one  4 mg.  tablet  of  fnethylprednisolone  or  ttiamcinbipne, 
one  5 mg.  tablet  of  prednisone  or  prednisolone,  one  20  mg.  tablet  of  hydrocortisone,  or  one  25  mg.  tablet  of  cortisone. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  100  and  1000. 

^1958  Merck  & Co.,  Inc.  *DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ‘i  ’ 


MERCK  SHARP  & DOHME 
sra  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’-’°  Studies  performed  in  conjunction  with 
gastrectomy'*’ 5 and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  Imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^''*-®  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.'* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours 
after  being  mixed  into  water. 


Calurin  crystals  in  solution  one  min- 
ute after  being  mixed  into  water. 


STABLE 


ALURIN 

SOLUBLE  CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


’article-induced  ulceration  — section  through  lesion 
'ound  in  gastrectomy  specimen.  An  aspirin  particle  was 
'ound  firmly  imbedded  in  this  undermined  erosion.  Such 
esions  may  be  associated  with  the  relative  insolubility 
)f  aspirin,  which  remains  in  particulate  form  after 
jispersion  in  gastric  contents. 

CALURIN  is  the  aspiri 
when  high-dosage,  long-t 


Calurin,  being  freely  soluble,  is  promptly  available  for 
absorption  into  the  systemic  circulation.  Salicylate 
blood  levels  in  12  subjects  receiving  both  Calurin  and 
plain  aspirin  were  found  to  rise  more  than  twice  as  high 
within  ten  minutes  following  Calurin.  Also,  these  levels 
persisted  higher  for  at  least  two  hours.” 

n of  choice,  especially 
erm  therapy  is  indicated: 


1  High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage  is  of 
special  importance  in  arthritis  and  other  conditions  requiring  high-dosage, 
long-term  therapy. 


2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic,  anti- 
pyretic, anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if  desired 
— an  advantage  for  patients  requiring  aspirin  administration  during  the 
night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300  mg.  (5  gr.) 
)f  acetylsaiicylic  acid.  For  relief  of  pain  and  fever  in  adult 
patients,  the  usual  dose  of  Calurin  is  1 to  3 tablets  every  4 
(lours,  as  needed;  in  arthritic  states,  2 or  3 tablets  3 or  4 times 


daily;  in  rheumatic  fever,  3 to  5 tablets  4 or  5 times  daily. 
For  children  over  6 years,  the  usual  dose  is  1 tablet  every 
4 hours;  for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES;  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott,  G.  A.  M.:  Gastroscopic 
JDservation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach,  Lancet  2:1222,  1938.  3.  Editorial  Comments:  The  effect  of 
icetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955. 
5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet  1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant.  Gastroenterology 
13:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff,  H.:  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco, 
Palif.,  June,  1958.  8.  Batterman,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsaiicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.: 
Laboratory  and  clinical  studies  with  buffered  and  nonbuffered  acetylsaiicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin  plain  and 
buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of  acetylsaiicylic  acid  or  calcium 
|jcetylsalicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharmacology,  Geo.  Washington  Univ.  School  of  Medicine, 
|/Vashington,  D.  C.,  Sept.  5,  1958.  ^TRADEMARK 


SMITH-DORSEY  • a cJivision  of  The  Wander  Company  • Lincoln,  Nebraska 


NOW-YOU  CAN  PRESCRIBE  THE  UNSURPASSED  ADVANTAGES  ( 


superior  antiallergic  efficacy 
with  new  low  dosage 


• combines  the  anti-inflammatory,  antiallergic  and  antihista- 
minic  effects  of  two  agents— ARISTOCORT  and  chlorphenira- 
mine which,  separately,  have  been  proved  highly  effective  in 
the  treatment  of  allergy 

• permits  greater  latitude  in  adjusting  dosage  to  minimum  level 
needed  for  maintenance,  because  ARISTOCORT  and  chlor- 
pheniramine are  supplied  in  the  lowest  dose  tablets  available 
for  each  component  alone 

• supplies  ascorbic  acid  for  increased  demand  in  stress  conditions 


Indications;  Generalized  pruritus  of  allergic  origin;  hay 
fever,  allergic  rhinitis,  perennial  asthma,  seasonal  and 
perennial  rhinitis,  vasomotor  rhinitis;  drug  reactions 
and  other  allergic  conditions. 

Dosage;  One  to  eight  capsules  a day  in  divided  doses. 
Dosages  should  he  established  on  the  basis  of  individual 
therapeutic  response. 

Precautions;  Drowsiness  may  occur,  and  is  usually 
due  to  the  antihistamine  effect.  Occasionally  this  may 
also  cause  vertigo,  pruritus  and  urticaria.  Because  of 
the  low  dosage,  side  effects  with  Aristo.min  have  been 
relatively  infrequent  and  minor  in  nature.  However, 
since  Aristocort  Triamcinolone  is  a highly  potent 
glucocorticoid  with  profound  metabolic  effect,  all  pre- 
cautions and  contraindications  traditional  to  cortico- 


steroid therapy  should  be  observed.  Discontinuance  of 
therapy  must  not  be  sudden  after  patients  have  been  on 
steroids  for  prolonged  periods.  It  must  be  carried  out 
gradually  over  a period  of  as  much  as  several  weeks. 

Further  information  available  on  request. 

Supply;  Each  Aristomin  Capsule  contains; 


Aristocort®  Triamcinolone 1 mg. 

Chlorpheniramine  Maleate 2 mg. 

Ascorbic  Acid 75  mg. 

Bottles  of  30  and  100 


References;  1.  Maurer,  M.  L.:  Clinical  Report,  cited 
with  permission.  2.  Levin,  L.:  Clinical  Report,  cited 
with  permission.  3.  Gaillard,  G.  E.:  Clinical  Report, 
cited  with  permission. 


i 


1ST0C0RTIN  ANTIHISTAMINE  COMBINATION 


r ^ r ^ ^ 

Steroid-Antihistamine  Compound  LEDERLE 


comments  by 
clinical  investigators: 

“I  would  conclude  that  Aristomin 
is  truly  a worthwhile  aid  in  treating 
allergic  problems.”^ 

“The  results  have  been  uniformly 
good.  The  patients  have  stated  that 
their  symptoms  were  very  much 
relieved.  I have  not  encountered  any 
side  reactions  except  from  one 
patient,  who  complained  of  some 
drowsiness,  which  I attribute  to  the 
antihistamine.”^ 

“In  general . . .it  [Aristo.min]  is 
an  excellent  product.  Over-all,  it 
appears  to  he  more  effective  than 
any  simple  antihistamine  we  have 
used.  Despite  the  fact  that  we 
employed  it  in  the  treatment  of  a 
variety  of  nonselccted  individuals 
and  problems,  ive  had  c.vcellent  and 
good  resxdts  in  25  of  the  39 
patients."^ 


(lung  X 65,  Injected  with  carbon-gelatin) 


DERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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“It  is  concluded  that 

the  addition  of 
buffering  agents  to 

acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!’' 


’Sadove,  Max  S.  and  Schwartz,  Lester;  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958. 
Nonbuffered  Material  Used— Bayer  ® Aspirin. 
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Reaching  for  9B 
shoes  and  other  top 
shelf  sizes  is  no 
joke ...  it  gave  me 
a terrible  kink  | 
in  my  back. 


The  pain  went  away 
fast— in  just  15  minutes 
—and  I was  back  on 
the  job  the  next 
morning!  But  not  one 
9B  customer  came 
in  the  whole  day! 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit- 
forming.  Federal  law  permits  oral  prescription. 


Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38  mg. 
dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homatropine  i 
terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg. 
phenacetin,  and  32  mg.  caffeine.  , , 


AND  THE  PAIN 

WENT  AWAY  FAST 


Literature?  Write 

ENOO  LABORATORIES 

Richmond  Hill  18,  New  York 


Before  the  day  was 
over,  I could 
hardly  stoop  to  push 
a shoehorn. 


rcrcouan  Tablets 

Salts  of  Olhydrohydroxyeodeinone  and  Homatropine,  plus  APC 

FOId  PAIN 


ACTS  FASTER  — usually  within  5-15  minutes. 

LASTS  LONGER  — usually  6 hours  or  more.  MORE 
THOROUGH  RELIEF  — permits  uninterrupted  sleep 
through  the  night.  RARELY  CONSTIPATES  — excellent 
for  chronic  or  bedridden  patients.  VERSATILE  — new 
“demi”  strength  permits  dosage  flexibility  to  meet  each 
patient’s  specific  needs.  Percodan-Demi  provides  the 
Percodan  formula  with  one-half  the  amount  of  salts  of 
dihydrohydroxycodeinone  and  homatropine. 


I called  my 
doctor  that  night 
and  picked  up 
the  tabiets  he 
prescribed. 
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N.  E.  Wessman,  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1962)  Yankton 

Ninth  District  (Black  HUls) 

J.  D.  Bailey,  M.D.  (1961)  Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961)  Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961)  Milbank 

STANDING  COMMITTEES  — 1958-1959 
Scientific  Work 

C.  J.  McDonald,  M.D Sioux  Falls 

R.  A.  Buchanan.  M.D.  Huron 

A.  P.  Reding,  M.D Marion 

C.  R.  Stoltz,  M.D.  Watertown 

Legislation 

H.  Russell  Brown.  M.D.,  Chr.  (1960)  Watertown 

M.  C.  Tank.  M.D.  (1962)  Brookings 

E.  T.  Ruud,  M.D.  (1962)  Rapid  City 

Paul  Bunker,  M.D.  (1960)  1 Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  Pierre 

H.  R.  Lewis,  M.D.  (1961)  Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961)  Sioux  Falls 

G.  S.  Paulson,  M.D.  (1962)  Rapid  City 

Robert  Rank,  M.D.  (1960)  Aberdeen 

Medical  Defense 

A.  P.  Reding,  M.D.,Chr.  (1961)  ..Marion 

L.  J.  Pankow,  M.D.  (1962)  ...Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960)  Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960)  Yankton 

R.  C.  Jahraus,  M.D.  (1960)  Pierre 

Ronald  Price,  M.D.  (1961)  Armour 

Warren  Jones,  M.D.  (1961)  Sioux  Falls 

W.  H.  Saxton,  M.D.  (1962)  . Huron 

F.  R.  Williams,  M.D.  (1962)  Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr,  (1961)  Brookings 

Abner,  Willen.  M.D.  (1962)  Clark 

R.  H.  Hayes,  M.D.  (1960)  Winner 

Necrology 

J.  C.  Murphy,  M.D.,  Chr.  (1960)  Murdo 

E.  J.  Batt,  M.D.  (1962)  Sisseton 

L.  L.  Parke,  M.D.  (1961)  Canton 

Public  Health 

N.  E.  Wessman,  M.D.,  Chr.  (1960)  Sioux  Falls 

T.  E.  Mead,  M.D.  (1961)  Spearfish 

J.  T.  Cowan,  M.D.  (1962)  Pierre 

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  Aberdeen 

E.  G.  Huppler,  M.D.  (19621  — ..  Watertown 

G.  F.  McIntosh,  M.D.  (1961)  Eureka 

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  Sanator 

B.  T.  Lenz,  M.D.  11962)  . Huron 

R.  J.  Bareis,  M.D.  (1961)  Rapid  City 

Maternal  & Child  Welfare 

Brooks  Ranney,  M.D.,  Chr.  (1962)  . Yankton 

L.  W.  Tobin,  M.D.  (1961)  . ....Mitchell 

W.  A.  Anderson,  M.D.  (1960)  Sioux  Falls 

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961)  ..  Sioux  Falls 

M.  E.  Sanders,  M.D.  (1962)  Redfield 

Clifford  Gryte,  M.D.  (1960)  Huron 


Executive  Committee 


R.  A.  Buchanan,  M.D.,  Chr Huron 

C.  J.  McDonald,  M.D.  Sioux  Falls 

R.  H.  Hayes,  M.D Winner 

C.  R.  Stoltz,  M.D.  Watertown 

A.  P.  Reding,  M.D.  Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  Sioux  Falls 

M.  M.  Morrissey,  M.D.  (1964)  Pierre 

A.  W.  Spiry,  M.D.  (1960)  Mobridge 

D.  S.  Baughman,  M.D.  (1961)  ...Madison 

A.  P.  Peeke,  M.D.  (1963)  Volga 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961)  Brookings 

George  Smith,  M.D.  (1960)  Sioux  Falls 

R.  C.  Knowles,  M.D.  (1962)  Sioux  Falls 

H.  A.  Bowes,  M.D.  (1962)  Aberdeen 

C.  G.  Baker,  M.D.  (1960)  ..Yankton 

R.  E.  Cooper,  M.D.  (1961)  Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  Sioux  Falls 

J.  C.  Hagin,  M.D.  (1961)  Miller 

F.  C.  Totten,  M.D.  (1959)  Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  Watertown 

G.  Q.  Olson,  M.D.  (1962)  Rapid  City 

H.  W.  Farrell,  M.D.  (1960)  Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr.  i Watertown 

J.  P.  Steele,  M.D.  Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  A.  Boyce,  M.D Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D.  Pierre 

American  Medical 
Education  Foundation 

F.  C.  Kohlmeyer,  M.D.,  Chr Sioux  Falls 

J.  C.  Hagin,  M.D Miller 

O.  J.  Mabee,  M.D.  Mitchell 

H.  L.  Saylor,  Jr.,  M.D.  Huron 

S.  F.  Sherrill,  M.D.  Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D.,  Chr Sioux  Falls 

J.  T.  Elston,  M.D Rapid  City 

W.  F.  Stanage,  M.D Yankton 

H.  R.  Wold,  M.D.  Madison 

G.  E.  Tracy,  M.D.  Watertown 

Mary  Price,  M.D.  Armour 

A.  C.  Vogele,  M.D Aberdeen 

H.  B.  Munson,  M.D Rapid  City 

R.  F.  Thompson,  M.D.  Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr ^ Brookings 

D.  L.  Kegaries,  M.D Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  and  Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D.  Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D.  Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D Vermillion 

Prepayment  and  Insurance  Plans 

D.  H.  Breit,  M.D.,  Chr .Sioux  Falls 

H.  Russell  Brown,  M.D.  Watertown 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

J.  J.  Feehan,  M.D Rapid  City 

J.  P.  Steele,  M.D . Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 

A.  P.  Peeke,  M.D.,  Chr Volga 

G.  E.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D.  Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr Madison 

C.  L.  Vogele,  M.D Aberdeen 

D.  J.  Buchanan  Huron 

Workmen’s  Compensation 

R.  R.  Giebink,  M.D.,  Chr Sioux  Falls 

A.  J.  Bartron,  M.D Watertown 

H.  R.  Lewis,  M.D Mitchell 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr.  Rapid  City 

R.  L.  Carefoot,  M.D Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

George  Smith,  M.D.,  Chr Sioux  Falls 

R.  E.  Van  Demark,  M.D Sioux  Falls 

Paul  Bunker,  M.D.  Aberdeen 

D.  Hillan,  M.D Madison 

C.  F.  J.  Blunck,  M.D Rapid  City 

Press  Radio  Committee 

P.  P.  Brogdon,  M.D.,  Chr.  Mitchell 

Steve  Brzica,  M.D.  Sioux  Falls 

E.  A.  Rudolph,  M.D Aberdeen 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D.  Volga 

H.  Russell  Brown,  M.D.  Watertown 

R.  A.  Boyce,  M.D.  Rapid  City 

P.  V.  McCarthy,  M.D.  Aberdeen 

E.  J.  Perry,  M.D.  Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D Lemmon 


(Continueii  on  Page  30) 
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KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


ABOUT  WOMEN'S  TISSUE  ADIPOSE 

(The  follozvinff  poem  ’was  submitted,  anonymously  to 
Drs.  Dean  and  McManus  of  fVessington  Springs  ’who 
suggested  publication) . 

Here  you  are  starting  life  out  with  a man 
And  you  are  trim  and  slim  and  neat  and  sweet 
And,  life  being  what  it  am, 

You  glow,  and  hearts  skip  a beat. 

And  you  get  impregnated 
Because  you’re  mated. 

Then  comes  a day  you’ll  rue 
you  eat  for  two 
Because  mamas  do. 

You  accept  this  impregnation. 

Psychiatrists  say. 

With  mixed  emotions. 

This  sweet  bundle  of  joy,  be  it  girl  or  boy. 
You  love,  but  it’s  sweet  da  das  and  go-os 
Don’t  satisfy  your  desire  to  hear  adult  views 
You’re  restless  with  life  inside  four  walls 
And  baby’s  constant  bawls 
And  you  tend  to  drift  back  into  a basic 
pleasure-inducer  eating 
Which  you  find  yourself  repeating. 

Because  food  is  reminicent  of  sociability. 
Something  you  knew  in  courting  days. 

And  before  baby  and  diapers  and  baby  food 
cans. 

Something  you  experienced  with  your  man. 
So  when  10  a.m.  comes  and  2 p.m.  and  eight. 
You  brew  a pot  of  coffee  and  you  wait. 
Hoping  he’ll  come  with  stimulating  conver- 
sation and  a plan 
To  renovate  the  davenport 
Or  explain  the  latest  theory  advanced  by 
Einstein. 

What  happens  is  he’d  rather  discuss  it  with 
the  boys. 

And  figures  you’re  too  busy  anyway  with 
baby  and  his  toys  to  notice  him. 

So  you  proceed  to  eat 

Two  pieces  of  what  you  intended  for  his  treat. 
Therefore  and  therein  lies  the  tale 
Of  why  wives  grow  fat 
And  men’s  eyes  roam 
Away  from  home. 

And  fat  mama  in  desperation  goes 
to  Drs.  and  lament  their  woes. 

And  Drs.  in  self-defense  prescribe  tran- 
quillizers and  a diet  and  hope  she’ll  try  it. 
And  sadder  gets  and  more  sadder  grows 
And  makes  cracks  at  tissue  adipose 
and  (who  laughs  last  increases  mirth) 

He  subsequently  increases  his  girth 
By  living  well  of  this  fat  of  the  earth. 


14 


S.D.J.O.M.  JULY  1959  -ADV. 


DEAN'S  LETTERS  TELL  HOW  AMEF 
GRANTS  ARE  USED 

Letters  from  80  of  the  85  medical  schools 
have  reached  AMEF  offices  thanking  the 
Foundation  for  the  1959  grants  and  telling  of 
the  uses  to  which  they  have  been  put.  The 
majority  of  schools  used  all  or  part  of  the 
grant  for  augmenting  salaries,  but  other  uses 
range  from  providing  air  conditioning  units 
for  laboratories  to  support  of  a Humanities 
Course  giving  training  to  medical  students 
in  the  cultural  aspects  of  medicine. 

Nearly  all  of  those  who  wrote  commented 
on  the  usefulness  of  totally  unrestricted 
money.  A letter  from  the  University  of  Min- 
nesota puts  it  this  way:  “The  lack  of  restric- 
tions upon  the  way  in  which  (the  funds)  may 
be  used,  makes  them  particularly  valuable 
in  meeting  a host  of  essential,  educational 
needs  of  our  medical  school.”  Washington 
University,  St.  Louis:  “We  should  not  have 
been  able  to  expand  our  program  to  its  pres- 
ent degree  without  unrestricted  gifts  ...  as 
(those)  provided  by  the  Foundation.”  Albany 
Medical  College:  “The  College  is  very  appre- 


ciative of  the  Foundation’s  efforts  to  provide 
these  unrestricted  funds  which  permit  it  to 
progress  beyond  the  limitations  imposed  by 
its  own  private  sources  of  income.  We  have 
almost  come  to  depend  on  A.M.E.F.  as  one  of 
our  few  regular  sources  of  “Hard  money  ...” 
Cornell  University:  “.  . . making  funds  avail- 
able for  unrestricted  use  makes  it  possible 
for  us  to  use  these  funds  to  greatest  advan- 
tage.” University  of  Pittsburgh:  “One  of  the 
significant  features  of  Foundation  money  is 
the  fact  that  it  is  unrestricted  . . . we  can 
place  this  support  most  effectively  to 
strengthen  the  medical  school  teaching  pro- 
gram at  our  school.”  Vanderbilt  University: 

. . money  from  this  source  is  completely 
unrestricted  and  thus  may  be  used  in  the 
area  of  greatest  need,  and  an  area,  that 
changes  from,  year  to  year  and  from  school 
to  school.” 

Reports  indicate  that  most  schools  utilized 
the  money  for  several  purposes.  Only  34% 
reported  single  use  of  the  grants  and  of  these 
the  predominant  use  was  in  the  area  of  fac- 
ulty salaries:  approximately  28%  of  the  to- 
tal use  was  exclusively  for  instructional 
budgets  with  the  additional  six  per  cent 
divided  equally  among  equipment, 
scholarships,  and  use  to  match  other 
grants.  Overall  89%  reported  use  of  all 
or  part  of  the  grants  for  salary  support; 
41%  used  a part  to  purchase  equipment; 
12.5%)  used  some  for  scholarship  and  stu- 
dent aid;  16%-  spent  some  on  research; 
5%  used  a part  of  their  AMEF  grant  to 
match  other  outside  grants,  (usually  con- 
nected with  a building  project);'  6%  of 
the  schools  directed  some  money  to  bet- 
ter their  medical  libraries;  6%  spent  a 
portion  on  new  building  or  remodeling; 
23%  reported  use  of  AMEF  grants  on 
personnel  or  curriculum  development 
programs  and  14%  used  a portion  for 
travel  expenses  to  send  faculty  members 
to  medical  meetings  or  to  bring  visiting 
lecturers  to  their  various  campuses.  .An 
indication  of  the  many  needs  of  each 
school  is  apparent  from  the  23%  of  the 
schools  who  reported  two  areas  where 
funds  were  used  and  43%  who  reported 
from  three  to  six  uses  to  Which  AMEF 
funds  were  put. 


Motor  Hotel  Guide 

for  the  Highway  Trai)ekrf^^\ 


by  BILL  ROAM  I R 


CLEARWATER  BEACH,  FLA. 

Here's  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 


‘••Member*** 

CONGRESS 


LAGOON 

APT.  MOTEL 

155  Gulf  way  Blvd.  South 
Clearwater  Beach,  Florida 


FREE'  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 
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Through  the  centuries,  Medicine  has  measured  its  most  significant  advances  in 
terms  of  human  benefits.  Parke-Davis,  through  its  “Great  Moments  in  Medicine" 
series,  continues  to  remind  millions  of  people  throughout  the  world  of  Medicine’s 
constant  efforts  to  promote  the  welfare  of  mankind  . . . from  the  very  outset  of 
recorded  history  to  the  wonderful  realities  of  today.  The  advertisement  you  see 
here  will  be  the  fifth  in  this  striking  institutional  series,  and  will  soon  appear  in 
LIFE,  SATURDAY  EVENING  POST, TIME,  READER’S  DIGEST  and  TODAY’S  HEALTH. 
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WHAT  DOES  BLUE  SHIELD  REALLY 
MEAN  TO  US? 

Why  should  we  doctors  take  a special  in- 
terest in  our  local  Blue  Shield  Plans? 

For  one  thing,  most  Blue  Shield  Plans  were 
created  by  our  county  and  state  medical  so- 
cieties, and  most  people  identify  Blue  Shield 
as  our  prosession’s  special  contribution  to 
medical  care  prepayment.  If  Blue  Shield  fails 
to  satisfy  its  subscribers,  many  of  them  will 
quite  properly  put  the  blame  on  us. 

We  have  another  vital  interest  in  Blue 
Shield:  it  embodies  our  own  idea  of  the  best 
way  to  provide  prepaid  care  on  terms  that 


enable  us  to  practice  medicine  the  way  we 
believe  it  should  be  practiced.  Whether  we 
work  as  solo  practitioners  or  in  groups.  Blue 
Shield  serves  our  patients  without  disturbing 
their  relationships  with  us,  and  without  affec- 
ting our  professional  services  to  them. 

We  are  also  legitimately  concerned  with 
Blue  Shield  because  its  payments  account  for 
an  ever  larger  part  of  our  professional  in- 
comes. We  want  to  make  sure,  over  the  long 
pull,  that  Blue  Shield  can  and  will  compen- 
sate us  fairly  and  reasonably  for  the  services 
for  which  these  Plans  assume  the  respon- 
sibility of  compensating  us. 

Many  other  agencies  are 
sponsoring  medical  care  pre- 
payment plans.  Each  of  these 
programs,  whether  sponsored 
by  industry,  labor,  consumer 
groups  or  private  insurance 
companies,  has  its  merits. 
But  none  of  them  is  com- 
1 mitted  — as  Blue  Shield  is  — 
1 to  guidance  by  our  profes- 
!!  sion.  If  any  or  all  these  other 
agencies  were  to  gain  pre- 
dominance in  the  medical 
care  prepayment  field,  then 
our  profession  would  no  lon- 
ger control  the  basic  economy 
of  medicine  and  the  pattern 
of  medical  practice. 

Blue  Shield  is  the  largest 
single  factor  in  medical  care 
prepayment  today.  It  is  mak- 
ing payments  to  physicians 
for  services  rendered  Blue 
Shield  patients  at  the  rate  of 
more  than  half  a billion  dol- 
lars a year,  and  nearly  one 
quarter  of  all  the  people  in 
America  are  Blue  Shield 
members. 

Blue  Shield  is  big  because 
medicine  has  a big  Job  to  do, 
and  the  people  of  America 
evidently  like  the  way  we’re 
trying  to  do  it.  Blue  Shield 
is  big  business  — but  it  can’t 
go  anywhere  without  our 
help  and  guidance. 
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No.  745  . 


,$60.00 


KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesoto 


Rapid  City,  S.  D. 

528  Kansas  City  St. 
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YESPRIN 


SQUIBB  TRIFLUPROMAZINE  HYDROCHLORIDE 


made  the  difference 

in  anxiety  and  tension  states  / psychomotor  agitation  / 
phobic  reactions  / obsessive  reactions  / senile  agitation 
/ agitated  depression  / emotional  stress  associated  with  a 
wide  variety  of  physical  conditions 


In  the  patient  with  anxiety  and  tension  symptoms  — Vesprin  calms  him  down  without  slowing  him 
up... and  does  not  interfere  with  his  working  capacity.  Vesprin  permits  tranquilization  without 
oversedation,  lethargy,  apathy  or  loss  of  mental  clarity 

And  Vesprin  exhibits  an  improved  therapeutic  ratio  — enhanced  efficacy  with  a low  incidence  of 
side  effects;  no  reported  hypotension,  extrapyramidal  symptoms,  blood  dyscrasia  or  jaundice  in 
patients  treated  for  anxiety  and  tension.'  -’* 

dosage:  for  “round-the-clock”  control  — 10  mg.  to  25  mg.,  b.i.d.;  for  “once-a-day”  use  — 25  mg. 
once  a day,  appropriately  scheduled,  for  therapy  or  prevention,  supply:  Oral  Tablets,  10,  25  and 
50  mg.,  press-coated,  bottles  of  50  and  500;Emulsion  (Vesprin  Base)  — 30  cc.  dropper  bottles 
and  120  cc.  bottles  (10  mg./cc.).  references:  1.  Stone,  H.H.:  Monographs  on  Therapy  5:1 
(May)  1958.  2.  Reeves,  J.E.  Postgrad.  Med.  24:687  (Dec.)  1958,  3.  Burstein,  F.:  Clinical 
Research  Notes  2 : 3,  1959.  4.  Kris,  E. : Clinical  Research  Notes  2 ; 1,  1959.  vESPRrN®*  is  ^ sguitb  Tr»dem*ri. 

Vesprin -the  tranquilizer  that  fills  a need  in  every  major  area  of  medical  practice 
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Squibb  Quality  — 
the  Priceless  Ingredient 


NOW 

...  a new  way 
to  relieve  'pain 
and  stiffness 


INDICATED  INt 
MUSCLE  STIFFNESS 
LUMBOSACRAL  STRAIN 
SACROILIAC  STRAIN 
WHIPLASH  INiURY 
BURSITIS 


in  muscles 
and  joints 


SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 

FIBROMYOSITIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  p 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N»isopropyI-2-methyl-2-propy!-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
' perception  without  abolishing  peripheral  pain  reflexes.  SoMA  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  SOMA  than  with  any  previously  used  analgesic,  sedative  or 
relaxant  drug. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  60  white  sugar-coated  360  mg.  tablets. 

Literature  and  samples  on  request. 
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greater  antihypertensive  effect.. .fewer  side  effects 


HYDROPRES 

much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension. 

• Since  hydrodiuril  and  reserpine  potentiate  each  other,  the  required  dosage  of 
each  is  lower  when  given  together  as  hydropres  than  when  either  is  given  alone. 

• HYDROPRES  provides  the  needed  and  valuable  tranquilizing  effect  of  reserpine. 
Lower  dosage  may  reduce  such  side  effects  of  reserpine  as 

excessive  sedation  and  depression. 

• Arrest  or  reversal  of  organic  changes  of  hypertension  may  occur. 

• Headache,  dizziness,  palpitations  and  tachycardia  are  usually  promptly  relieved. 
Anginal  pain  may  be  reduced  in  incidence  and  severity. 

• With  HYDROPRES,  dietary  salt  may  be  liberalized. 

• Convenient,  controlled  dosage. 

HYDROPRES-25  HYDROPRES-50 

25  mg.  hydroDIURIL,  0.125  mg.  reserpine.  50  mg.  hydroDIURIL,  0.125  mg.  reserpine. 

One  tablet  one  to  four  times  a day.  One  tablet  one  or  two  times  a day. 

If  the  patient  Is  receiving  ganglion  blocking  drugs  or  hydralazine, 
their  dosage  must  be  cut  in  half  when  HYDROPRES  Is  added. 


IVIERCK  SHARP  & DOHWIE,  division  of  merck  & co.,  inc.,  Philadelphia  i,  pa. 

»HYOROOiURIt.  AND  MYOROPRES  ARE  TRADEMARKS  OP  MERCK  & CO..  INC. 
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Corticosteroids  relieve  rheumatic 
pain  by  raising  the  pain  threshold. 


Corticosterone  is  the  only 
corticosteroid  identified  in 
adrenal  venous  blood. 


Approximately  10  mg.  of  urinary 
17-ketosteroids  are  excreted 
daily  during  normal  adrenocortical 
function. 

The  pioneer  experiments  on  the 
effects  of  adrenalectomy  were 
performed  by  Addison. 
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METICORTEN 

prednisone 

Even  in  long-term  therapy,  diet  and  salt 
restrictions  are  usually  unnecessary 
—a  benefit  of  Meticorten  repeatedly 
noted  by  investigators. 


Meticorten— 1,  2.5  and  5 mg.  tablets. 
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CO-PYRONIL  "provides  quick  relief  that  lasts  and  lasts 

Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever 
patients  symptom-free  and  on  the  job  all  day  long.  Not  just  an  antihistamine, 
Co-Pyronil  is  a triple  combination  that  assures  more  complete  relief  from  hay  fever 
and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride  (12.5  mg.),  to  complement  the  action 
of  two  antihistamines  by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  HistadyF'"  (25  mg.),  to  provide  relief  usually  within 
fifteen  to  thirty  minutes. 

a long-acting  antihistamine,  Pyronil®  (15  mg.),  to  maintain  relief  for  eight  to 
twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-Pyronil™  (pyrrobutamine  compound,  Lilly)  Histadyl™  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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ACUTE  BACTERIAL  ENDOCARDITIS 
DUE  TO  MICROCOCCUS 
PYOGENES — A CASE  REPORT 
E.  W.  Sanderson,  M.D. 

Sioux  Falls,  South  Dakota 


Acute  bacterial  endocarditis  is  defined  by 
Friedberg  as  an  inflammatory  disease  of  the 
endocardium  usually  caused  by  pyogenic 
organisms  and  characterized  by  a systemic 
infection  with  embolic  or  metastatic  phe- 
nomena and  if  untreated  terminates  fatally 
within  six  weeks.  It  is  distinguished  from 
subacute  endocarditis  by  a shorter  duration, 
usually  by  a different  causative  organisms, 
and  by  differences  in  clinical  and  pathological 
features.  These  differences  may  be  uncertain 
and  both  diseases  may  overlap  with  regard 
to  all  of  the  usual  distinguishing  features.  As 
in  subacute  endocarditis,  the  fundamental 
mechanism  of  acute  bacterial  endocarditis 
consists  of  bacterial  invasion  of  the  blood 
stream  with  localization  of  the  bacteria  on 
the  endocardium,  which  is  often  the  site  of  a 
previous  abnormality,  and  persistent  bac- 
termia,  toxemia  and  embolization  due  to  the 
bacterial  vegetations  on  the  endocardium. 

The  acute  disease  is  due,  most  commonly 
to  hemolytic  streptococcus,  pneumococci  or 
staphlococcus  aureus.  Other  organisms  re- 
sponsible for  acute  bacterial  endocarditis  may 
be  N gonorrhoeae,  N meningitidis,  E coli. 
Pseudomonas,  Klebsiella,  Actinomyces  bovis. 
Micrococcus  rugatus,  spirilla,  and  B an- 
thracis.  The  most  common  predisposing  fac- 


tor is  previous  valvular  or  congenital  heart 
disease  which  is  present  in  about  seventy  per 
cent  of  the  cases.  Because  of  the  greater  viru- 
lence of  the  causative  organisms  in  this  group, 
their  transient  invasion  of  blood  stream  is 
more  apt  to  result  in  a bacterial  focus  on  nor- 
mal valves  than  in  a transient  bacteremia 
with  less  virulent  organisms  causing  subacute 
endocarditis. 

In  contrast  with  the  subacute  cases,  acute 
bacterial  endocarditis  is  almost  always  pre- 
ceded by  some  overt  local  or  general  infection 
due  to  one  of  the  above  mentioned  organisms. 
The  original  infection  may  be  active  or  ap- 
parently healed  by  the  time  the  bacterial  en- 
docarditis is  manifest.  Sometimes  bacterial 
invasion  of  the  blood  stream  follows  opera- 
tive procedure  in  an  infected  organ  or  tissue; 
however,  in  a considerable  number  of  cases, 
the  infection  arises  from  some  undetermined 
focus  or  may  be  a terminal  infection  in  the 
course  of  a chronic  or  fatal  disease  such  as 
portal  cirrhosis,  leukemia  or  agranulocytosis. 
Age,  sex  and  race  do  not  appear  to  be  sig- 
nificant factors. 

PATHOLOGY 

The  pathology,  as  in  the  subacute  cases,  are 
vegetations  usually  superimposed  on  thick- 
ened, scarred  vascularized  rheumatic  valves 
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or  on  congenital  cardiac  lesions.  The  left  side 
of  the  heart  is  chiefly  involved.  Vegetations 
of  the  right  side  of  the  heart  are  caused  most 
often  by  the  gonococcus  but  even  this  organ- 
ism is  more  likely  to  attack  the  mitral  or 
aortic  valves.  Also,  ulceration  is  a feature  of 
the  acute  cases  and  because  of  this  process, 
aneuryisms  and  perforation  of  the  valves  and 
loss  of  substance  are  more  common  than  in 
the  subacute  cases.  Vegetations  are  found  on 
the  mural  endocardium  much  more  rarely 
than  in  subacute  bacterial  endocarditis.  The 
left  auricle  is  uncommonly  affected  but 
occasionally,  there  are  vegetations  on  the 
chorda  tendineae  and  papillary  muscles  of  the 
left  ventricle.  The  intraventricular  septum 
and  rarely  the  heart  wall  may  be  perforated. 

Microscopically,  the  vegetations  are  com- 
posed of  solid  bacterial  masses  of  fibrinous 
material  through  which  bacteria  are  pro- 
fusely scattered  through  the  very  surface  of 
the  lesion.  Blood  platelets  are  infrequent  and 
there  are  numerous  polymorphonuclear  leu- 
kocytes and  the  subjacent  valvular  tissues 
shows  extreme  necrosis  and  separation.  The 
bacteria  extend  into  the  collagenous  struc- 
ture of  the  valve.  Healing  is  absent  or  min- 
imal. There  may  be  numerous  focal  lesions 
consisting  either  of  myocardial  submiliary  or 
microscopic  abscesses  or  infiltrations  of  round 
cells  and  polymorphonuclear  leukocytes. 
Abscesses  formation  occurs  particularly  in 
staphylococcic  or  gonoccocal  infections.  Peri- 
carditis is  more  common  in  the  subacute  form. 
In  twenty  to  forty  per  cent,  there  is  a puru- 
lent or  sanguino-purulent  pericarditis  which 
may  be  discovered  at  post-mortem.  Patho- 
logical alterations  in  other  organs  such  as  the 
spleen  and  kidneys  vary  considerably  in  fre- 
quency, severity  and  kind,  according  to  the 
nature  of  the  causative  organism  and  the 
duration  of  the  illness. 

DIAGNOSIS 

The  clinical  picture  is  that  of  a general  in- 
fection or  septicemia  and  differs  in  no  way 
from  that  in  septicemias  without  bacterial  en- 
docarditis; therefore,  the  symptoms  of  acute 
bacterial  endocarditis  are  those  of  a general 
toxic  nature  with  embolic  and  vascular  and 
cardiac  symptoms.  The  onset  is  apt  to  be 
abrupt  with  fever  and  perhaps  a chill.  Some- 
times the  onset  is  indicated  by  persistent  or 
recurrent  fever  when  the  initial  infection  has 
finally  healed.  Profuse  diaphoresis,  marked 
weakness  and  various  cerebral  and  psychic 
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disturbances  may  occur.  Embolic  phenomena 
are  less  frequent  than  in  subacute  bacterial 
endocarditis,  probably  because  of  the  short 
duration  of  the  disease.  Infarction,  when 
present,  is  generally  purulent.  Cutaneous 
manifestations  are  frequent  and  the  petechiae 
are  frequently  definitely  embolic  in  nature 
and  may  have  a white  center  which  may  or 
may  not  be  elevated.  Those  with  elevated 
centers  are  really  miliary  abscesses.  Cardiac 
symptoms  consist  chiefly  of  organic  mur- 
murs due  to  previous  valvular  or  congenital 
disease  with  changes  in  the  quality,  intensity 
or  radiation  of  murmurs  previously  present 
or  of  the  development  of  mummurs  which 
were  previously  absent.  In  staphylococcus 
aureaus  endocarditis,  a positive  blood  culture 
is  usually  readily  obtained.  In  the  presence  of 
a cardiac  murmur,  bacterial  endocarditis  is 
probable  even  before  embolic  manifestations 
purulent  pericarditis,  metastatic  pneumonia 
or  abscesses,  petechiae  or  splenomegaly  are 
observed. 

In  a review  of  the  literature  from  the 
twelve  year  period  between  1936  and  1948  by 
Marion  Jones,  twenty-nine  case  reports  were 
found  of  acute  or  subacute  bacterial  endo- 
carditis due  to  micrococcus  pyogenes.  Eigh- 
teen of  these  cases  were  in  detail.  Eleven  of 
these  cases  were  superimposed  upon  rheu- 
matic heart  disease,  four  congenital  heart  di- 
sease, one  with  syphilitic  heart  disease  and 
one  with  chorea.  There  were  twelve  apparent 
recoveries  with  three  month  to  four  year 
follow-ups.  Alpha-hemolytic  streptococcus  or 
streptococcus  viridans  has  been  found  to  ac- 
count for  ninety  to  ninety-five  per  cent  of  all 
forms  of  endocarditis.  The  remaining  five  to 
ten  per  cent  are  caused  by  a great  variety  of 
other  micro-organisms  which  may  be  common 
saprophytic  inhabitants  of  the  human  body, 
which  by  chance,  invade  the  blood  stream  or 
by  micro-organisms  usually  of  greater  patho- 
genicity which  are  not  normal  inhabitants 
but  may  be  introduced  from  without  the 
body. 

CASE  REPORT 

The  patient,  M.  M.,  a fourteen  year  old 
white  girl  was  admitted  to  the  hospital  on 
July  1,  1957  with  the  history  of  having  had  an 
upper  respiratory  infection  one  month  pre- 
viously with  a persistent  chronic  cough  which 
was  non-productive.  On  the  morning  of  ad- 
mission, she  developed  headache,  malaise. 
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anorexia,  nausea  but  no  vomiting,  chills, 
fever,  weakness  and  numbness  of  the  left 
arm.  Her  mother  noted  cyanosis  of  the  lips, 
fingers  and  feet  during  the  day.  System  re- 
view was  non-contributory. 

Past  history  revealed  that  she  was  born 
with  congenital  heart  disease  and  that  she 
was  hospitalized  elsewhere  in  1954  for  a diag- 
nostic survey  including  cardiac  catheteriza- 
tion. Blood  samples  revealed  slight  arterial- 
ization  of  the  blood  in  the  right  ventricle.  The 
pulmonary  artery  pressure  averaged  90/40. 
The  left  to  right  shunt  was  calculated  to  be 
about  15  per  cent  of  the  left  ventricular  out- 
put. The  most  unusual  finding  was  a localized 
constriction  of  the  right  pulmonary  artery 
with  a fall  in  pressure  to  50/30  beyond  the 
constriction.  There  was  also  a patent  foramen 
ovale  without  evidence  of  intra-atrial  shunt. 
Their  Diagnosis  was: 

1.  Intraventricular  septal  defect. 

2.  Patent  foramen  ovale. 

3.  Localized  constriction  of  the  right  pul- 
monary artery. 

She  had  the  usual  childhood  diseases  and 
also  infectious  hepatitis.  She  has  been  cyano- 
tic previously  when  febrile.  Her  physical 
activity  had  been  moderately  restricted 
throughout  her  lifetime. 

Physical  examination  revealed  a well  de- 
veloped and  nourished  girl  who  appeared 
cyanotic  in  the  extremities  and  acutely  ill. 
The  lungs  were  clear  to  percussion  and  aus- 
cultation. The  heart  was  not  enlarged.  There 
was  a sinus  tachycardia  of  150/minute  with  a 
systolic  murmur  loudest  in  the  right  third 
interspace  but  heard  over  the  precordium 
with  Gr.  H intensity.  The  liver  and  spleen 
were  not  palpable  and  no  petechiae  or  edema 
was  noted.  Blood  pressure  was  120/60/0. 
Temperature  100.6  and  respirations  24. 

Laboratory:  Urinalysis  normal.  Sediment 
included  3 to  5 wbc/hpf  and  squanous  epi- 
thelial cells.  Hb.  14  gms.,  RBC  4.8  million, 
WBC  9,400.  Differential:  neutrophils-segs  72, 
bands  15,  lymphocytes  11  and  monocytes  2. 
ESR  20  mms/hr.  VDRL  negative. 

Hospital  course:  During  the  night  following 
admission,  she  developed  giant  urticaria  of 
the  arms  and  legs  after  receiving  Tuinal  and 
ASA.  (She  has  since  received  both  drugs 
without  allergic  reaction.)  The  following  day 
and  night  she  complained  of  a progressively 
severe  sore  throat,  dysphagia  and  stiff  neck. 


The  urticaria  cleared  quite  rapidly  with  anti- 
histamines. Physical  examination  revealed 
slight  edema  of  the  throat  and  some  menen- 
gismus  but  no  true  nuchal  rigidity.  A spinal 
tap  was  performed  in  the  evening.  Labora- 
tory exam:  Chloride  128  meg/liter,  sugar-75 
Mg.%.  Protein  47.2  mgs.%.  Cell  count-2 
mononuclear  cells  and  3 polymorphonuclear 
cells  per  Cmm.  Colloidal  gold-normal  curve- 
11110000.  Throat  culture-alpha  streptococcus. 
Hemophilus  hemolyticus  and  Neisseria  catar- 
ralis. 

Aqueous  Penicillin  G.  200.000  U q 3 h was 
started  because  of  the  fever  up  to  105.6  R.,  the 
subjective  sore  throat  and  the  critical  con- 
dition of  the  patient.  Twelve  hours  later  the 
temperature  was  99  degrees  rectally  and  she 
was  subjectively  and  objectively  much  im- 
proved. The  aqueous  penicillin  G was  discon- 
tinued in  favor  of  procain  penicillin  G,  1 mil- 
lion U.  every  twelve  hours  and  she  continued 
to  be  afebrile  throughout  the  hospital  stay 
except  for  a spike  to  100.6  on  the  tenth  hos- 
pital day.  Three  blood  cultures  and  the  spinal 
fluid  culture  all  grew  microccus  pyogenes 
var.  aureus,  coagulase  positive.  These  cul- 
tures were  sensitive  to  all  antimicrobials  ex- 
cept the  sulfonamides.  After  the  positive  cul- 
tures and  sensitivities  were  reported.  Ery- 
thromycin 250  mgs.  every  six  hours  was 
added  to  the  therapeutic  regime  to  give  the 
patient  the  benefit  of  combined  anti-micro- 
bial  therapy.  Subsequently  three  randum 
blood  cultures  with  penicillinase  added  were 
sterile.  The  patient  remained  essentially 
asymptomatic  throughout  the  rest  of  her  hos- 
pital course  except  for  some  nausea  and 
heartburn  attributed  to  Erythromycin  intol- 
erance. The  Penicillin  was  continued  for  24 
days  and  a total  dosage  of  47.8  million  units. 
The  Erythromycin  was  continued  for  two 
weeks  after  discharge  from  the  hospital  31 
days  after  admission  for  a total  of  40  days. 

Throughout  the  hospital  stay,  the  heart 
murmurs  were  noted  to  change  occasionally 
from  a systolic  murmur  loudest  at  the  right 
third  interspace  to  a continuous  murmur  in 
the  same  area.  Her  weight  remained  stable 
during  the  illness;  however,  she  gained  12 
pounds  within  six  weeks  after  dismissal.  The 
temperature  was  checked  t.i.d.  at  home  for 
three  weeks  after  discharge  and  remained 
normal.  Frequent  follow-up  visits  since  dis- 
charge have  not  been  remarkable.  She  has 
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been  carrying  a full  schedule  in  school  this 
year;  however,  she  does  not  participate  in 
physical  education  activities. 

DISCUSSION 

The  therapeutic  implications  of  this  case  are 
manyfold.  There  are  three  primary  factors  to 
consider  in  the  selection  of  treatment  in  acute 
OT  sub-acute  bacterial  endocarditis.  (1)  The 
selection  of  the  drug.  (2)  The  total  daily  dos- 
age and  (3)  the  length  of  therapy.  The  Penicil- 
lin in  this  case  had  been  given  several  days 
prior  to  the  report  of  the  positive  blood  cul- 
tures and  the  patient  had  made  an  excellent 
clinical  response.  Since  Penicillin  is  a bacter- 
icidal agent,  it  was  elected  to  continue  this 
drug  parenterally  and  to  add  erythromycin 
for  combined  antimicrobial  therapy.  The  ad- 
dition of  the  erythromycin  to  be  used  in  con- 
junction with  Penicillin  may  be  questioned 
by  some  authorities;  however,  it  has  been 
definitely  proven  in  large  series  of  cases  that 
micrococcus  pyogenes  is  resistant  to  Penicil- 
lin in  sixty  to  seventy  per  cent  of  all  strains 
and  that  occasionally  this  organism  becomes 
rapidly  resistant  to  Penicillin.  Erythromycin 
has  been  found  to  be  quite  efficient  in  most 
infections  of  staphylococcus  and  has  rela- 
tively few  side  effects.  It  is  considered  by 
some  to  be  bacteriostatic  and  by  others  to  be 
bacteriocidal.  Bacteriostatic  drugs  are  not 
considered  to  be  curative  in  cases  of  endo- 
cardial vegetations.  In  retrospect,  the  clinical 
response  of  the  patient,  probably  justifies  the 
selection  of  drugs  in  this  case  in  which  a 
definite  bactericidal  drug  and  a drug  which 
may  be  bactericidal  or  bacteriostatic  were 
used  as  combined  therapy. 

Subacute  and  acute  bacterial  endocarditis 
have  been  treated  to  a reasonable  degree  of 
success  since  about  1945.  Prior  to  chemo- 
therapy and  antibiotics  it  was  almost  uni- 
versally fatal.  In  general,  about  seventy  per 
cent  of  these  cases  recover,  however,  there 
is  a wide  mortality  rate  in  individual  reports. 
It  is  discouraging  to  note  that  the  mortality 
rate  has  not  changed  appreciably  since  the 
use  of  Penicillin  became  available  during  the 
past  fifteen  years,  in  spite  of  the  wide  range 
of  antimicrobials  that  are  now  available.  Pa- 
tients with  bacterial  endocarditis  do  not  de- 
fend themselves  against  infection  as  evi- 
denced by  the  outcome  of  untreated  disease; 
therefore,  successful  therapy  must  accom- 
plish in  the  host,  almost  complete  eradication 


of  the  offending  organism  without  appre- 
ciable aid  from  the  host.  Any  suitable  micro- 
bial agent  must  have  certain  characteristics. 
(1)  It  must  be  bactericidal.  (2)  Its  adminis- 
tration over  a long  period  of  time  must  not  be 
associated  with  serious  side  effects  and  (3)  it 
must  penetrate  clots  and  (4)  it  must  obtain  a 
blood  level  capable  of  killing  the  offending 
organisms.  The  tetracycline  group,  chloram- 
phenicol and  the  sulfonamides  do  not  fulfill 
these  criteria  and  must  be  labeled  inferior. 
Bacitracin,  Neomycin  Polymyxin  B are  toxic 
drugs  and  must  be  used  with  caution  and 
vigilence.  Penicillin,  and  Streptomycin  alone 
or  in  combination,  fulfill  the  necessary  re- 
quisites in  most  instances  and  this  combina- 
tion has  been  proven  by  clinical  experience. 
The  design  of  the  ideal  therapeutic  program 
is  to  administer  a drug  in  sufficient  concen- 
tration in  the  serum  and  within  the  vege- 
tations higher  than  the  sensitivity  in  vitro. 
These  concentrations  must  be  maintained 
over  a sufficient  period  of  time  to  assure 
penetration  to  the  base  of  the  avascular  vege- 
tations in  which  area,  the  organisms  are 
lodged.  Penicillin  and  Streptomycin  and  per- 
haps other  antibiotics  have  a synergistic  ac- 
tion against  some  organisms.  Two  to  four 
grams  of  probenecid  (benemid)  daily  by 
mouth  enhances  Penicillin  blood  levels  by 
delaying  urinary  secretion.  Penicillin  may  be 
given  by  various  routes  including  subcutan- 
eous, intramuscular  or  intravenous  drip  as 
well  as  orally  and  intramuscularly.  Several 
articles  in  the  recent  literature  have  shown 
that  in  spite  of  a few  cases  of  apparent  cures 
with  oral  Penicillin  V,  that  this  route  of  ad- 
ministration is  not  at  therapeutically  effec- 
tive as  the  parenteral  route.  It  is  important 
that  therapy  be  continued  for  a minimum  of 
three  weeks  after  subsidence  of  active  infec- 
tion and  some  authors  feel  that  a minimum  of 
six  weeks  is  necessary  for  adequate  treat- 
ment. 

SUMMARY 

A case  of  acute  bacterial  endocarditis  due 
to  micrococcus  pyogenes  var.  aureus  super- 
imposed upon  congenital  heart  disease  in  a 
fourteen  year  old  girl  has  been  presented 
with  a brief  discussion  of  the  symptoms, 
pathology  and  therapy  of  that  disease. 
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ELBOW  AND  FOREARM  FRACTURES* 
IN  A CHILD 
A.  D.  Blenderman,  M.D. 

Sioux  City,  Iowa 


The  treatment  of  an  elbow  or  forearm  frac- 
ture in  a child  differs  in  many  respects  from 
that  of  an  adult.  Although  it  is  sometimes 
facetiously  stated  that  all  childhood  fractures 
will  heal  if  left  in  the  same  body,  it  is  a grave 
error  to  expect  good  end  results  if  improper 
care  is  given.  It  is  the  purpose  of  this  paper 
to  point  out  some  of  the  problems  and  solu- 
tions in  the  treatment  of  some  of  these  frac- 
tures. 

Following  a thorough  history,  general  phys- 
ical examination  and  a specific  physical  ex- 
amination of  the  injured  arm,  it  is  necessary 
to  have  good  x-rays  taken  for  a proper 
evaluation  of  the  bone  damage.  It  is  obvious 
that,  for  accurate  interpretation  of  x-rays 
about  the  elbow,  the  physician  must  be  able 
to  differentiate  an  epiphysis  from  a fracture 
and  he  must  also  be  able  to  decide  whether 
the  epiphysis  is  in  its  proper  position  (Figure 
1).  He  must  also  know  what  age  the  epiphy- 
seal centers'  appear  so  that  he  can  differen- 
tiate an  epiphyseal  center  from  a recently 
fractured  and  displaced  portion  of  bone.i 

X-rays  of  both  the  normal  as  well  as  the 

* This  paper  was  presented  at  the  Sioux  Valley 
Medical  Meeting  in  Sioux  City,  Iowa,  Feb.  24, 
1959. 
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injured  arm  should  be  taken  for  compar- 
ison if  there  is  any  question  on  the  original 
views  as  to  whether  or  not  a fracture  or  dis- 
location is  present.  The  fracture  illustrated 
in  the  upper  two  views  of  Figure  2 could  con- 
ceivably be  missed  without  comparison  views 
of  the  normal  elbow  such  as  are  shown  in  the 
lower  two  views. 

Statistically  the  supracondylar  fracture  is 
the  most  common  elbow  fractures  in  a child. 
According  to  figures  established  at  the  Mil- 
waukee Hospital,  Milwaukee,  Wisconsin,^ 
this  fracture  accounts  for  approximately 
sixty  per  cent  of  the  fractures  about  the  el- 
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(Fig.  2) 


bow  joint.  It  usually  occurs  as  a result  of  a 
fall  on  the  extended  arm  with  the  elbow  in  a 
position  of  hyperextension,  thereby  causing 
the  distal  fragments  to  move  posteriorly 
(Figure  3.).  Very  few  fractures  of  the  flexion 
type  are  seen  where  the  distal  fragment  is 
pushed  anteriorly  (Figure  4). 

With  the  patient  under  general  anesthesia 
the  flexion  type  of  fracture  is  reduced  by 
applying  traction  to  the  forearm  with  the 
elbow  in  extension,  while  thumb  pressure  is 
exerted  on  the  posterior  aspect  of  the  upper 
arm  at  a point  just  proximal  to  the  fracture 
line  as  shown  by  the  arrows.  After  reduction, 
x-rays  should  be  taken  to  make  certain  the 
maintenance  of  position.  A long  arm  cast 
should  then  be  applied  with  the  elbow  in 
extension  and  the  forearm  in  a neutral  posi- 
tion. If  the  fracture  appears  somewhat  un- 
stable repeated  x-rays  should  be  taken  at  fre- 
quent intervals  to  determine  whether  or  not 
satisfactory  position  has  been  maintained. 
Three  weeks  immobilization  will  usually 
allow  production  of  sufficient  callus  to  pro- 
duce stability  of  the  fracture. 


(Fig.  3) 


TREATMENT  OF 
SUPRACONDYLAR 
FRACTURES 


FLEXION  TYPE 


(Fig.  4) 

The  treatment  of  the  more  common  exten- 
sion type  of  supracondylar  fracture  (Fig.  5 
upper  left)  differs  in  manipulation  and  cast- 
ing. Since  considerable  time  usually  elapses 
before  the  patient  is  seen  by  a physician,  a 
moderate  amount  of  swelling  may  have  oc- 
curred around  the  elbow.  A careful  physical 
examination  should  therefore  be  performed 
not  only  at  the  suspected  fracture  site,  but 
distal  to  and  including  the  fingers  of  the  in- 
jured extremity.  Several  vital  structures  pass 
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just  anterior  and  posterior  to  the  lower  end 
of  the  humerus.  The  brachial  artery  to  the 
forearm  and  the  median  nerve  supplying  the 
majority  of  the  flexor  muscles  of  the  forearm 
pass  anteriorly  and  can  easily  be  lacerated  or 
contused  by  the  jagged  edges  of  bone  at  the 
fracture  site.  The  ulnar  nerve,  supplying  the 
three  hypothenar  muscles,  interossei,  two 
lumbricales  and  the  adductor  pollicis  muscle 
in  the  hand  passes  posteriorly.  This  nerve  is 
less  commonly  injured. 

If  edema  around  the  elbow  is  minimal 
closed  reduction  under  general  anesthesia  is 
accomplished  by  the  use  of  traction  on  the 
forearm  while  the  elbow  is  gradually 
brought  into  hypertension  (Figure  5,  upper 
right).  Thumb  pressure  is  then  exerted  on 
the  distal  fragment  pushing  it  anteriorly  so 
that  the  cortex  can  be  hooked  onto  the  pos- 
terior edge  of  the  distal  end  of  the  humerus 
at  the  fracture  site.  Following  engagement 
of  the  cortices  the  elbow  is  gradually  brought 
into  as  complete  flexion  as  possible  (Figure 
5 lower  left).  After  reduction  the  radial  pulse 
should  be  palpated  while  post  reduction  x- 
rays  are  taken  and  developed.  If  the  pulse 
remains  strong  and  the  x-rays  show  a satis- 
factory reduction,  a long  arm  cast  should  be 
applied  extending  from  the  distal  palmar 


(Fig.  5) 


crease  to  the  upper  third  of  the  upper  arm. 
The  cast  should  then  be  elevated  on  several 
pillows  or  tied  to  an  intravenous  stand  so 
that  the  forearm  is  in  an  upright  position 
permitting  dissipation  of  the  edema  from  the 
elbow  area.  Nursing  personnel  should  be  in- 
structed to  watch  the  fingernails  for  cyanosis, 
warmth  of  the  fingers  and  freedom  from  severe 
pain  in  the  reduction  area  or  forearm.  Cy- 
anosis of  the  fingernail  beds,  numbness,  cold- 
ness or  excessive  pain  points  to  an  impend- 
ing Volkman’s  contracture  with  ultimate  fi- 
brosis of  the  forearm  muscles  unless  relieved. 
Immediate  removal  of  the  cast  is  indicated  if 
any  of  the  above  signs  are  noted,  regardless 
of  the  possible  loss  of  reduction  position.  An 
excellent  fracture  reduction  with  a Volkman’s 
contracture  and  a clinically  useless  hand 
might  very  well  point  toward  a heavy  mal- 
practice suit. 

Dunlop’s  traction  (Figure  5 lower  right) 
is  an  excellent  means  of  treating  the  exten- 
sion type  of  supracondylar  fracture  where 
considerable  edema  about  the  elbow  pre- 
cludes immediate  reduction;  where  the  pulse 
is  lost  when  the  elbow  is  acutely  flexed  dur- 
ing reduction  or  where  an  impending  Volk- 
man’s contracture  has  been  diagnosed  and 
the  cast  removed  following  an  earlier  closed 
reduction.  Sufficient  skin  traction  can  be 
applied  to  the  forearm  plus  downward  trac- 
tion on  the  distal  end  of  the  humerus  by 
means  of  weights,  to  give  a satisfactory  re- 
duction of  the  fracture.  This  treatment  can 
be  used,  accompanied  by  intramuscular  tryp- 
sin or  hyaluronidase,  until  the  greater  part 
of  the  edema  subsides,  following  which  a long 
arm  cast  in  flexion  can  be  applied.  This  treat- 
ment may  also  be  used  for  a period  of  several 
weeks  if  the  fracture  is  unstable,  following 
which  further  casting  will  be  unnecessary. 

Post  cast  care  of  the  supracondylar  frac- 
tures should  probably  be  characterized  by 
the  term,  “watchful  procrastination.”  All 
too  often  the  child  is  sent  to  a physiotherapist 
with  instructions  for  forcible  stretching, 
weight  lifting  or  carrying  buckets  of  sand  in 
an  effort  to  straighten  the  elbow.  This  is  not 
only  unnecessary  but  actually  harmful  in  the 
majority  of  cases.  Children,  if  left  to  their 
own  devices,  will  straighten  their  own  stiff- 
ened elbows  and  satisfactory  range  of  motion 
will  be  regained.  Parents  should,  however. 
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be  warned  early  in  the  treatment  of  the  case 
that  the  supracondylar  fracture,  or  indeed 
any  fracture  in  the  vicinity  of  the  elbow,  may 
stimulate  or  retard  growth  in  one  or  more  of 
the  epiphyseal  centers  thus  resulting  in  a 
lengthening,  shortening  or  angulation  of  the 
involved  extremity. 

A lateral  condyle,  or  capitellum  fracture, 
should  be  treated  in  a flexion  or  extension 
cast  depending  on  the  position  of  the  distal 
fragment  as  in  a supracondylar  fracture. 
Frequently  however,  the  fragment  is  rotated 
and  pulled  distally  by  the  attached  extensor 
muscles  of  the  forearm  and  closed  reduction 
in  a satisfactory  position  is  impossible  be- 
cause of  the  muscle  pull.  This  then,  is  one  of 
the  few  indications  for  an  open  reduction  of 
the  elbow  or  forearm  in  a child.  Internal 
fixation  such  as  two  small  Kirschner  pins,  or 
a metallic  screw,  can  be  used  to  maintain 
fixation,  providing  satisfactory  hospital  facil- 
ities are  available  and  the  surgeon  has  a de- 
tailed knowledge  of  the  anatomy  around  the 
elbow  joint. 

Medial  epicondyle  fractures  (Figure  6),  are 
less  common  than  lateral  condyle  fractures, 
occurring  in  approximately  eight  per  cent  of 
all  elbow  fractures.  If  the  epicondyle  is  dis- 

MEDIAL  EPICONDYLE 
FRACTURE 


placed  one-half  centimeter  or  less  this  frac- 
ture can  be  treated  conservatively  with  brief 
immobilization.  Since  the  epicondyle  is  an 
apophysis  rather  than  a true  epiphysis  it  does 
not  contribute  to  the  length  of  the  humerus 
during  growth,  therefore  with  minimal  dis- 
placement, deformity  of  the  elbow  does  not 
occur.  If  there  is  considerable  displacement 
due  to  pull  of  the  forearm  flexor  muscle  at- 
tachments, open  reduction  is  indicated  using 
chromic  catgut,  wires  or  a metallic  screw. 

An  elbow  dislocation  is  an  infrequent 
injury  in  a child  but  when  it  does  occur, 
it  is  less  likely  to  be  accompanied  by  an 
additional  fracture  in  the  vicinity  of  the 
elbow  than  in  adults  (Figure  7).  If  the  patient 
is  seen  before  considerable  edema  has  oc- 
curred, or  the  muscles  have  tightened  in 
spasm,  traction  on  the  forearm,  with  the  el- 
bow at  a ninety  degree  angle,  will  usually  re- 
duce the  dislocation.  Simple  fixation  in  a 
sling  and  swathe,  using  four  inch  stockinette 
around  the  body,  to  hold  the  upper  arm  and 
elbow  close  to  the  body,  will  give  adequate 
fixation  for  a three  weeks  period.  Motion  is 
then  allowed  within  tolerance  of  pain. 

A fracture  of  the  olecranon  is  a relatively 
unusual  injury  in  a child  (Figure  8).  A long 
arm  cast  with  the  elbow  in  extension  will 
usually  allow  relaxation  of  the  triceps  mus- 
cle with  satisfactory  reapposition  of  the  frac- 
ture fragments.  A perfect  realignment  at  the 
fracture  site  is  not  essential.  Non-union  seen 
so  frequently  in  adults  who  have  sustained  a 
fracture  of  the  olecranon,  is  practically  un- 
known in  a child  and  open  reduction  is  rarely 
if  ever  indicated  in  this  fracture. 

Fractures  of  the  head  or  neck  of  the  radius 
must  be  treated  in  a different  manner  from 
that  used  in  adults.  In  adults  the  head  and 
neck  are  usually  resected  if  the  fracture  is 
comminuted,  thus  preventing  a subsequent 
traumatic  arthritis  with  a painful  elbow.  In 
a child  the  head  should  never  be  resected 
since  a considerable  part  of  the  growth  of 
the  radius  occurs  at  the  proximal  end  and  if 
this  epiphysis  is  removed  radial  shortening 
will  occur  with  a resulting  marked  increase  or 
decrease  in  the  carrying  angle  of  the  elbow. 
A displacement  of  the  head  of  the  radius  can 
usually  be  reduced  by  extending  the  elbow, 
forcing  it  into  varus  position  and  exerting 
pressure  over  the  radial  head  thereby  man- 
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(Fig.  7) 


OLECRANON  FRACTURE 


(Fig.  8) 

supination.  Most  books  suggest  that  the  fore- 
arm should  be  casted  in  a supinated  position 
ipulating  the  head  into  its  normal  position. 
A long  arm  cast  should  then  be  applied  with 
the  elbow  at  ninety  degrees  of  flexion.  If 
the  head  is  angulated  ninety  degrees  and 
cannot  be  reduced  by  manipulation,  open  re- 
duction is  indicated. 

Monteggia  fractures  of  the  elbow,  uncom- 
mon in  children,  are  characterized  by  a dislo- 
cation of  the  elbow,  dislocation  of  the  radial 
head  and  an  accompanying  fracture  of  the 
proximal  portion  of  the  ulna.  Whereas  this 


type  of  fracture  in  an  adult  usually  requires 
open  reduction  and  internal  fixation,  a Mon- 
teggia fracture  in  a child  is  usually  amenable 
to  closed  reduction  and  casting.  Once  the 
radius  and  elbow  dislocations  are  reduced 
the  radius  will  usually  give  sufficient  splint- 
ing to  hold  the  ulna  in  satisfactory  position. 
If  the  ulna  fracture  is  unstable  or  reduction  is 
lost  shortly  after  casting  internal  fixation  of 
the  ulna  by  the  use  of  a Rush  intramedullary 
pin  is  indicated  to  give  stability  to  the  frac- 
ture site. 

Fractures  of  the  forearm  are  most  common 
in  the  distal  third  becoming  progressively 
less  common  in  the  middle  and  proximal 
thirds.  These  fractures  can  almost  always  be 
reduced  by  closed  methods. 

If  the  fracture  is  a greenstick  type  (Figure 
9),  with  angulation,  it  is  important  during  re- 
duction, to  break  both  cortices  otherwise 
angulation  in  the  same  direction  as  the  orig- 
inal deformity  will  recur.  Since  there  is  no 
problem  of  length  restoration  in  this  type  of 
fracture,  the  only  difficulty  involved  during 
reduction  is  the  possible  loss  of  position  if 
the  physician  becomes  careless,  or  too  vig- 
orous, while  breaking  the  unbroken  cortex. 
Position  can  be  maintained  if  the  operator’s 
thigh  or  a firm  sandbag  is  used  as  a fulcrum 
over  which  the  patient’s  arm  is  placed  while 
the  cortices  are  broken.  Following  reduction 
a long  arm  cast  should  be  applied  with  the 
elbow  at  ninety  degrees  of  flexion  and  the 
forearm  midway  between  pronation  and 


— 273  — 


SOUTH  DAKOTA 


(Fig.  9) 


if  the  fracture  is  in  the  proximal  third  and 
in  a neutral  position  if  the  fracture  is  in  the 
middle  or  distal  thirds. ^ This  positioning  is 
said  to  be  necessary  due  to  the  direction  of 
muscle  pull  at  various  levels  of  muscle  at- 
tachment to  the  forearm  bones.  Generally 
speaking,  this  is  unnecessary  and  the  neutral 
position  midway  between  pronation  and  sup- 
ination is  usually  satisfactory  for  casting  re- 
gardless of  the  level  of  the  fracture.  Casting 
should  be  in  that  position  which  gives  the 
best  stability  at  the  fracture  site. 

Perfect  restoration  of  end  to  end  bone 
surfaces  in  the  middle  or  distal  third  forearm 
fractures  is  unnecessary.  Some  orthopaedic 
surgeons  feel  that  five  millimeters  of  over- 
riding in  middle  third  fractures  of  the  fore- 
arm is  permissible,  providing  no  angulation 
is  allowed,  since  growth  stimulation  as  a re- 
sult of  the  fracture  will  equalize  both  forearm 
lengths  over  a period  of  time.  The  main  re- 
quisite in  middle  or  distal  third  fractures  is 
the  prevention  of  angulation.  If  angulation  is 
allowed  to  persist,  encroachment  on  the  space 
between  the  radius  and  ulna  is  inevitable 
with  partial  loss  of  pronation  and  supination. 
Secondly,  angulation  also  causes  malrotation 
at  the  radio-ulnar  joints  which  tends  to  limit 
motion. 

Closed  reduction  of  overriding  fractures 
(Figure  10),  can  usually  be  performed,  under 
general  anesthesia,  by  angulating  the  fore- 
arm at  the  fracture  site.  This  allows  enough 
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restoration  of  length  so  that  the  opposing  cor- 
tices can  be  hooked  on  each  other,  following 
which  the  forearm  can  be  returned  to  its  nor- 
mal alignment.  If  this  does  not  give  satis- 
factory reapposition  of  the  bone  ends,  finger 
traction  apparatus  can  be  applied,  the  elbow 
flexed  to  ninety  degrees  and  weights  hung 
from  the  distal  end  of  the  humerus  to  give 
relaxation  of  the  muscles  and  restoration  of 
bone  length.  By  manipulation  the  fragments 
can  then  be  realigned  and  a long  arm  cast 
applied.  If  the  fracture  appears  to  be  un- 
stable, because  of  comminution  or  obliquity, 
x-rays  should  be  repeated  immediately  fol- 
lowing cast  application  and  again  in  a few 
days  to  ascertain  whether  or  not  reduction  is 
being  maintained.  If  the  fragments  have  a 
tendency  to  slip  or  angulate  traction  can  be 
applied  to  the  radius  and  ulna  by  applying 
skin  traction  to  the  fingers.  A wire  coat 
hanger  can  be  bent  into  what  is  commonly 
known  as  a banjo  splint,  attaching  it  to  the 
cast  so  that  it  extends  approximately  two 
inches  past  the  ends  of  the  fingers.  If  pull 
is  needed,  only  on  the  radius,  rubber  band 
(Continued  on  Page  293) 
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If  one  were  to  look  back  at  the  treatment  of 
cerebrovascular  disorders  at  the  turn  of  the 
century,  one  would  see  that  the  treatment 
was  chiefly  that  of  bed  rest  and  some  form  of 
analgesics.  Our  concepts  concerning  the 
treatment  of  cerebrovascular  accidents  today 
are  extremely  different  from  those  of  that 
almost  archaic  medical  period  of  a half- 
century  ago. 

The  treatment  for  the  patient  who  has  a 
subarachnoid  hemorrhage  associated  with 
aneurysm  is  one  of  early  recognition  of  the 
aneurysm  by  angiographic  study  and  al- 
though the  immediate  therapy  is  strict  bed 
rest,  surgery  should  be  considered  with  liga- 
tion of  the  aneurysm  or  carotid  artery  liga- 
tion in  the  neck.  One  must  realize  that  if 
nothing  is  done  the  average  mortality  rate 
with  the  initial  attack  is  approximately  40%; 
of  the  surviving  cases,  recurring  attacks  may 
be  expected  in  approximately  50%.  Surgery 
in  itself  is  not  without  complication,  for  with 
ligation  of  the  vessel  one  may  increase  the 

* Portions  of  this  paper  were  presented  before  the 
sixty-third  annual  meeting  of  the  Sioux  Valley 
Medical  Association,  February  25,  1959,  Sioux 
City,  Iowa. 


cerebral  deficit  which  the  patient  is  exper- 
iencing. 

If  it  is  not  possible  to  ligate  the  aneurysm 
itself  or  the  involved  artery,  the  treatment 
will  be  the  same  as  that  for  the  patient  who 
has  a cerebrovascular  accident  with  intra- 
cerebral bleeding.  Absolute  bed  rest  is  neces- 
sary. Such  patients  will  frequently  require 
repeated  oral  suctioning,  and  because  of  their 
comatose  state  will  require  an  indwelling 
catheter.  One  should  maintain  adequate  intra- 
venous fluids.  A gastric  tube  may  be  in- 
serted for  feeding.  The  patient  should  be 
turned  from  side  to  side  every  hour  to  pre- 
vent the  development  of  pneumonia.  Thus 
far,  no  method  has  been  devised  for  preven- 
tion of  further  hemorrhage,  and  it  must  be 
recognized  that  these  patients  frequently  ex- 
perience an  increased  intracranial  pressure. 
The  increased  intracranial  pressure  may  be 
dealt  with  in  part  with  the  use  of  hypo- 
thermia, which  diminishes  cerebral  blood 
flow  and  also  decreases  the  cerebral  edema 
present.  However,  to  date  we  have  no  satis- 
factory means  of  controlling  intracerebral 
hemorrhage.  Surgical  removal  of  the  clot  has 
been  utilized  but  the  results  have  not  been 
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too  favorable.  If  hypertension  is  present, 
antihypertensive  agents  should  be  included 
in  the  medical  regime.  Very  earty  in  the 
course  of  therapy  one  should  institute  ade- 
quate positioning  measures  for  the  extrem- 
ities to  prevent  the  complication  of  contrac- 
tures. Anticoagulant  therapy,  by  all  means, 
should  be  avoided  in  these  patients.  The 
total  rehabilitation  of  the  patient  depends 
upon  his  survival  from  the  acute  phase. 

Patients  experiencing  episodes  of  repeated 
attacks  of  intermittent  carotid  insufficiency 
or  intermittent  basilar  artery  insufficiency 
should  be  placed  on  anticoagulants.  There  is 
somewhat  of  a diversity  of  opinion  as  to  the 
type  of  anticoagulant  which  should  be 
utilized.  Some  authorities,  such  as  Millikan, 
et  al,!  prefer  the  use  of  Tromexan,®  1200 
mgm.,  given  initially,  with  the  use  of  300 
mgm.  of  Dicumarol,  followed  by  anticoag- 
ulant therapy  with  Dicumarol.  Various  other 
forms  of  anticoagulant  therapy  have  been 
utilized,  including  both  the  rapid  and  pro- 
longed forms  of  anticoagulant  medication.  My 
own  personal  experience  has  been  with  the 
use  of  Dicumarol  given  in  the  amounts  of  300 
mgm.  initially,  and  200  mgm.  the  second  day, 
and  then  following  daily  prothrombin  time  to 
determine  the  necessary  need  for  the  individ- 
ual. There  are  different  methods  of  reporting 
the  prothrombin  time  of  the  patient  and  the 
per  cent  of  prothrombin  time;  however,  if  one 
remembers  that  it  is  wisest  to  remain  at  ap- 
proximately twice  the  control  value,  then  the 
patient  is  usually  receiving  adequate  anti- 
coagulant therapy.  Thus,  if  the  normal  con- 
trol is  12-15  seconds,  the  patient  under  anti- 
coagulant therapy  should  be  at  a level  of  ap- 
proximately 25-30  seconds. 

The  hazards  of  anticoagulant  therapy  are 
those  of  possible  hemorrhage  occurring  intra- 
cerebrally.  The  patient  who  has  suffered  an 
infarct,  if  it  be  of  a red  or  hemorrhagic 
nature,  then  even  though  this  individual  has 
no  manifestations  of  subarachnoid  bleeding 
on  the  spinal  tap,  we  will  initiate  progression 
of  the  patient’s  hemorrhage  with  anticoagu- 
lant therapy.  There  are  also  those  patients 
who  may  have  a ischemic  or  white  type  of 
cerebral  infarction  as  a result  of  the  throm- 
bosis. This  area,  if  sufficiently  large,  will  be- 
come soft  within  a period  of  approximately 
10-14  days  and  at  this  time  the  blood  vessels 


in  the  softened  area  may  rupture.  The  re- 
sultant hemorrhage  will  be  more  profound 
in  the  patient  who  is  receiving  anticoagulants. 
Another  complication  of  anticoagulant  ther- 
apy is  that  of  hypoprothrombinemia  as  a re- 
sult of  over  treatment  or  an  unusual  reaction 
of  the  patient  to  the  anticoagulant.  One  may 
use  Mephyton,®  Vitamin  Ki,  5 to  10  mgm., 
intravenously  if  emergency  measures  are 
necessary  for  terminating  the  anticoagulant 
therapy.  On  the  other  hand,  one  may  use 
Vitamin  K or  whole  blood  to  combat  the  pa- 
tient’s hemorrhagic  tendencies. 

Other  measures  which  are  utilized  for  the 
increasing  of  cerebral  blood  flow  in  those 
patients  who  are  not  suffering  from  some 
form  of  hemorrhage  would  be  the  use  of  5- 
10%  carbon  dioxide  mixtures  in  oxygen,  by 
use  of  an  inhalation  mask  every  fifteen 
minutes  of  each  hour  for  three  to  four  hours. 
Papaverine,  100-200  mgm.,  every  six  hours 
during  the  first  48  hours,  then  100  mgm., 
q.i.d.,  will  also  increase  cerebral  circulation. 
Surgical  treatment  for  the  removal  of  the 
thrombus  has  been  performed  but  this  form 
of  therapy  has  not  been  adequately  evaluated. 

Patients  suffering  from  embolic  cerebro- 
vascular accidents  should  also  receive  anti- 
coagulant therapy  directed  toward  the  pre- 
vention of  the  formation  of  further  emboli, 
and  the  use  of  stellate  blocks  for  the  improve- 
ment of  the  cerebral  blood  flow  in  these  in- 
dividuals may  be  considered. 

Hemiplegia  is  one  of  the  most  important 
residuals  of  a cerebrovascular  disorder.  It 
is  one  of  the  most  significant  neurological 
disorders  confronting  physicians  today.  The 
magnitude  of  this  disorder  may  be  gleaned 
from  the  fact  that  there  are  approximately 
one  million  hemiplegic  patients  in  the  United 
States  today. 

Formerly  all  medical  therapy  was  directed 
toward  the  cerebral  pathology,  and  manage- 
ment of  the  hemiplegic  extremities  became 
chiefly  a nursing  problem.  After  the  acute 
phase  of  the  stroke,  grandfather  was  wheeled 
to  the  back  bedroom  for  nature  to  take  its 
course.  Nature  did  take  the  only  course  pos- 
sible and  that  was  to  fix  the  involved  joints 
in  the  position  maintained  by  the  paralyzed 
extremities,  thus  many  deformities  developed 
which  tended  to  further  immobilize  the  pa- 
tient. With  modern  medical  therapy  a large 
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number  of  these  patients  survive,  and  with 
the  application  of  the  dynamic  concepts  of 
rehabilitation,  85  to  90  per  cent  can  be  taught 
to  walk  again  and  to  take  care  of  their  daily 
needs.  Approximately  one  third  of  these  can 
be  placed  effectively  in  selected  vocational 
activities. 

Those  10  to  15  per  cent  who  fail  to  respond 
to  therapy  include  patients  who  are  unable  to 
comprehend  directions  or  are  having  repeated 
cerebral  vascular  insults,  or  have  a persistent 
loss  of  body  image  of  the  affected  side.  Pa- 
tients whose  downward  progression  is  pro- 
ceding  at  a more  rapid  rate  than  the  re- 
habilitative process  obviously  are  not  can- 
didates for  rehabilitation. 

The  early  therapy  of  the  patient’s  hemi- 
plegia is  directed  toward  prevention  of  de- 
formity of  the  joints.  This  is  the  key  to  suc- 
cess in  any  program  of  rehabilitation,  for  once 
a major  deformity  has  occurred  the  door  to 
complete  rehabilitation  may  be  closed. 

Since  the  muscles  of  the  extremities  are 
flaccid  during  this  early  phase,  one  must 
position  both  the  upper  and  lower  extremity 
in  order  to  prevent  the  deformities  which 
may  ensue  because  of  the  patient’s  inability 
to  move  these  extremities.  The  upper  ex- 
tremity positioning  should  include  a pillow 
which  is  placed  in  the  axilla  of  the  involved 
extremity.  This  will  limit  the  degree  of  ab- 
duction and  internal  rotation.  The  wrist  and 
hand  should  be  supported  so  that  a wrist  drop 
is  prevented.  Those  patients  who  show  an 
increasing  spasticity  should  sleep  with  a 
splint  to  hold  the  wrist  in  a neutral  position. 
The  lower  extremity  is  positioned  to  prevent 
a foot  drop  by  the  use  of  a footboard  or  a 
posterior  leg  splint.  Sandbags  are  placed 
along  the  lateral  surface  of  the  thigh  in  order 
to  prevent  external  rotation  of  the  hip.  The 
patient’s  legs  should  be  kept  flat  in  bed  and 
pillows  should  not  be  placed  under  the  knees 
for  this  will  frequently  result  in  a flexion  de- 
formity of  the  knee  and  hip,  resulting  in  a 
shortening  of  the  flexors  of  these  joints,  caus- 
ing even  further  difficulty  when  walking  is 
attempted.  This  positioning  of  the  extremities 
can  be  performed  even  though  the  patient 
remains  in  an  unconscious  state. 

Following  the  return  of  consciousness  or 
after  the  patient’s  condition  has  stablized, 
one  may  institute  passive  exercises  for  the 


extremities.  These  may  be  performed  by  a 
physical  therapist,  a nurse,  or  a member  of 
the  family  who  has  been  adequately  instruc- 
ted to  carry  the  joints  of  the  paralyzed  ex- 
tremity through  a complete  range  of  motion 
three  times  a day.  During  each  of  the  three 
periods,  all  the  joints  of  the  extremities 
should  be  moved  several  times  through  a 
complete  range  of  movement.  The  patient  is 
also  instructed  to  use  his  good  arm  to  lift  the 
paralyzed  arm  above  his  head.  This  move- 
ment should  be  performed  several  times  a 
day,  for  the  more  frequently  this  movement 
is  performed,  the  less  likelihood  there  is  for 
the  development  of  the  painful  shoulder. 

Within  a period  of  a few  days  it  may  be 
noticed  that  the  patient  is  able  to  move  one 
of  the  paralyzed  extremities.  This  return  of 
function  usually  occurs  first  in  the  lower  ex- 
tremity. With  this  return  of  function  the 
patient  should  perform  as  much  movement 
of  the  affected  extremities  as  is  possible.  The 
patient  very  early  finds  that  he  is  able  to  lift 
his  paralyzed  leg  from  the  bed.  Any  patient 
who  can  voluntarily  raise  his  foot  for  a dis- 
tance of  one  inch  from  the  bed  can  be  taught 
to  walk  again. 

The  movements  which  the  patient  is  able 
to  perform  initially  of  voluntary  nature  are 
crude,  sterotyped  and  massive.  It  one  were 
to  examine  the  extremities  at  this  time  it 
would  be  noted  that  the  extremity  is  no  lon- 
ger flaccid  and  that  some  spasticity  is  now 
present.  An  analysis  of  the  movements  re- 
veals that  there  are  two  slow  complex  move- 
ments which  the  patient  is  able  to  perform 
voluntarily.  One  is  primarily  extension  and 
is  called  extensor  synergy.  The  other,  pri- 
marily a flexion  movement,  is  called  flexor 
synergy.  The  extensor  synergy  of  the  leg 
is  a mass  movement  consisting  of  extension  at 
the  knee,  abduction  of  the  hip,  plantar  flexion 
of  the  ankle  and  toes.  These  movements  al- 
ways occur  in  combination  and  when  the  pa- 
tients to  extend  his  leg  at  the  knee,  there  will 
occur  plantar  flexion  in  the  toes  and  foot, 
associated  with  abduction  of  the  hip.  With 
flexor  synergy,  other  movements  occur  in 
which  there  is  abduction  of  the  hip,  flexion 
of  the  hip  and  knee,  and  dorsiflexion  of  the 
foot  and  toes.  In  the  upper  extremity,  one 
sees  return  of  movement  in  the  form  of  flexor 
synergy  which  consists  of  abduction  and 
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elevation  of  the  shoulder,  flexion  of  the  el- 
bow, pronation  of  the  forearm,  flexion  of  the 
wrist  and  fingers.  These  movements  always 
occur  in  combination  and  are  not  seen  as 
isolated  movements.  The  other  movement  in 
the  upper  extremity  is  that  of  extensor 
synergy  consisting  of  abduction  of  the  upper 
arm  with  a lowering  of  the  shoulder,  exten- 
sion of  elbow  and  wrist,  and  pronation  of  the 
hand.  The  fingers  may  be  flexed  or  extended. 
These  movements  are  of  very  limited  value  to 
the  patient  because  of  the  compulsory  pro- 
nation of  the  hand,  thus  making  the  grasping 
of  objects  very  difficult. 

With  the  return  of  movement  in  the  ex- 
tremities, one  starts  the  patient  on  pulley  ex- 
ercises. An  overhead  frame  can  be  employed 
from  which  pulleys  are  suspended  and  thus 
one  can  utilize  this  unit  for  the  patient’s 
exercise  program.  These  exercises  are  re- 
ciporcal  in  nature,  in  which  the  patient’s  good 
extremity  is  utilized  as  the  prime  mover  of 
the  pulley  and  thus  he  is  able  to  perform  co- 
ordinated movements  of  the  lower  and  upper 
extremities.  The  movements  of  the  extrem- 
ities are  those  which  attempt  to  simulate  the 
normal  movements  of  these  parts,  thus  re- 
inforcing any  learned  movements  which  may 
have  been  retained.  The  continuance  of 
pulley  exercises  is  very  important  for  pre- 
vention of  the  so-called  painful  shoulder  and 
prevention  of  deformities  of  the  lower  ex- 
tremities. 

The  patient  may  also  note  that  as  he 
yawns  he  has  movement  of  the  paralyzed 
upper  extremity  or  if  he  attempts  to  dorsi- 
flex  his  good  foot  against  resistance,  he  is 
then  able  to  dorsiflex  the  paralyzed  foot. 
Another  movement  of  the  paralyzed  extrem- 
ity may  occur  in  the  attempt  to  plantar  flex 
the  good  foot,  in  which  one  produces  plantar 
flexion  of  the  paralyzed  foot.  These  are  ex- 
amples of  so-called  “symmetrical  associated 
movements.”  It  is  advantageous  in  therapy 
to  have  the  patient  perform  the  same  move- 
ment of  the  intact  extremity  as  well  as  the 
paralyzed  one,  and  to  encourage  him  to  in- 
itiate an  isolated  movement  of  the  paralyzed 
extremity  by  maximal  movement  of  the  nor- 
mal extremity. 

The  patient  should  sit  up  in  bed  as  early 
as  possible  and  should  be  permitted  to  dangle 
his  feet  over  the  edge  of  the  bed.  Early  he 


may  complain  of  dizziness  of  a feeling  of 
light-headedness  as  a result  of  orthostatic 
hypotension.  This  feeling  disappears  as  more 
time  is  spent  in  the  upright  position.  It  may 
reappear  when  the  patient  stands  for  the 
first  time  and  because  of  this,  the  original 
standing  period  should  be  limited. 

As  the  patient’s  strength  improves  in  the 
paralyzed  extremities,  resistive  exercises  are 
initiated.  These  are  directed  towards  strengh- 
ening  of  the  good  upper  and  lower  extrem- 
ities as  well  as  strengthening  the  muscles  in 
the  paralyzed  parts.  One  may  use  such  de- 
vices as  a boot  with  weights  or  sand  bags 
tied  around  the  extremity,  the  weight  acting 
as  resistance  to  the  movement  of  complete 
knee  extension,  and  in  this  manner  strength- 
ening the  quadriceps. 

Resistive  exercises  are  also  directed  towards 
the  strengthening  of  the  ankle  and  specific- 
ally to  strengthen  the  plantar  dorsiflexion  of 
this  joint.  The  upper  extremities  in  turn  are 
strengthened  by  similar  resistive  exercises. 
It  is  frequently  found  that  the  patient’s  re- 
turn of  strength  in  the  arm  is  very  limited 
and  because  of  this,  the  extremity  tends  to 
put  him  off  balance  when  sitting  or  standing. 
A simple  sling  placed  over  the  shoulder  to 
hold  the  arm  in  position  of  flexion  will  avoid 
this  tendency  of  the  patient  to  be  out  of 
balance  and  will  also  prevent  some  of  the 
edema  of  the  hand. 

A wheel  chair  is  an  important  article  for 
the  patient  since  being  in  an  upright  position 
and  having  some  mode  of  mobility  gives  the 
patient  greater  stimulation  and  encourage- 
ment. The  wheel  chair  should  be  one  that  has 
brakes  for  both  wheels,  and  in  many  instances 
it  is  best  to  have  a one-arm  drive  so  that  the 
patient’s  normal  arm  can  be  used  to  drive 
both  wheels.  He  will  gradually  progress  to 
the  point  where  he  is  able  to  get  in  and  out 
of  bed  and  into  the  wheelchair  with  a min- 
imum amount  of  assistance  and  as  confidence 
and  balance  are  gained,  he  will  be  able  to 
perform  this  activity  on  his  own.  During  the 
early  phases  it  is  most  important  that  some 
attendant  be  at  the  patient’s  side  while  this 
activity  is  being  performed  in  order  to  avoid 
a fall. 

When  a patient  can  balance  himself  in  a 
sitting  position  for  an  hour  he  is  ready  to 
stand  in  the  parallel  bars.  While  in  the 
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parallel  bars,  the  patient  is  encouraged  to 
place  all  of  his  weight  on  his  good  extrem- 
ities, using  the  parallel  bar  for  support  of  the 
good  upper  extremity.  The  stability  of  the 
knee  may  not  be  great  enough  at  this  point  to 
hold  the  patient  in  an  upright  position.  In- 
itially the  patient  can  place  his  affected  leg 
behind  his  good  one  and  his  knee  will  not 
buckle  as  he  maintains  this  position.  As  he 
gains  more  confidence  and  strength,  he  then 
is  encouraged  to  balance  himself  while  stand- 
ing in  the  parallel  bars.  This  standing  and 
weight-bearing  activity  may  be  performed 
as  the  patient  is  stood  by  the  side  of  his  bed 
and  is  being  placed  in  a wheel  chair.  On  the 
other  hand,  if  no  parallel  bars  are  available, 
the  patient  may  support  himself  with  the  use 
of  two  chairs  serving  as  parallel  bars.  He  is 
placed  in  the  standing  position  between  the 
backs  of  two  chairs,  using  the  back  of  one 
chair  to  support  his  weight  with  the  aid  of  his 
good  upper  extremity.  When  he  has  gained 
a sense  of  balance,  he  is  then  taught  the 
proper  foot-placement  exercises  for  ambula- 
tion, again  utilizing  the  parallel  bars  to  sup- 
port his  weight. 

Originally  the  patient  may  be  unable  to 
lock  the  knee  of  the  weakened  leg  and  thus 
may  require  a long-leg  brace  with  a knee 
lock  on  the  inside  bar.  However,  if  this  mus- 
cular action  is  present  or  as  the  patient  gains 
strength,  he  may  require  only  a short-leg 
brace  with  which  one  prevents  a foot  drop, 
which  so  commonly  is  persistent  despite  all 
therapy.  The  short-leg  brace  should  have  an 
ankle  mechanism  in  order  to  stop  the  ankle 
at  ninety  degrees,  thus  preventing  the  foot 
drop  from  occurring.  Frequently  the  patient 
will  require  a strap  at  the  ankle  to  force  the 
foot  into  eversion  to  correct  the  inversion  de- 
formity which  is  so  common  in  the  spastic 
foot. 

After  the  patient  has  learned  to  walk  with 
the  parallel  bars,  he  then  is  allowed  to  pro- 
ceed with  the  use  of  a crutch  or  a cane  as- 
sisted by  the  therapist.  As  soon  as  practical, 
the  patient  will  be  able  to  discard  the  crutch 
or  cane  and  learn  to  ambulate  on  his  own, 
utilizing  the  action  of  both  lower  extremities. 
The  patient  is  encouraged  in  many  activities 
of  daily  living  and  early  learns  to  take  care 
of  his  normal  toilet  activities.  Feeding  may 
be  somewhat  of  a problem  very  early  in  the 
course  of  rehabilitation,  however,  he  is  taught 


to  feed  himself  with  the  use  of  one  arm. 
Dressing  activities  are  accomplished  as  the 
patient  continues  his  program  of  rehabilita- 
tion. The  patient  with  a right  hemiplegia  will 
require  the  help  of  a speech  therapist  if 
there  is  a persistent  aphasia. 

The  outlook  for  the  hemiplegic  is  far  better 
tdoay  than  it  has  been  at  any  time  in  the  past, 
for  with  the  application  of  sound  rehabilita- 
tive techniques  this  hopeless  condition  has 
been  changed  to  a hopeful  one. 
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TUMORS  OF  THE  URETER* 
Lawrence  E.  Pierson,  M.D. 
Sioux  City,  Iowa 


INTRODUCTION 

The  symptom  of  gross  hematuria  always 
arouses  the  suspicion  of  kidney  or  bladder 
tumor.  Because  of  its  rarity,  a ureteral  tumor 
is  seldom  suspected  and  the  purpose  of  this 
report  is  to  call  attention  to  such  a possibility. 
A summary  of  the  literature  in  1956  by  Stau- 
bitz  and  Magoss  brings  the  total  number  of 
reported  ureteral  tumors  to  458  cases.  The 
possibility  of  bilateral  ureteral  tumors  is 
probably  never  considered,  but  such  an  un- 
expected event  has  occurred  3 times  in  the 
American  literature.  Gracia  and  Bradfield  in 
1958  reported  one  and  found  2 others  in  the 
literature.  We  wish  to  report  one  case  of 
bilateral  and  2 cases  of  unilateral  ureteral 
tumors. 

CASE  1— BILATERAL  URETERAL  TUMOR 

Female  Age  58 
History 

Gross  hematuria  2 months.  Pain  in  lower 
right  quadrant.  Chronic  hypertension. 
Examination 

Excretory  urogram  showed  no  function  of 

* This  paper  was  presented  at  the  Sioux  Valley 
Medical  Meeting  in  Sioux  City,  Iowa,  Feb.  24, 
1959. 


(Fig.  1) 

KIDNEY  AND  URETER  FROM  CASE  S3 
right  kidney,  even  after  6 hours.  Cystos- 
copy revealed  ureteral  tumor,  protruding 
from  right  ureteral  orifice. 

Treatment 

Right  nephro-ureterectomy  with  a cuff  of 
bladder  wall  removed. 

Diagnosis 

Grade  3 Transitional  cell  carcinoma. 
Following  the  operation,  she  was  apparently 
in  good  health  for  18  months.  Then  she  de- 
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veloped  anuria  and  after  48  hours,  with  no 
urinary  excretion,  she  was  cystoscoped. 
Cystoscopy 

A complete  obstruction  was  encountered, 
about  1 cm.  above  the  left  uretero-vesical 
orifice. 

Operation 

An  emergency  nephrostomy  was  done,  and 
which  was  maintained  for  6 weeks,  with 
marked  improvement  in  her  condition. 
Re-examination  revealed  an  indurated  mass 
in  the  lower  left  ureter.  Cystoscopic  biopsy 
revealed  carcinoma. 

Operation 

Removal  of  the  lower  left  ureter  with  trans- 
plantation of  remaining  ureter  into  dome 
of  bladder. 

Diagnosis 

Anaplastic  carcinoma  of  ureter. 

Progress 

Cystoscopy  three  months  later  revealed  a 
normal  appearing  and  functioning  ureter 
in  the  bladder  dome.  Patient  felt  better 
than  for  several  years. 


(Fig.  2) 

URETERAL  TUMOR 

CASE  2 — UNILATERAL  URETERAL 
TUMOR 

Male  Age  48 
History 

Gross  hematuria  1 year. 

Examination 

Excretory  urogram  showed  no  function  of 
left  kidney.  Cystoscopy  revealed  tumor 
protruding  from  left  ureter. 

* This  paper  was  presented  at  the  Sioux  Valley 
Medical  Meeting,  in  Sioux  City,  Iowa,  Feb.  24, 
1959. 
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Treatment 

Intended  operation  of  complete  nephro- 
ureterectomy  was  not  completed  on  account 
of  patient’s  condition.  Kidney  and  upper 
ureter  were  removed,  with  intention  of  re- 
moving remaining  lower  ureter  at  an  early 
date.  After  the  first  stage  was  complete 
however,  the  patient  could  not  be  convinced 
of  the  need  for  removing  the  remaining 
ureteral  stump.  During  the  ensuing  7 years, 
he  was  cystoscoped  on  numerous  occasions 
and  the  protruding  ureteral  tumor  was  ful- 
gurated 4 times.  After  7 years,  he  finally 
consented  to  surgery  and  the  remaining 
ureteral  stump  was  removed. 

Diagnosis 

Grade  2 transitional  carcinoma  of  the 
ureter,  with  infiltration  into  ureteral  mus- 
cularis. 

Progress 

Seven  years  after  surgery,  no  evidence  of 
recurring  tumor. 


. - * 

(Fig.  3) 

SAME  AS  FIGURE  II  WITH  URETER  OPENED 

CASE  3 — UNILATERAL  URETERAL 
TUMOR 

Male  Age  63 
History 

Hematuria  3 weeks. 

Examination 

Cystoscopy  and  retrograde  pyelogram  re- 
vealed a filling  defect  in  the  mid  portion  of 
the  right  ureter,  suggesting  an  invasive 
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tumor  of  the  right  ureter. 

Operation 

Right  nephro-ureterectomy. 

Diagnosis 

Transitional  cell  carcinoma  of  ureter. 
Progress 

Cystoscopy  was  done  every  3 months  after 
surgery.  At  14  months  after  operation,  a 
recurrent  tumor  was  found  at  the  previous 
site  of  the  right  ureter.  A segmental  re- 
section of  the  bladder  was  done,  with  re- 
moval of  the  tumor. 

Diagnosis 

Papillary  transitional  carcinoma  of  the 
bladder. 

Progress 

After  2 years,  no  evidence  of  recurrent 
tumor  has  been  seen. 

DISCUSSION 

Gross  hematuria  was  a common  symptom 
in  all  of  our  cases  and  its  duration  varied 
from  3 weeks  to  1 year.  In  our  case  of  bila- 
teral tumor,  the  original  lesion  produced 
gross  hematuria,  while  the  second  lesion, 
occuring  in  the  remaining  solitary  ureter, 
failed  to  cause  bleeding.  Its  presence  first 
became  manifested  when  the  patient  became 
anuric,  due  to  ureteral  obstruction.  The  pos- 
sibility of  a metastatic  lesion  must  be  consid- 
ered, but  in  our  opinion,  the  time  lapse  of  18 
months,  with  no  other  evidence  of  metastases 
renders  such  a conclusion  improbable.  An- 
other, less  frequent  symptom  is  pain,  due  to 
ureteral  obstruction. 

Differential  diagnosis  must  consider  soft, 
opaque  calculi,  mucosal  folds  of  the  ureter, 
ureteral  polyposis,  ureteritis  cystica  and  leu- 
koplakia of  the  ureter.  Cystoscopy  often  re- 
veals a tumor  mass,  protruding  from  the 
ureteral  orifice,  but  pyelo-uretograms  are 
essential  for  demonstration  of  the  location  of 
the  tumor.  Each  of  our  cases  presented  a 
pathological  picture  of  papillomatous  tran- 
sitional cell  carcinoma,  which  is  the  usual 
type. 

Treatment  consists  of  complete  nephro- 
ureterectomy,  with  removal  of  a cuff  of  blad- 
der wall.  Twinem,  in  1957,  reported  18  opera- 
tive removals,  in  20  patients,  with  no  mor- 
tality. Of  those,  in  this  series,  who  died  of 
recurrences  or  metastases,  all  died  within  4 
years.  Fisher  in  1954,  reported  an  overall  sur- 
vival rate  of  46%,  ranging  from  2 months  to 


8 years.  Followup  treatment  of  all  ureteral 
and  bladder  tumors  should  include  periodic 
cystoscopy.  In  our  case  #3,  such  a plan  re- 
vealed a recurrence  at  an  early  stage  and 
successful  treatment  was  easily  accomplished, 
with  a much  better  prognosis. 

CONCLUSIONS 

Gross  hematuria  should  always  arouse  a 
suspicion  of  carcinoma  of  the  urinary  tract. 
The  ureter  must  always  be  considered  as  a 
possible  site  of  such  a lesion. 
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GEORGE  T.  JORDAN,  M.D. 

1876—1959 

Dr.  George  T.  Jordan,  who  passed  away  early  on  the  morning  of  his  83rd  birthday,  May  17, 
at  his  home  in  Vermillion  was  a gentleman  who  had  enjoyed  several  careers,  all  of  them  suc- 
cessful. 

Physician,  soldier,  educator,  medical  scholar,  civic  leader,  sports  enthusiast  and  good 
friend,  he  has  been  called  the  No.  1 alumnus  of  the  University  of  South  Dakota. 

At  the  age  of  68  he  retired  from  a distinguished  medical  career  in  Chicago  to  reurn  to  his 
native  Vermillion.  He  established  his  office  there  and  continued  an  active  practice  as  an  eye, 
ear,  nose  and  throat  specialist  until  the  day  of  his  death. 

Such  newspapers  as  the  Chicago  Tribune  and  the  New  York  Times  devoted  considerable 
space  to  his  achievements  in  presenting  the  report  of  his  passing. 

Born  in  Vermillion  on  May  17,  1876,  the  son  of  Thomas  and  Nancy  Thompson  Jordan,  he 
attended  local  schools  and  was  graduated  from  the  University  of  South  Dakota  in  1900.  Elected 
to  Phi  Beta  Kappa,  national  scholarship  fraternity,  he  also  won  letters  in  football  and  re- 
mained a lifelong  support  of  all  USD  athletic  teams,  win,  lose  or  draw. 

He  went  on  to  Northwestern  Medical  School,  with  internship  in  Chicago’s  Mercy  Hospital, 
and  took  postgraduate  work  in  Vienna.  He  held  teaching  appointments  at  Northwestern  Uni- 
versity, Stritch  School  of  Medicine  and  the  Loyola  University  Medical  School  and  headed  the 
eye,  ear,  nose  and  throat  department  at  Mercy  Hospital.  Since  returning  to  Vermillion  he 
has  been  on  the  staff  of  the  USD  Medical  School  and  was  chief  of  the  medical  staff  of  Dakota 
Hospital. 

He  served  a term  as  president  of  the  National  Association  of  ophthamologists,  was  a mem- 
ber of  state  and  national  medical  societies  and  held  a fellowship  in  the  American  College  of 
Surgeons.  He  practiced  medicine  in  Chicago  for  40  years. 

Dr.  Jordan  served  as  president  of  the  South  Dakota  Alumni  Club  in  Chicago  and  has  been 
active  since  graduation  in  the  Alumni  Association  of  the  University.  He  was  named  the  first 
honorary  marshall  of  a Dakota  Day  parade. 

In  World  War  I he  served  as  a captain  in  the  Army  Medical  Corps.  In  World  War  H he 
activated  the  Loyola  University  Medical  unit  which  was  sent  to  England  to  operate  a 100  bed 
hospital.  He  was  in  charge  of  the  unit  as  a colonel  in  the  Army  Medical  Corps. 

He  was  a member  of  the  Methodist  Church,  the  American  Legion,  Phi  Delta  Theta  frater- 
nity and  Nu  Sigma  Nu  fraternity.  He  was  one  of  the  founders  of  Phi  Delta  Theta  fraternity 
at  USD. 

Dr.  Jordan  was  married  on  June  30,  1911  to  Helen  Hall  in  Chicago. 

Survivors  include  his  widow;  a daughter,  Mrs.  Jean  Maclay,  New  York  City;  two  sons, 
Thomas  H.  Jordan,  San  Mateo,  Calif.,  and  John  Peter  Jordan,  South  Pasadena,  Calif.,  and 
eight  grandchildren. 
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J.  A.  JACOTEL,  M.D. 

1875—1959 

Dr.  J.  A.  Jacotel,  family  doctor  for  countless  Grant  county  residents  since  1900,  died  in 
June  and  another  link  with  the  early  days  of  Milbank  was  lost  to  his  countless  friends. 

His  was  a life  filled  with  interest  and  compassion  for  all  those  with  whom  he  came  in  con- 
tact and  this  interest  never  waned,  even  in  his  later  years  when  he  lost  his  vision. 

Born  March  18,  1875,  in  Montreal,  Canada,  he  was  one  of  seven  children. 

He  graduated  from  Ecole  Normal  in  1893  and  Laval  University,  now  the  University  of 
Montreal  in  1898,  with  the  honors  as  a Doctor  of  Medicine. 

He  attended  St.  John’s  Military  academy  for  one  year  where  he  took  officer’s  training  in 
the  Canadian  Army  and  received  a commission  as  Captain  of  the  Royal  Canadian  Infantry. 

Having  decided  to  come  to  the  United  States  to  practice  medicine,  his  first  practice  was  at 
Le  Seuer,  Minn,  where  he  took  over  the  practice  of  another  doctor  in  this  French  community 
while  that  doctor  studied  in  Europe. 

From  Le  Seuer  he  came  in  1900  to  Milbank  to  start  practicing  in  three  rooms  above  the 
Bailey  Drug  Store.  Mr.  Bailey  had  been  instrumental  in  getting  Dr.  Jacotel  to  locate  in  Mil- 
bank.  There  were  at  that  time  eight  doctors  in  the  town. 

Dr.  Jacotel  in  writing  about  his  first  practice  in  Milbank  says,  “Then  Milbank  was  a little 
more  than  20  years  old  and  bore  the  marks  of  a newly  founded  town  — the  board  walks,  the 
hitching  posts,  the  unworked  streets,  so  dusty  in  hot  weather  and  so  deep  with  mud  on  wet 
days,  the  false  front  buildings  with  only  about  six  or  seven  brick  business  places.” 

He  was  married  to  Agnes  Berquist  on  November  24,  1903,  and  from  this  union  there  was  a 
son,  Thaddeus,  born.  There  is  one  granddaughter,  Sherrill  Collette,  of  Moorhead,  Minn.,  a 
June  high  school  graduate. 

Dr.  and  Mrs.  Jacotel  had  one  of  the  first  four  cars  in  the  County  but  in  this  early  year  of 
mechanical  transportation,  he  found  the  horse  and  buggy  still  the  best  means  of  travel  for  a 
country  doctor.  He  had  the  first  Ford  in  Milbank  and  was  the  first  to  have  a cottage  on 
Linden  beach. 

Dr.  Jacotel  retired  from  practice  in  1947. 

In  1954  he  became  totally  blind.  To  better  adjust  himself  to  living,  he  attended  a summer 
course  in  July,  1954,  at  the  Blind  School  at  Gary,  South  Dakota,  one  of  the  oldest  pupils  to 
ever  attend  a blind  school  to  learn  to  read  and  write  Braille. 

The  Doctor  enjoyed  music  as  a hobby  and  often  spent  his  leisure  hours  playing  classical 
music  at  the  piano. 

During  his  years  of  active  practice,  though  he  never  saw  fit  to  seek  public  office,  the 
people  frequently  placed  these  duties  upon  him. 

He  assisted  in  getting  the  Sisters  to  establish  a hospital  in  Milbank.  He  was  county  coroner, 
at  various  times,  chairman  of  the  polio  foundation,  chairman  of  the  medical  society,  chairman 
of  the  city  board  of  health  and  from  1927  until  retirement  was  the  American  Medical  advisor  to 
the  board  of  insanity. 

Rosary  services  were  held  at  Emanuel’s  chapel  and  funeral  services  were  held  at  the  St. 
Lawrence  Catholic  Church,  with  the  Rev.  Fr.  Thomas  Shanley  officiating.  Burial  was  in  the 
Milbank  cemetery. 

The  twelfth  district  medical  society  made  a contribution  to  the  Medical  School  endowment 
fund  at  the  University  of  South  Dakota  as  a Memorial  tribute  to  Dr.  Jacotel,  one  of  the  long 
time  members  of  the  society. 
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Gentlemen: 

My  term  of  office  as  President  of  the  State  Medical  Association  has  started  and  I ap- 
preciate very  much  the  honor  that  you  have  given  me. 

I hope  that  I will  merit  this  honor  and  carry  out  the  duties  of  the  office  in  a credible  man- 
ner. 


With  the  help  of  the  membership  of  the  State  Medical  Association  and  our  efficient  Execu- 
tive Secretary,  John  Foster,  I will  do  my  best. 

I can  assure  you  that  I will  not  bore  you  with  any  long  speeches  as  my  only  virtue  as  a 
public  speaker  is  my  brevity. 


Sincerely, 

R.  A,  Buchanan,  M.D. 
President 
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THE  MONTH  IN  WASHINGTON 

Washington,  D.  C. — Congress  went  into  the 
final  months  of  this  session  with  a heavy 
workload  of  appropriation  bills  and  foreign 
aid  legislation  to  be  acted  upon  before  ad- 
journment. 

Congress  must  act  upon  the  appropriation 
bills  before  adjournment  to  provide  money 
for  operation  of  the  federal  government  dur- 
ing the  1960  fiscal  year.  Foreign-aid  legisla- 
tion also  is  generally  put  in  the  “must”  cat- 
egory now. 

With  so  much  “must”  legislation  requiring 
action  and  Congress  hoping  to  adjourn  by 
late  August  or  maybe  earlier,  many  bills 
of  varying  importance  will  be  left  for  further 
consideration  next  year. 

An  upsurge  in  the  national  economy 
strengthened  the  position  of  the  Administra- 
tion and  economy-minded  members  of  the 
House  and  Senate  in  their  opposition  to  big- 
spending bills.  Supporters  of  a Senate- 
approved  $465  million  airport  bill  conceded 
in  advance  that  a House-Senate  conference 
committee  would  approve  a figure  closer  to 
the  $297  million  version  which  the  House 
passed. 

Substantial  gains  in  industrial  production, 
corporate  profits,  employment  and  other  key 
economic  factors  raised  Administration  hopes 
for  only  a small  deficit,  if  not  a balanced 
budget,  in  the  fiscal  year  1960  which  began 
July  1.  There  also  was  some  talk  in  in- 
fluential quarters  of  a possible  tax  cut  next 


year.  But  at  this  stage,  it  was  highly  spec- 
ulative. And  it  appeared  most  likely  that 
if  there  is  one,  it  will  be  small. 

During  the  first  five  months  of  this  session. 
Congress  completed  action  on  only  two  ap- 
propriation bills.  They  provided  funds  for 
operation  of  the  Treasury  and  Post  Office 
Department  in  fiscal  1960,  and  additional 
funds  for  various  government  activities  dur- 
ing 1959. 

Early  in  June,  the  House  approved,  393  to 
3,  a $38,848,339,000  Defense  Department  ap- 
propriation which  included  $88.8  million  for 
care  of  certain  dependents  of  military  per- 
sonnel in  civilian  hospitals.  In  recommend- 
ing the  Medicare  appropriation,  the  House 
Appropriations  Committtee  commended  the 
Defense  Department  “for  its  response  to  the 
intent  of  Congress  . . . that  dependents  of 
military  personnel  have  the  benefit  of  prompt 
and  adequate  medical  treatment  at  all  times 
wherever  they  may  be.” 

This  contrasted  with  the  Committee’s  crit- 
icism about  two  months  ago.  The  Committee 
then  expressed  concern  at  what  it  termed 
“the  high  costs  of  care  for  military  personnel 
and  their  dependents  in  civilian  hospitals  and 
the  high  fees  allowed  in  the  program.” 

In  another  Medicare  development,  the  Sur- 
geon General  of  the  Army  ruled  (ODMC 
Letter  No.  7-59)  that  a patient  under  the  pro- 
gram who  has  suspected  or  proven  malig- 
nancy is  acutely  ill  and  qualifies  for  care. 
The  government  will  pay  for  urgently  re- 
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quired  treatment  in  such  cases  when  certi- 
fied by  the  attending  physician. 

But  it  was  made  clear  that  payment  would 
be  based  “solely  on  the  medical  requirement 
for  immediate  hospitalization.”  Qualifica- 
tions of  urgency  can  not  be  based  on  mental 
anguish,  emotional  attitudes  or  socio-eco- 
nomic factors. 

The  Defense  Department  rejected  two  pro- 
posals of  the  Florida  Medical  Association  for 
changes  in  the  Medicare  program.  The  Flor- 
ida Medical  Association  proposed  that  a 
health  insurance  program  be  provided  for 
dependents  of  military  personnel  or  that  con- 
trol of  the  Medicare  program  be  transferred 
to  the  Department  of  Health,  Education  and 
Welfare. 

Dr.  Frank  B.  Berry,  Assistant  Secretary  of 
Defense  for  Health  and  Medicine,  said  the 
present  program  could  be  handled  best  by 
the  military  service  because  military  depend- 
ents “are  a highly  transient  population.” 

* * 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice 
President  of  the  American  Medical  Associa- 
tion, suggested  to  the  House  Subcommittee 
on  Administration  of  the  Social  Security 
Laws  that  it  consider  the  advisability  of  a 
single  Public  Assistance  medical  program  at 
the  prerogative  of  individual  states.  There 
are  now  four  such  programs  covering  the 
blind,  the  aged,  dependent  children  and  the 
permanently  and  totally  disabled. 

In  a letter  to  Rep.  Burr  P.  Harrison  (D., 
Va.)  Chairman  of  the  Subcommittee,  Dr. 
Blasingame  also  suggested  consideration  of: 

Whether  the  medical  staff  of  the  Bureau 
of  Public  Assistance  is  now  sufficient  to  pro- 
vide adequate  counselling  to  states  on  their 
individual  programs,  and 

Whether  “sufficient  liaison  has  maintained 
with  the  various  professional  organizations 
actually  providing  medical  care. 

Another  suggestion  of  Dr.  Blasingame  was 
that  a special  medical  advisory  committee 
might  be  established  in  view  of  the  fact  that 
there  are  no  physicians  on  the  recently- 
appointed  Social  Security  Advisory  Commit- 
tee. 


PIERRE  R.  PINARD,  M.D. 

1870—1959 

Dr.  Pierre  R.  Pinard,  who  was  one  of  the 
few  surviving  horse  and  buggy  doctors,  died 
at  a Sioux  Falls  Hospital.  He  was  89. 

Dr.  Pinard  started  his  medical  practice  in 
South  Dakota  and  devoted  50  years  to  it. 

During  the  early  days,  much  of  his  time 
was  spent  on  the  road,  making  sick  calls  by 
horse  and  buggy. 

After  his  retirement  in  the  early  1940’s,  Dr. 
Pinard  moved  to  Sioux  Falls  from  Philip. 

He  was  born  May  4,  1870,  at  Batiscan, 
Quebec,  Canada,  and  received  his  early  edu- 
cation in  parochial  schools.  After  his  father 
died  when  Dr.  Pinard  was  15,  he  worked  his 
way  through  high  school. 

He  attended  Victoria  College  of  Medicine 
and  Surgery  in  Montreal,  Canada,  for  a year 
before  coming  to  the  United  States  in  1890. 
Dr.  Pinard  studied  at  Milwaukee  and  later 
attended  St.  Louis  College  of  Physicians  and 
Surgeons,  being  graduated  in  1893. 

He  started  his  practice  at  Lesterville  and 
later  moved  to  Geddes.  Eight  years  later  he 
moved  his  practice  to  Wagner,  where  he 
founded  a hospital  and  continued  to  work 
until  the  early  1940’s. 

In  addition  to  being  a doctor,  he  was  a 
registered  pharmacist  for  a half-century  and 
held  an  honorary  membership  issued  by  the 
State  Board  of  Pharmacy. 

He  married  Susie  Lawrence,  June  23,  1896, 
at  Lesterville.  She  died  in  1942. 

Dr.  Pinard  was  a member  of  St.  Joseph’s 
Cathedral,  former  member  of  the  South  Da- 
kota Medical  Association,  vice-president  of 
the  Charles  Mix  County  Board  of  Health  and 
medical  examiner  on  the  Board  of  Pension 
Examiners.  He  also  held  memberships  in  the 
Modern  Woodmen  of  America  and  the  An- 
cient Order  of  United  Workmen. 

Survivors  include  two  sons,  K.  L.  Pinard, 
Sioux  Falls;  N.  L.  Pinard  Vancouver,  Wash.; 
a brother  and  five  grandchildren  and  seven 
great-grandchildren. 

He  was  preceded  in  death  by  11  brothers 
and  sisters. 
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REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
108th  ANNUAL  MEETING 
JUNE  8-12,  1959 
ATLANTIC  CITY 


(Ed.  Note:  This  Report  is  published  as  prepared 
by  the  AMA  staff  in  lieu  of  a separate  report  by 
the  SDSMA  delegate.) 

The  report  of  the  A.M.A.  Commission  on 
Medical  Care  Plans,  relations  between  med- 
icine and  osteopathy,  the  report  of  the  Com- 
mittee on  Preparation  for  General  Practice 
and  the  issue  of  compulsory  Social  Security 
coverage  for  self-employed  physicians  were 
among  the  major  subjects  which  brought  im- 
portant policy  actions  by  the  House  of  Dele- 
gates at  the  American  Medical  Association’s 
108th  Annual  meeting  held  June  8-12  in 
Atlantic  City. 

Another  highlight  of  the  meeting  was  the 
appearance  of  President  Dwight  D.  Eisen- 
hower, who  addressed  an  over-flow  audience 
of  more  than  5,000  at  the  Tuesday  night  in- 
auguration of  Dr.  Louis  M.  Orr  of  Orlando 
Florida,  as  the  113th  president  of  the  A.M.A. 
It  marked  the  first  time  that  a President  of 
the  United  States  has  addressed  the  A.M.A. 
annual  or  clinical  meeting. 

Dr.  E.  Vincent  Askey  of  Los  Angeles,  speaker 
of  the  House  of  Delegates  since  1955,  was 
named  president-elect  for  the  coming  year. 
Dr.  Askey  will  succeed  Dr.  Orr  as  president 
at  the  association’s  annual  meeting  in  June, 


1960,  in  Miami  Beach. 

The  1959  Distinguished  Service  Award  of 
the  American  Medical  Association  was  voted 
to  Dr.  Michael  E.  De  Bakey  of  Houston, 
Texas,  chairman  of  the  department  of  sur- 
gery at  Baylor  University  College  of  Med- 
icine, for  his  outstanding  contributions  in  the 
field  of  cardiovascular  surgery.  Dr.  De  Bakey 
received  the  award  at  the  Tuesday  night  in- 
augural ceremony. 

Total  registration  through  Thursday,  with 
half  a day  of  the  meeting  still  remaining  had 
reached  28,225,  including  12,921  physicians. 

Eisenhower  Address 

President  Eisenhower,  speaking  at  the  in- 
augural ceremony  in  the  ballroom  of  Conven- 
tion Hall,  warned  that  inflation  posed  the 
greatest  danger  to  the  traditional,  free  enter- 
prise practice  of  medicine.  The  cost  of  infla- 
tion, he  said,  “is  not  paid  in  dollars  alone  but 
in  increasingly  stagnated  progress,  lost  oppor- 
tunities, and  eventually,  if  unchecked,  in  lost 
freedoms  for  the  doctor  and  the  patient.”  Mr. 
Eisenhower  also  expressed  gratification  at 
learning  of  A.M.A.  leadership  in  the  program 
to  meet  the  health  care  needs  of  the  aged. 
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Commission  on  Medical  Care  Plans 

The  House  of  Delegates  received  Part  I of 
the  report  of  the  Commission  on  Medical 
Care  Plans  as  information  only  and  then 
acted  upon  the  Commission  recommendations 
item  by  item.  The  House  adopted  36  of  the 
recommendations  without  change,  but  re- 
worded three  which  relate  to  miscellaneous 
and  unclassified  plans.  The  changed  recom- 
mendations now  read  as  follows; 

B-4.  “In  an  effort  to  decrease,  or  at  least 
to  prevent  an  increase,  in  the  over-all  cost  of 
health  care,  study  should  be  given  to  the  re- 
moval of  the  requirement  of  hospital  admis- 
sion as  the  only  condition  under  which  pay- 
ment of  certain  benefits  will  be  made.” 

B-6.  “Medical  care  plans  should  be  en- 
couraged to  increase  their  efforts  to  provide 
health  education  and  information  concern- 
ing the  coverage  of  their  subscribers.” 

B.16.  “The  American  Medical  Association 
believes  that  free  choice  of  physician  is  the 
right  of  every  individual  and  one  which  he 
should  be  free  to  exercise  as  he  chooses.  Each 
individual  should  be  accorded  the  privilege  to 
select  and  change  his  physician  at  will  or  to 
select  his  preferred  system  of  medical  care 
and  the  American  Medical  Association  vigor- 
ously supports  the  right  of  the  individual  to 
choose  between  these  alternatives.” 

In  connection  with  free  choice  of  physician, 
the  House  also  requested  the  Board  of 
Trustees  to  transmit  to  all  constituent  med- 
ical associations  the  “far-reaching  signif- 
icance” of  Recommendation  A-7,  which  says; 

“ ‘Free  choice  of  physician’  is  an  important 
factor  in  the  provision  of  good  medical  care. 
In  order  that  the  principle  of  ‘free  choice  of 
physician’  be  maintained  and  be  fully  imple- 
mented, the  medical  profession  should  dis- 
charge more  vigorously  its  self-imposed  re- 
sponsibility for  assuring  the  competency  of 
physicians’  services  and  their  provision  at  a 
cost  which  people  can  afford.” 

The  House  also  strongly  endorsed  Recom- 
mendation B-11,  which  declares  that  “Those 
who  receive  medical  care  benefits  as  a result 
of  collective  bargaining  should  have  the 
widest  possible  choice  from  among  medical 
care  plans  for  the  provision  of  such  care.” 

Many  of  the  Commission  recommendations 
urged  increased  activity  by  state  and  county 
medical  societies  and  the  American  Medical 
Association  in  such  fields  as  continuing  study 


and  liason,  closer  attention  to  legal  and  leg- 
islative factors,  and  the  development  of 
guides  for  the  relationship  between  the  med- 
ical profession  and  the  various  types  of  third 
parties.  To  carry  out  three  of  the  recommen- 
dations involving  A.M.A.  activities,  the  House 
also  approved  a seven-point  program  which  it 
requested  the  Board  of  Trustees  to  transmit 
to  the  Division  of  Socio-Economic  Activities 
for  immediate  attention. 

Medicine  and  Osieopalhy 

In  considering  a special  report  of  the 
Judicial  Council  on  the  subject  of  osteopathy, 
the  House  adopted  the  following  policy  state- 
ment regarding  interprofessional  relations; 

“(A)  All  voluntary  professional  associations 
between  doctors  of  medicine  and  those  who 
practice  a system  of  healing  not  based  on 
scientific  principles  are  unethical. 

“(B)  Enactment  of  medical  practice  acts  re- 
quiring all  who  practice  as  physicians  and 
surgeons  to  meet  the  same  qualifications,  take 
the  same  examinations  and  graduate  from 
schools  approved  by  the  same  agency  should 
be  encouraged  by  the  constituent  associations. 

“(C)  It  shall  not  be  considered  contrary  to 
the  Principles  of  Medical  Ethics  for  doctors  of 
medicine  to  teach  students  in  an  osteopathic 
college  which  is  in  the  process  of  being  con- 
verted into  an  approved  medical  school  under 
the  supervision  of  the  A.M.A.  Council  on 
Medical  Education  and  Hospitals. 

“(D)  A liaison  committee  be  appointed  by 
the  Board  of  Trustees  of  the  American  Med- 
ical Association  to  meet  with  representatives 
of  the  American  Osteopathic  Association,  if 
mutually  agreeable,  to  consider  problems  of 
common  concern  including  inter-professional 
relationships  on  a national  level.” 

In  another  action  concerning  osteopathy, 
the  House  recommended  that  the  American 
Medical  Association  representatives  on  the 
Joint  Commission  Accreditation  of  Hospitals 
suggest  to  the  Joint  Commission  that  they 
inspect  upon  request  and  consider  for  accred- 
itation without  prejudice  those  hospitals  re- 
quired by  law  to  admit  osteopathic  physicians 
to  their  staff. 

Preparation  for  General  Practice 

The  House  approved  and  commended  the 
final  report  of  the  Committee  on  Prepara- 
tion for  General  Practice,  which  proposes  a 
new  two-year  internship  program  for  medical 
school  graduates  planning  to  become  family 
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physicians.  To  avoid  unnecessary  confusion, 
the  House  deleted  only  one  sentence  which 
read:  “Indeed,  the  committee  believes  that 
the  one  year  internship  actually  encourages 
inadequate  preparation  for  general  practice.” 
The  Committee  on  Preparation  for  General 
Practice  included  representatives  from  the 
A.M.A.  Council  on  Medical  Education  and 
Hospitals,  the  American  Academy  of  General 
Practice  and  the  Association  of  American 
Medical  Colleges. 

The  suggested  program  would  include  a 
basic  minimum  of  18  months  hospital  training 
in  the  diagnostic,  therapeutic,  psychiatric, 
preventive  and  rehabilitative  aspects  of  med- 
icine and  pediatrics  in  a very  broad  sense,  in- 
cluding care  of  the  newborn.  A physician 
then  could  elect  to  spend  the  remaining  six 
months  for  additional  training  in  other  seg- 
ments of  the  program.  The  committee  stated, 
however,  that  participants  who  plan  to  prac- 
tice obstetrics  would  be  expected  to  spend  at 
least  four  months  of  the  elective  period  in 
obstetrical  training. 

The  report  declared  that  “the  graduate  pro- 
gram of  two  years  in  preparation  for  family 
practice  should  be  planned  and  implemented 
as  a unified  whole”  with  a maximum  con- 
tinuity of  assignment  in  specific  services.  The 
program  also  calls  for  adequate  experience 
in  outpatient  care  and  emergency  room 
service. 

Social  Security 

In  considering  five  resolutions  on  the  sub- 
ject of  compulsory  Social  Security  coverage 
for  self-employed  physicians,  the  House  dis- 
approved of  four  and  adopted  one  reaffirm- 
ing its  opposition  to  the  compulsory  inclusion 
of  physicians.  In  so  doing,  the  delegates  ex- 
pressed concern  over  the  possible  effects  that 
a change  of  policy  might  have  on  the  Asso- 
ciation’s entire  legislative  program,  particu- 
larly with  respect  to  the  Forand  Bill. 

The  House  also  recognized  “the  apparent 
growing  demand  by  physicians  for  economic 
security”  and  requested  the  Board  of  Trustees 
to  investigate  the  possibilities  of  developing 
group  insurance  and  retirement  plans  which 
could  be  made  available  to  Association  mem- 
bers. It  accepted  a reference  committee  sug- 
gestion “that  the  American  Medical  Associa- 
tion continue  and  expand  its  educational  pro- 
gram to  inform  its  members  of  the  economic, 
social  and  moral  advantages  of  economic 


security  obtained  within  the  framework  of 
our  free  enterprise  system  rather  than 
through  the  mechanisms  of  governmental 
Social  Security.” 

Miscellaneous  Actions 

In  dealing  with  a wide  variety  of  other 
subjects,  the  House  also:  Urged  all  physicians 
to  participate  more  fully  in  community  ac- 
tivities and  socio-economic  matters  in  their 
own  communities  but  agreed  that  no  change 
should  be  made  at  this  time  in  Article  H of 
the  Constitution,  which  states  Association 
objectives; 

Approved  in  principle  the  aims  and  objec- 
tives of  the  President’s  Council  on  Youth 
Fitness  and  the  Citizens  Advisory  Committee 
on  the  Fitness  of  American  Youth; 

Accepted  a Board  of  Trustees  recommen- 
dation that  the  1962  Annual  Meeting  be  held 
in  Chicago; 

Expressed  heartfelt  thanks  to  the  Commit- 
tee on  Amphetamines  and  Athletes,  which 
has  completed  its  assignment; 

Requested  the  Board  of  Trustees  to  study 
the  problems  and  possibilities  of  establishing 
an  A.M.A.  — sponsored  medical  scholarship 
and/or  loan  program; 

Approved  the  inclusion  of  Today’s  Health 
as  a benefit  of  dues  — paying  membership 
and  urged  members  to  make  it  available  to 
their  patients; 

Recommended  that  state  medical  societies, 
where  advisable,  initiate  legislative  efforts  to 
eliminate  cancer  quackery; 

Received  a progress  report  indicating 
“phenomenal  progress”  in  the  field  of  health 
insurance  coverage  for  the  aged  since  the 
Minneapolis  meeting  last  December;  - 

Gave  a rising  vote  of  thanks  to  Dr.  Joseph 
D.  McCarthy,  who  finished  his  term  as  chair- 
man of  the  Council  on  Medical  SerAce; 

Reaffirmed  its  full  support  of  the  Educa- 
tional Council  for  Foreign  Medical  Graduates; 

Endorsed  the  purposes  outlined  in  the 
initial  report  of  the  Medical  Disciplinary 
Committee; 

Urged  every  A.M.A.  member  to  give  a sub- 
stantial gift  to  the  medical  schools  through 
the  American  Medical  Education  Foundation; 
and 

Expressed  appreciation  for  the  outstanding 
disaster  medicine  program  presented  by  the 
United  States  Army  Medical  Service  on  June 
(Continued  on  Page  292) 
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MEDICAL  BOOKSHELF 

The  following  review  of  two  gift  books 
given  to  the  Medical  Library  by  the  Ciba 
Foundation  were  written  by  two  members 
of  our  medical  staff. 

The  first  one  on  Water  and  Electrolyte 
Metabolism  in  Relation  to  Age  and  Sex  was 
written  by  Dr.  Willard  Read,  Associate  Pro- 
fessor of  Physiology.  Dr.  Read  received  his 
Ph.D.  from  Missouri. 

The  second  on  Hormone  Production  in  En- 
docrine Tumors  was  reviewed  by  Dr.  George 
S.  Serif,  Assistant  Professor  of  Biochemistry. 
Dr.  Serif  who  received  his  Ph.D.  degree  from 
McMasters  University  in  Ontario,  Canada, 
joined  our  staff  last  September. 

This  volume  represents  the  fourth  collo- 
quium in  the  Ciba  Foundation’s  program  for 
the  encouragement  of  basic  research  in  Age- 
ing. It  is  a series  of  eighteen  short  papers 
covering  a variety  of  topics  relevant  to  water 
and  electrolyte  metabolism.  Professor  E.  F. 
Adolph  of  the  University  of  Rochester  re- 
views some  of  his  experiments  on  the  age 
at  which  animals  acquire  the  ability  to  ex- 
crete water  loads.  G.  I.  M.  Swyer,  Univer- 
sity College  Hospital,  London,  discusses  the 
general  aspects  of  steroid  hormones  on  water 
and  electrolyte  metabolism,  including  infancy 
and  adolescence.  E.  Kerpel-Fronius,  Univer- 
sity of  Pecs,  Hungary,  gives  a note  of  caution 

Ciba  Foundation  Colloquia  on  Aging. 

Water  and  Electrolyte  Metabolism  in  Relation  to 
Age  and  Sex,  Volume  4,  Little  Brown,  1958. 


in  the  interpretation  of  body  water  and  elec- 
trolyte changes  in  infancy  while  the  group 
from  the  University  of  Prague  reports  the  re- 
sults of  a most  provocative  series  of  experi- 
ments on  rats  which  demonstrate  a change 
in  the  hemeostatic  mechanisms  regulating 
the  intake  of  water  and  sodium  at  the  time 
of  weaning.  P.  A.  Desaulles,  Ciba  Pharma- 
ceutical Laboratories,  Basle,  reports  that  the 
sensitivity  to  aldosterone  or  cortisol,  changes 
with  the  age  of  the  animal.  This  change  is 
not  in  the  same  direction  for  each  of  these 
steroids.  Widdowson  and  McCanse  of  Cam- 
bridge, add  some  new  data  to  their  extensive 
studies  on  renal  activity  in  the  infant.  N.  W. 
Shock  National  Institutes  of  Health,  takes 
up  the  problem  of  the  functional  capacity  of 
the  kidney  in  the  aged,  as  measured  by  clear- 
ance techniques.  There  are  also  short  papers 
on  kidney  function  in  such  specific  disease 
entities  as  congestive  heart  failure.  N.  B. 
Talbot  and  R.  Richie,  of  Harvard,  draw  atten- 
tion to  the  tolerance  of  the  body  for  fasting, 
thirsting  or  overloading  with  water  and  elec- 
trolytes. Dr.  Davson,  University  College, 
London,  gives  a brief  discussion  of  some 
general  aspects  of  cellular  transfer  of  electro- 
lytes, while  the  group  at  Western  Reserve 
takes  up  the  general  problem  of  dietary  in- 
take and  body  composition. 

The  subject  of  electrolyte  metabolism  has 
developed  enormously  in  recent  years.  This 
volume  is  the  result  of  the  necessity  of  those 
actively  participating  in  research  in  this 
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new. . . highly  effective  tranquilizq 


Comparison  of  TENTONE  usefulness 


i . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 
Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
i;  sitivity  reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

f ful,  as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
V sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients. Indicated  when 
-more  than  a mild  sedative  effect  is  desired ...  and  less  than  psy- 
chosis is  involved.  -^►Dosage  range:  In  mild  to  moderate  cases: 
. from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
500  mg.  daily. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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field  to  come  together  for  a thorough  ex- 
change of  ideas.  No  attempt  is  made  in  this 
series  of  papers  to  dwell  on  the  problem  of 
diagnosis  and  treatment  of  electrolyte  dis- 
orders. The  brevity  of  the  papers  prevented 
the  inclusion  of  any  great  amount  of  data. 
Indeed,  in  the  opinion  of  the  reviewer,  the 
value  of  the  papers  would  have  been  de- 
creased had  such  data  been  reported.  Never- 
theless, many  of  the  quantitative  values  given 
in  the  text  of  the  papers  would  be  difficult 
to  find  elsewhere.  There  is  included  a trans- 
cript of  the  questions  raised  and  the  discus- 
sions at  the  end  of  each  paper.  This  is  very 
informative.  This  volume  would  be  of  great 
value  to  anyone  who  is  interested  in  research 
in  this  field.  In  the  opinion  of  the  reviewer, 
its  greatest  value  lies  not  in  the  questions  an- 
swered but  in  the  problems  raised;  problems 
which  must  be  solved  by  future  research. 

The  Ciba  Foundation  Symposia  are  by  de- 
sign “small  and  informal”  and  consequently 
it  is  to  be  expected  that  a complete  coverage 
of  the  field  under  discussion  is  not  attempted. 
However,  within  this  self-imposed  restric- 
tion the  Ciba  Symposium  “Hormone  Produc- 
tion in  Endocrine  Tumors”  provides  some 
stimulating  and  thought  provoking  reports 
of  experimental  studies  with  endocrine  tu- 
mors as  delivered  by  an  impressive  group  of 
international  authorities. 

The  greater  part  of  the  material  presented 
deals  with  studies  at  the  clinical  level.  How- 
ever, this  is  balanced,  in  part,  by  a number  of 
reports  concerned  with  tumor  growth  at  the 
molecule  level.  This  symposium  makes  a 
serious  attempt  to  answer  the  fundamental 
question:  “What  are  the  basic  differences 
between  cancerous  and  normal  tissues?” 

It  would  be  impractical  to  list  all  topics 
covered  here  but  the  following  selected  few 
particularly  attracted  this  reviewer’s  atten- 
tion: 

Experimental  pituitary  tumors;  Normal 
and  abnormal  iodinated  compounds  in  thy- 
roid carcinoma;  Goitrogen  induced  thyroid 
tumors;  Biosynthesis  of  Steroids  in  tumor 
bearing  human  glands;  Tumors  of  the  adrenal 
cortex;  Biochemistry  of  cystic  ovaries;  Deter- 
mination of  serum  insulin  in  patients  with 

Ciba  Foudation  Colloquia  on  Endocrinology. 
Hormone  Production  in  Endocrine  Tumors,  Vol- 
ume 12,  Little  Brown,  1958. 


islet  cell  tumors  of  the  pancreas;  Gonado- 
trophins, androgens  and  oestrogens  in  cases 
of  malignant  tumors  of  the  testis;  Effect  of 
pituitary  ablation  on  gonadotrophin  excre- 
tion in  women  with  breast  cancer. 

For  the  investigator  engaged  in  cancer  re- 
search this  volume  is  almost  a “must.”  The 
discussions  following  each  report  are  of  par- 
ticular importance  since  much  of  this  ma- 
terial has  not  been  and  probably  will  not  be 
published  elsewhere.  For  the  clinician  more 
casually  interested  in  endocrine  cancer,  the 
book,  though  specialized,  may  be  read  with 
considerable  profit  since  the  contributors  ap- 
pear to  have  made  a genuine  attempt  to  pro- 
vide introductory  background  materials. 

Mrs.  Esther  Howard 

Medical  Librarian 


MEDICAL  ECONOMICS— 

(Continued  from  Page  290) 

6,  1959,  in  Atlantic  City. 

Opening  Session 

At  the  Monday  opening  session  Dr.  Gunnar 
Gundersen  of  La  Crosse,  Wis.,  retiring  A.M.A. 
president,  stressed  the  personal  responsibility 
of  every  physician  to  keep  abreast  of  med- 
ical advancements  and  to  deliver  “1959  med- 
icine.” Dr.  Orr,  then  president-elect,  called 
for  concerted  effort  and  medical  leadership 
in  four  areas  — the  costs  of  medical  care, 
recruitment  of  dedicated  medical  students, 
basic  research  and  health  care  of  the  aged. 
Dr.  Carl  V.  Moore,  Busch  professor  of  med- 
icine at  Washington  University,  St.  Louis, 
was  presented  with  the  eighth  Goldberger 
Award  in  clinical  nutrition.  Smith, , Kline 
and  French  Laboratories  of  Philadelphia  re- 
ceived a special  A.M.A.  award  for  its  spon- 
sorship of  color  medical  television  over  the 
past  ten  years. 

Inaugural  Ceremony 

Dr.  Orr,  in  his  Tuesday  night  inaugural  ad- 
dress, affirmed  his  belief  in  the  basic  prin- 
ciples of  medicine,  democracy  and  faith  under 
which  America’s  physicians  live.  He  pointed 
out  that  freedom  must  continually  be  fought 
for  by  men  and  women  who  are  willing  to 
stand  up  and  be  counted.  Dr.  Leonard  Lar- 
son of  Bismarck,  N.  D.,  A.M.A.  Board  Chair- 
man, administered  the  oath  of  office  to  Dr. 
Orr,  and  the  latter  presented  the  Distin- 
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guished  Service  Award  to  Dr.  De  Bakey.  The 
Fort  Dix  Band  Chorus  presented  the  musical 
program. 

Election  of  Officers 

In  addition  to  Dr.  Askey,  the  new  president- 
elect, the  following  officers  were  selected  at 
the  Thursday  session; 

Vice  president,  Dr.  James  Stanley  Kenney 
of  New  York  City;  speaker  of  the  House  of 
Delegates,  Dr.  Norman  A.  Welch  of  Boston, 
and  vice  speaker.  Dr.  Milford  O.  Rouse  of 
Dallas,  Texas. 

Dr.  R.  B.  Robins  of  Camden,  Ark.,  and  Dr. 
Hugh  H.  Hussey  Jr.  of  Washington,  D.  C., 
were  re-eleced  for  five  year  terms  on  the 
Board  of  trustees.  Also  elected  to  the  Board, 
for  the  first  time,  was  Dr.  Percy  E.  Hopkins 
of  Chicago. 

Dr.  J.  M.  Hutcheson  of  Richmond,  Va.,  was 
re-elected  to  the  Judicial  Council.  Re-elected 
to  the  Council  on  Medical  Education  and  Hos- 
pitals were  Dr.  Charles  T.  Stone,  Sr.  of  Gal- 
veston, Texas,  and  Dr.  W.  Andrew  Bunten  of 
Cheyenne,  Wyo. 

Dr.  Willard  Wright  of  Williston,  N.  D.,  was 
elected,  and  Dr.  J.  Lafe  Ludwig  of  Los 
Angeles  was  re-elected  to  the  Council  on 
Medical  Service.  Dr.  William  Hyland  of 
Grand  Rapids,  Mich.,  was  re-elected  to  the 
Council  on  Constitution  and  By-laws. 

F.  J.  L.  Blasingame,  M.D. 

Executive  Vice  President 

American  Medical  Association 


ELBOW  AND  FOREARM  FRACTURES 
IN  A CHILD— 

(Continued  from  Page  274) 
traction  should  be  applied  to  the  thumb,  in- 
dex and  long  fingers.  If  traction  is  needed 
for  both  the  radius  and  ulna  all  five  fingers 
should  be  used.  Nursing  personnel  should  be 
instructed  to  watch  the  tips  of  the  fingers  for 
cyanosis  and  to  question  the  patient  regard- 
ing numbness,  indicating  excessive  pressure 
on  the  fingers  from  the  traction  strips.  This 
type  of  skin  traction  can  be  maintained  until 
sufficient  callus  is  present,  usually  by  three 
weeks,  so  that  casting  without  traction  can 
then  be  used  until  the  fracture  heals. 

The  common  torrus  fracture,  with  wrinkling 
of  the  radial  cortex  near  the  distal  end  should 
be  treated  with  a short  forearm  cast  extend- 
ing from  the  distal  palmar  crease  to  the  prox- 
imal third  of  the  forearm.  Immobilization 


should  be  maintained  for  several  weeks. 

Dislocation  of  the  distal  radial  epiphysis  is 
quite  common  (Figure  11).  If  these  fracture 

RADIUS 

EPIPHYSEAL  DISLOCATION 


FRACTURE 


dislocations  are  seen  early,  closed  reduction 
under  general  anesthesia  is  quite  simple  by 
the  use  of  traction  and  thumb  pressure  over 
the  displaced  fragment.  Following  reduction 
and  casting  the  dislocation  should  be  treated 
as  though  it  were  a fracture,  for  many  times 
a small  rim  of  metaphyseal  bone  can  be  seen 
along  the  margin  of  the  displaced  epiphysis 
thereby  evidencing  a true  fracture. 

SUMMARY 

Elbow  and  forearm  fractures  in  a child  re- 
quire detailed  information  on  anatomy  and 
x-ray  appearances,  prompt  correct  treatment, 
patience  in  obtaining  satisfactory  correction, 
proper  cast  application  and  watchful  follow 
up  care.  Open  reduction  of  fractures  about 
the  elbow  or  forearm  in  a child  are  usually 
unnecessary  but  where  indicated  should  be 
performed  as  promptly  as  possible  under 
ideal  conditions. 
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Pop's  Proverbs 

There  are  times  to  be 
gruff,  — ■ and  there  are 
times  to  be  kind  and  sym- 
pathetic. It’s  Hell  when 
you  get  the  times  mixed 
up. 


NEWS  NOTES 

Dr.  Forrest  F.  Schroeder 

has  left  the  employ  of  the 
Homestake  Minng  Company 
and  will  practice  in  Spear- 
fish,  S.  D.  with  Dr.  Lyle 
Hare. 

* ❖ ❖ 

Dr.  C.  A.  Clark,  Homestake 
Hospital,  Lead  who  has  been 
at  the  Mayo  Clinic  for  the 
past  six  weeks  is  now  con- 
valescing at  his  home  and 
expects  to  return  to  work  on 
a part-time  basis. 

^ * 

Dr.  G.  W.  Mills,  Wall,  was 
presented  with  a University 
of  South  Dakota  “Distin- 
guished Service  Award”  at 
commencement  exercises 
June  1,  in  recognition  of  his 
long  service  as  a State  legis- 
lator and  public  servant. 


This  is  yonr 

MEDICAL  ASSOCIATION 


Dr.  Karl  Illig,  formerly  at 
Brookings,  has  established 
his  office  in  Pierre  for  the 
practice  of  ophthalmology. 

ii«  ❖ jH 

Dr.  Robert  Delaney.  Mit- 
chell, left  on  a medical  mis- 
sionary trip  to  Africa  in 
May  and  plans  to  stay  there 
until  early  Fall. 

*  *  * * 

Dr.  Roman  Auskaps  moved 
from  Lake  Norden  to  Water- 
town  on  July  1st.  He  will 
continue  to  maintain  after- 
noon office  hours  in  Lake 
Norden. 

* ❖ * 

Construction  is  underway 
in  Pierre  for  a new  clinic 
building  to  be  occupied  by 
Drs.  M orrissey,  Swanson, 
Jahraus  and  Lindbloom. 

* * 

Dr.  Thomas  Reul,  for  many 
years  a member  of  the  Med- 
ical Arts  Clinic  in  Water- 
town,  has  recently  gone  into 
solo  practice  in  that  city. 


The  second  annual  Mid- 
western Interprofessional 
Conference  on  diseases  of 
Animals  Transmissable  to 
Man  will  be  jointly  spon- 
sored by  the  College  of  Med- 
icine, The  State  University  of 
Iowa,  and  the  Iowa  State  De- 
partment of  Health  at  Iowa 
City  on  September  10  and  11. 
The  subject  to  be  covered 
will  include  brucellosis,  ra- 
bies, leptospirosis,  Q fever, 
staphylococcal  diseases  and 
others.  Presentations  will  be 
made  by  veterinarians  and 
physicians  and  will  em- 
phasize the  public  health 
practical  aspects,  and -recent 
advances  in  these  fields. 

* * * 

Dr.  V.  C.  Marr,  Estelline, 
attended  an  Electrocardio- 
graphy course  at  Continua- 
tion Center  at  the  University 
of  Minnesota. 

* * 

Dr.  and  Mrs.  R.  W.  Honke 

of  Wagner  flew  to  the  Flying 
Physicians-  meeting  in  An- 
chorage, Alaska  in  June. 
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Dr.  B.  H.  Munson,  Rapid 
City,  was  certified  by  the 
American  Board  of  Obstet- 
rics and  Gynecology  on  May 
16,  1959,  when  final  certifica- 
tions in  this  specialty  were 
made. 

H=  * 

Dr.  Edwin  W.  Gerrish, 

formerly  of  Cleveland,  has 
joined  the  Lowe  Clinic  in 
Mobridge.  Dr.  Gerrish  is  a 
Board  Diplomate  in  Surgery 
and  a former  member  of  the 
faculty  of  Western  Reserve. 

^ ^ ^ 

Dr.  Albertas  Repsys  has 
moved  to  Dupree  from  Woon- 
socket. 

* * 

The  Mitchell  Clinic,  new 
medical  office  building  for 
Drs.  V.  R.  Vonburg  and 
Richard  Gere,  has  opened  in 
Mitchell.  In  addition  to  the 
doctors  offices  the  building 
houses  the  Graham  Phar- 
macy. 

# * * 

Dr.  M.  J.  de  Almeida  has 

entered  practice  with  Dr. 
C.  E.  Kemper  at  Viborg. 

* * * 

Dr.  Robert  M.  Stewart, 

formerly  at  Whitefish,  Mon- 
tana, has  associated  with  Dr. 
Devick  at  Colton. 

^ 

The  Rapid  City  Medical 
Center  recently  announced 
additions  to  its  staff  as  fol- 
lows: Dr.  James  A.  Cline, 
surgery;  Dr.  Helen  Jane 
Hare,  dermatology;  Dr.  Rich- 
ard Kovarik.  ob-gyn;  Dr. 
Richard  D.  Liechty,  surgery; 
Dr.  John  Reinert,  neurosur- 
gery; Dr.  Thomas  Fox.  neu- 
rpsychiatry;  and  Dr.  M.  L. 
Spain,  eye,  ear,  nose  and 
throat. 


Dr.  Perry  Nelson  has  lo- 
cated in  Deadwood,  S.  D.  He 
was  formerly  from  Redfield 
and  left  there  to  take  a resi- 
dency in  Iowa. 

* * 

South  Dakota  physicians 
who  attended  the  AMA  An- 
nual Meeting  in  Atlantic 
City  June  8-12  were  the  fol- 
lowing: Drs.  A.  A.  Lamport, 
Rapid  City;  A.  P.  Reding, 
Marion;  H.  Russell  Brown. 
Watertown;  R.  J.  Bareis, 
Rapid  City;  T.  J.  Billion,  Jr.. 
Sioux  Falls;  E.  W.  Sanderson, 
Sioux  Falls;  Wayne  A.  Geib, 
Rapid  City;  Alfred  Hayes.  In- 
dian Service;  H.  B.  Shreves, 
Sioux  Falls;  R.  J.  Foley,  Tyn- 
dall; John  C.  Foster  and 
Phyllis  Sundstrom  of  the 
Association  office  also  at- 
tended. 


GEIB  ELECTED 
BLOOD  BANK  V.P. 

Dr.  Wayne  Geib,  Rapid 
City,  was  elected  vice-presi- 
dent of  the  North  Central 
District  Blood  Bank  Clearing 
House  at  the  organization’s 
annual  meeting  in  June. 

Dr.  Geib  has  represented 
the  South  Dakota  State 
Medical  Association  on  the 
Clearing  House  Board  since 
its  inception. 

In  other  action,  the  Sioux 
Valley  Hospital  Blood  Bank 
of  Sioux  Falls  was  accepted 
as  a Clearing  house  member. 


USD  STUDENTS 
ELECT  SCHOOLS 

Medical  students  from  the 
June  graduating  class  of  the 
two-year  Medical  School  at 
the  University  of  South  Da- 
kota have  been  accepted  in 
15  different  four-year  med- 
ical schools  to  complete  work 


toward  the  Doctor  of  Med- 
icine degree. 

In  announcing  the  list  of 
transfer  students.  Dr.  W.  L. 
Hard,  dean,  commented  that 
the  very  favorable  accept- 
ance of  South  Dakota  grad- 
uates is  suggested  by  the 
multiple  number  of  students 
taken  at  several  schools.  He 
added  that  in  virtually  every 
case,  the  student  was  ac- 
cepted by  his  first  school  of 
choice. 

The  fact  that  a student  can 
select  from  30  or  40  medical 
schools  to  finish  his  study  is 
one  of  the  very  tangible  ad- 
vantages of  attending  the 
two-year  school.  Dean  Hard 
said. 

Medical  schools  accepting 
more  than  one  South  Dakota 
student  include  North- 
western University  (6), 
Temple  University  (4),  Uni- 
versity of  Chicago,  Univer- 
sity of  Cincinnati,  Marquette 
University,  University  of 
Kansas,  Baylor  University, 
State  University  of  Iowa  and 
Washington  University  (St. 
Louis),  two  each. 

Complete  list  of  transfers 
and  schools  are  as  follows: 

Miss  Nita  Allman,  Lead, 
Temple;  Lester  Anderberg, 
Huron,  Chicago;  George  An- 
gelos, Canton,  Cincinnati; 
Thomas  Bairnson,  Iowa  City, 
la..  Northwestern;  Mr.  James 
Broderson,  Spokane,  Wash., 
Northwestern;  Donald  Davis, 
Albuquerque,  N.  M.,  Temple; 
Constantine  Flevares,  Yank- 
ton, Marquette;  James  Gar- 
rick, Webster,  University  of 
Michigan;  Jon  Gates,  Marcus, 
la.,  William  Greenough, 
Sioux  Falls,  Kansas. 

John  Hoggatt,  Lead,  North- 
western; John  Hoskins,  Sioux 
Falls,  Temple;  Daniel  John- 
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son,  Sioux  Falls,  Washington; 
Charles  Kennedy,  Beresford, 
Baylor;  Peter  Mark,  Aber- 
deen, Kansas;  James  Mon- 
fore,  Springfield,  University 
of  Minnesota;  Said  Neho- 
rayan,  Teheran,  Iran,  George 
Washington  University;  Earl 
Nelson,  Viborg,  North- 
western; Donald  Nicholson, 
Clinton,  la.,  Iowa. 

Harry  Nicholson,  Toledo, 
O.,  Cincinnati;  Norman  Ol- 
sen, Lincolnwood,  111.,  Bay- 
lor; Howard  Otto,  Los  An- 
geles, Cal,  University  of 
Southern  California;  Deraid 
Reade,  Canton,  Chicago;  Law- 
rence Rossman,  Yankton, 
Marquette;  A.  James  Tieszen, 
Marion,  University  of  Pitts- 
burgh; C.  Craig  Tisher,  Yank- 
ton, Washington;  Dean 
Towle,  O’Neill,  Neb.,  North- 
western; James  Von  Seggern, 
Huron,  University  of  Wash- 
ington; Donald  Wright,  Rapid 
City,  Temple;  D.  William 
Zaayer,  Sioux  Falls,  North- 
western. 


ANNUAL  MEETING 
SIDELIGHTS 

Par  for  the  course  for  lost 
coats  or  rain  coats  at  an  asso- 
ciation stag  is  usually  one. 
This  year  no  difference.  If 
you  have  a rain  coat  that 
isn’t  yours,  let  the  executive 
office  know. 


Dr.  H.  J.  Grau  of  Rapid 
City  was  chairman  at  a well- 
attended  golf  tourney.  Dr. 
Grau  secured  the  prizes.  Dr. 
Grau  won  first  place.  How 
about  that? 

* sj:  H: 

208  people  attended  the  an- 
nual banquet.  All  208  en- 
thusiastically received  the 
Gay  Nineties  Quartet  from 
Montivedio,  Minn.  Dance 
music  was  good  everyone 
had  fun. 

* * 

Dr.  H.  Manson  Morfit,  Den- 
ver, one  of  the  session’s 
speakers,  played  some  mod- 
ern piano  during  intermis- 
sion. He’s  a brother  of  Gary 
Moore. 

* 

Auxiliary  Hobby  display 
was  well  worth  seeing. 
Ladies  are  to  be  congrat- 
ulated on  a job  well  done. 

* * * 

Rapid  City  weather  was 
good  during  the  session  — a 
little  hot  early  in  the  week- 
end but  generally  good. 

* * * 

Business  sessions  were  ex- 
pedited, with  particular  in- 
terest in  the  reference  com- 
mittee meetings. 
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Final  informal  party  of  the 
meeting  ran  competition  to 
the  Knecht  Lumber  Co.  fire. 
The  fire  drew  the  bigger 
crowd. 


MENTAL  HEALTH 
COMMITTEE  MEETS 

The  Mental  Health  Com- 
mittee of  the  South  Dakota 
State  Medical  Association 
met  in  Sioux  Falls  at  the 
association  offices,  Saturday, 
June  27  to  discuss  proposed 
revision  of  the  commitment 
laws  for  the  mentally  ill.  - 

Present  were  chairman  E. 
Sheldon  Watson,  M.D.,  Brook- 
ings; Roy  C.  Knowles,  M.D., 
Sioux  Falls;  C.  G.  Baker, 
M.D.,  Yankton  State  Hos- 
pital; Richard  Leander,  M.D., 
Sioux  Falls  and  Father  Frank 
See  representing  the  Ad- 
visory Committee  to  the  S.  D. 
Mental  Health  Association. 
J.  C.  Foster  and  Patty  Butler 
of  the  Medical  Medical  Asso- 
ciation staff  attended  the 
meeting. 

Discussions  took  up  pro- 
visions for  emergency  com- 
mitment procedures,  li- 
censing of  general  hospital 
psychiatric  wards,  utilization 
of  nursing  homes  for  care  of 
the  mentally  ill,  etc. 
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THE  UNSWELLED  HEAD* 


You  need  a headache  like  you  need  a hole 
in  the  head  — a therapeutic  theory  which 
antedates  modern  slang  by  several  thousand 
years.  Skulls  dug  from  prehistoric  burial 
sites,  notably  from  graves  of  ancient  Peru- 
vians who  lived  in  the  Paracas  peninsula 
(south  of  modern  Lima),  contain  openings 
from  which  disks  of  bone  were  chiseled  by 
long-vanished  practitioners  of  the  surgical 
art  of  trephining,  one  of  the  oldest  operations. 
These  artificial  holes-in-the-head  — archeo- 
logists assume  — were  made  to  relieve  the 
patient  of  headaches,  epilepsy,  insane  be- 
havior, and  troubles  plausibly  caused  by  the 
thumping  malice  of  evil  spirits  imprisoned 
within  the  skull.  The  rational  cure  was  to 
open  an  aperture  in  the  skull  to  “let  the  devils 
out.” 

Very  likely  the  hole-in-one-head  treatment 
did  relieve  headaches  — by  easing  pressures 
of  dilated,  stretched,  distended  structures 
within  the  unyielding  skull.  The  button  of 
skullbone  removed  by  trephining  was  some- 
times worn  by  the  patient  as  an  amulet,  the 
cranial  aspirin  of  its  day.  Some  skulls  have 
as  many  as  five  openings,  indicating  that  the 
patient  had  repeated  operations  in  a con- 
tinuing quest  for  relief.  Then,  as  now,  the 

* This  is  one  of  a series  of  articles  presented  as  a 
‘ review”  for  the  pharmacist  and  summarizing 
present  day  thinking  on  the  therapeutic  treat- 
ment of  certain  diseases.  This  article  appears 
through  the  courtesy  of  the  Medical  and  Phar- 
maceutical Information  Bureau. 


problem  was  not  so  much  a single  splitting 
headache  as  enervating  recurrences. 

Headaches  are  as  old  as  man  and  as  modern 
as  woman,  the  medical  lore  of  antiquity  is 
rich  in  remedies,  including  some  of  divine 
origin.  The  Egyptian  goddess,  Isis,  compas- 
sionately invested  a capital  remedy  for  the 
sun-god  Ra  (occupationally  disposed  to  heat- 
stroke headaches)  and  the  miraculous  form- 
ula is  preserved  in  a papyrus  found  in  a tomb 
in  Thebes  in  1862: 

“Berry-of-the-Coriander,  Berry-of-the 
Poppy  Plant,  Wormwood,  Berry-of-the-Dames 
Plant,  Berry-of-the  Juniper  Plant.  Make  into 
one,  mix  with  honey,  and  smear  therewith. 
When  this  remedy  is  used  by  him  against  all 
illnesses  in  the  head,  and  all  sufferings  and 
evils  of  any  sort,  he  will  instantly  become 
well.” 

And  well  he  might.  For  “berry  of  the 
poppy  plant”  is  a reference  to  opiurn,  and  a 
mild  derivative,  codeine,  is  today  often  an 
ingredient  of  prescriptions  for  the  more 
stressful  sorts  of  headache. 

The  Ubiquilous  Unease 

Nothing  like  a headache  census  has  even 
been  undertaken,  but  if  one  were,  the  in- 
formed guess  of  physician  specialists  is  that 
about  seventy  per  cent  of  the  population 
would  be  inscribed  upon  the  lists  at  one  time 
or  another.  Incomputable  millions  of  trivial 
headaches  (those  which  afflict  persons  other 
than  one’s  self)  are  self-treated,  usually  suc- 
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cessfully,  with  common  drugstore  pain-re- 
lievers. There  remains  a hard  core  of  head- 
aches, sufficiently  severe,  repeated  and  unre- 
lenting, to  drive  the  sufferer  to  seek  help 
from  his  physician.  Dr.  Harold  G.  Wolff  of 
New  York  Hospital-Cornell  Medical  Center, 
who  has  made  notable  studies  of  the  mechan- 
isms of  pain  and  headache,  a number  in  col- 
laboration with  Dr.  M.  Martin  Tunis,  esti- 
mates that  ten  to  twelve  per  cent  of  adults 
seek  medical  attention  specifically  for  head- 
ache. 

As  to  who  gets  headaches,  the  not  very 
helpful  answer  is  “anybody.”  Men  and  wo- 
men, children,  adults,  oldsters,  manifest  the 
ubiquitous  symptom.  But  if  individual  sus- 
ceptibility cannot  be  predicted  arbitrarily, 
statistical  samples  suggest  that  headache 
per  se  is  differently  distributed  with  respect 
to  occupation,  sex,  age,  temperament  and 
marital  status. 

Dr.  Henry  Ogden  of  Louisiana  State  Uni- 
versity School  of  Medicine  recently  surveyed 
the  frequency  of  recurring  headaches  in  a 
sample  population  of  5,000.  Women,  persons 
under  20  years  of  age,  and  the  unmarried  had 
the  most  headaches.  Occupationally,  inci- 
dence of  headaches  diminished  sequentially 
among:  business  executives;  professional 
people;  housewives;  clerks;  salesmen;  manual 
laborers;  farmers.  Single,  divorced  and  sep- 
arated persons  had  more  headaches  than  the 
married.  Only  62  per  cent  of  married  persons 
had  headaches,  a pleasing  tribute  to  matri- 
mony, except  that  the  widowed  reported 
even  fewer  headaches  — only  52  per  cent. 

The  medical  study  suggests  an  ascending 
aristocracy  in  frequency  of  headaches,  topped, 
not  surprisingly,  by  medical  students,  of 
whom  80  per  cent  complained  of  recurring 
headaches  which  they  may  have  described 
professionally  as  intractable  cephalalgia 
(head  plus  pain).  Headache  is  remarkably 
rare  among  patients  in  mental  hospitals,  and 
the  ordinary  victim  is  free  to  speculate  upon 
flattering  implications. 

Occasional  mild  headaches  of  the  dull  ach- 
ing variety  generally  need,  and  get,  no  more 
than  a tablet  or  two  of  some  familiar  pain- 
reliever.  Other  headaches  do  not  respond 
well  to  analgesics  alone.  Something  else  is 
needed  — ideally,  agents  which  act  upon  the 
mechanisms  of  headache  and  abate  pain  at 
its  sources  rather  than  dulling  one’s  aware- 


ness of  it.  For  every  patient  who  consults  a 
physician  with  a specific  complaint  of  head- 
ache, probably  at  least  as  many,  unaware  of 
the  prospects  of  medical  relief,  never  take 
their  symptom  to  a doctor  to  get  the  relief 
they  can  and  ought  to. 

Varieties  of  Vexatious  Experience 

Since  headache  is  not  a disease  but  a sym- 
ptom, efforts  to  pigeonhole  its  varieties  into 
arbitrary  categories  are  a perpetual  challenge 
to  classifiers.  Systems  of  classification  by 
types  and  causes  are  many:  location,  duration, 
intensity  and  frequency  of  pain;  accompany- 
ing symptoms;  family  history  of  headaches; 
trauma;  hypertension  and  other  ailments; 
headaches  of  systemic  infectious  origin;  psy- 
chogenic headaches;  allergens,  toxins  and  irri- 
tants (including  imbibed  headaches);  and 
many  others. 

The  more  or  less  “pure”  types  of  headaches 
can  be  classified  as  histaminic  cephalalgia, 
migraine  equivalents,  ciliary,  occipital  and 
petrosal  neuralgia.  Matters  would  be  simpler 
if  headaches  invariably  fitted  into  classic 
diagnostic  categories.  But  man  is  a variable 
animal,  emotionally  and  physically.  Head- 
aches in  the  same  person  vary  from  time  to 
time,  and  symptoms  often  combine  elements 
of  different  forms  of  headache;  thus,  mi- 
graine and  tension  are  often  unhappily  mar- 
ried, and  “hysterical”  headaches  are  prac- 
tically indistinguishable  from  tension  var- 
ities. 

Nevertheless,  practical  differentiations  are 
important  if  the  patient  is  to  receive  the  most 
effective  therapy.  A few  headaches,  some- 
times of  emergency  nature,  are  associated 
with  cranial  injury,  post-lumbar  puncture, 
apoplexy,  malignant  hypertension,  brain 
tumor,  and  other  conditions  in  which  treat- 
ment of  underlying  disease  rather  than  head- 
ache should  be  the  primary  object.  Many 
patients  who  understandably  crave  im- 
mediate relief  of  headache  consider  a 
thorough  physical  examination  to  be  a use- 
less and  annoying  delay,  but  the  respon- 
sible physician  will  first  rule  out  the  possible, 
if  unlikely,  presence  of  disease  which  is  of 
more  consequence  than  the  headache.  But 
when  these  rare  instances  are  eliminated,  the 
vast  overwhelming  bulk  of  headaches  re- 
mains as  a challenge  to  diagnosis.  They  fall 
into  rough  but  useful  classifications: 
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Sinus,  ocular,  toxic,  and  other  headaches  in 
which  local  factors  of  congestion,  infection, 
eye-muscle  fatigue,  irritants  and  allergens  are 
prominent  though  not  exclusive.  Location 
often  gives  a clue.  Sinus  and  ocular  head- 
aches commonly  affect  the  frontal  parts  of 
the  head.  Although  some  eye  diseases,  such 
as  glaucoma,  can  cause  excruiating  pain,  most 
so-called  “eye  headaches”  are  not  caused  by 
the  physical  damage  done  to  the  eyes  by  over- 
work or  abuse.  What  happens  is  that  the  eye 
muscles  may  become  fatigued  and  feel  tired 
and  sore,  like  muscles  in  the  leg  after  a long 
hike. 

Migraine.  Classic  migraine  presents  no 
problem  of  diagnosis.  Before  the  head  begins 
to  ache  (and  often  at  a time  when  the  patient 
has  been  feeling  unusually  fit)  he  has  visual 
disturbances,  sees  flashing  lights,  or  blind 
spots.  Pain,  when  it  comes,  is  sharp  and 
throbbing,  limited  to  one  side  of  the  head.  The 
artery  at  the  temple  is  distended;  pressing 
upon  it  eases  pain.  Nausea  and  vomiting 
come  at  the  height  of  the  attack,  hence  the 
common  term  “sick  headache.”  Light  is  pain- 
ful, a dark  room  comforting.  One-sided  pain 
spreads  more  generally  through  the  head  as 
the  attack  develops.  Acute  pain  may  last  for 
minutes  or  days.  Afterward,  Wolff  remarks, 
“the  patient  may  experience  a feeling  of  un- 
usual well-being  and  increased  energy.” 

This  is  the  “true”  migraine  of  purists;  liber- 
tarians extend  the  term  to  include  many 
“migraine  equivalents”  and  “migraine  var- 
iants,” and  even  the  possibility  that  one  may 
have  migraine  without  suffering  headaches. 
Many  headaches,  not  necessarily  excruiating, 
which  the  victim  does  not  think  of  as  mi- 
graine, have  a migraine  component  in  com- 
bination with  tension. 

Tension  headache.  Dr.  Arnold  P.  Friedman, 
director  of  the  Headache  Clinic  at  Montefiore 
Hospital,  New  York  City,  first  applied  the 
term  “tension  headache”  to  what  specialists 
agree  is  undoubtedly  the  most  common  form 
of  specific  headache  seen  by  physicians.  Doc- 
tors sometime  describe  it  to  patients  as  “ner- 
vous headache,”  a term  which  focuses  upon 
emotional  conflicts  and  personality  factors 
basic  to  the  pain. 

In  an  extensive  review  of  the  literature  of 
tension  headache,  Dr.  Frank  R.  Drake  finds 
the  condition  variously  described  as  “con- 


stant, boring”  . . . “tight  feeling  as  of  a band 
around  the  head”  . . . “head  caught  in  a vise” 

. . . “vague  and  dull”  . . . “sensation  of  pres- 
sure in  the  head”  . . . “scalp  on  too  tight”  . . . 
“tends  to  be  worse  toward  evening.”  The 
patient  usually  appears  to  be  in  robust  health 
except  for  an  unhappy  worried  expression. 
Migraine-and-tension  are  often  combined 
under  prolonged  stress  with  fatigue.  Tension 
headaches  usually  precede  or  follow  emo- 
tional stress  or  conflict  in  a person  who  is 
“constantly  poised  to  go  into  action.” 

"Pain  in  the  Neck"  Headaches.  Sustained 
contraction  of  muscles  of  the  head,  scalp, 
neck,  and  upper  back  is  invariably  present  in 
what  some  experts  call  “muscle-tension  head- 
ache,” which  others  consider  to  be  an  aspect 
of  tension  headache  which  they  do  not  limit 
to  emotional  origin.  Whatever  the  termin- 
ology, tense  muscles  outside  the  cranium  — • 
as  commonly  seen  in  migraine  as  the  “pure” 
tension  headache  — unquestionably  are 
powerful  factors  in  making  a sore  head,  and 
enduring  relief  can  hardly  be  hoped  for  until 
the  strained  muscles  are  relaxed.  The  con- 
dition is  rather  like  a “charley  horse”  of  the 
head. 

“Most  headaches  result  from  an  altered 
state  of  certain  vascular  and  muscular  tissues 
within  and  about  the  cranium  as  part  of  the 
reaction  of  some  individuals  to  their  life  ex- 
perience,” Wolff  and  Tunis  point  out.  And 
they  add:  “The  vascular  and  muscular  tissues 
about  the  head,  face  and  neck,  and  the  mu- 
cosa of  the  upper  nasal  passages,  are  the 
source  of  more  than  ninety  per  cent  of  the 
headache  problems.” 

Thus,  the  confusion  of  types  and  sub-types 
of  the  great  majority  of  headaches  is  usefully 
simplified  by  recognition  that  vascular  head- 
aches are  misbehavior,  from  whatever  cause, 
of  blood  vessels  and  related  structures  within 
and  outside  of  the  head. 

The  Mechanisms  of  Headache 

It  is  easy  to  imagine  that  your  brain,  which 
fills  all  the  space  within  your  cranium,  should 
hurt  if  every  heartbeat  pumped  excessive 
amounts  of  blood  into  this  inelastic  space 
where  there  is  no  space  to  spare  — like  forc- 
ing fluid  into  a closed  steel  drum  which  is 
already  filled  to  the  brim.  But  imagination 
must  bow  to  fact  — and  the  fact  is  that  your 
brain,  which  interprets  all  sensation,  itself 
feels  no  pain.  Its  substance  can  be  jabbed, 
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prodded,  and  cut  by  a neurosurgeon  without 
inducing  any  sensation  whatever  in  the  pa- 
tient. 

So  what  makes  the  head  ache?  Pain  sen- 
sitivity in  the  membranes  which  cover  the 
brain  and  line  the  skull.  The  mechanism  is 
rather  like  a blush  inside  the  head.  Dilated, 
distended  blood  vessels  — in  sober  truth,  a 
swelled  head  — pulse  and  stretch  and  pull 
and  distort  sensitive  structures  and  nerve 
endings,  with  throbbing  consequences  too 
familiar  to  need  description.  The  acute  prob- 
lem is  vasodilation,  distention  of  blood  ves- 
sels; but  before  pain  strikes,  as  in  migrainous 
headaches,  the  vessels  are  commonly  con- 
stricted, and  this  is  believed  to  account  for 
visual  disturbances  and  other  premonitory 
symptoms. 

“The  headache  phase  which  then  follows,” 
to  quote  Wolff  “is  associated  with  dilation 
and  distention  of  blood  vessels  which  for  the 
most  part,  are  outside  the  cranium.”  Exter- 
nal structures  of  the  temple  area,  scalp  and 
head  are  liberally  endowed  with  nerve  end- 
ings, and  no  little  part  of  the  pain  of  headache 
originates  on  the  outside.  Hypothetically,  the 
blood,  at  the  peak  of  vascular  headache,  con- 
tains some  chemical  factor  which  increases 
sensitivity  to  pain,  but  the  mysterious  sub- 
stance, if  it  exists,  remains  to  be  identified. 

As  a practical  matter,  relief  of  vascular 
headaches  consists  in  large  part  of  restoring 
dilated  blood  vessels  to  a more  or  less  normal 
state  without  waiting  for  nature  to  do  so  in 
her  own  desultory  fashion,  and,  hopefully,  of 
correcting  conditions  which  start  the  vessels 
on  a blushing  rampage. 

Psychogenic  Factors 

Certain  traits  of  mind  and  temperament  so 
frequently  in  victims  of  vascular  headache 
as  to  set  them  apart  from  the  stolid,  happy- 
go-lucky  and  phlegmatic,  and  to  suggest  that 
recurrent  headaches  are  part  of  the  price  — 
perhaps  not  exorbitant  — the  headache-prone 
pay  for  what,  in  many  instances,  is  above- 
average  drive  and  accomplishment.  It  is  as  if 
they  disdained  to  truckle  to  their  tensions, 
but  defied  them  to  a point  of  fatigue  where 
headache  breaks  through. 

“Many  of  our  patients,”  Wolff  and  Tunis 
remark,  “were  tense,  driving,  rigid,  ambitious 
and  perfectionistic.  Feelings  of  insecurity  and 
inadequacy  motivated  them  to  seek  approval 
at  a great  cost  of  time  and  energy  by  ‘doing 


more  and  better  than  their  fellows.’  They 
almost  invariably  had  great  difficulty  in  dele- 
gating responsibility,  preferring  to  ‘let  it  go’ 
rather  than  accept  competent  assistance.” 

“When  under  stress  the  rigidity  and  in- 
flexibility of  these  patients  did  not  permit 
them  to  modify  their  demands  upon  them- 
selves. Indeed,  when  threatened  by  an  over- 
whelming work  load  they  often  inappro- 
priately demanded  increased  efficiency  of 
themselves.  Resentful  and  irritable,  their 
tension  and  anxiety  increased  with  their 
effort  to  ‘carry  on’  despite  progressive  fatigue 
and  exhaustion.  The  headache  commenced 
toward  the  end  of,  or  following,  such  periods 
of  sustained  effort.” 

Treatment  of  Headache 

Newer  understanding  of  the  mechanisms  of 
head  pain  has  improved  the  physician’s 
ability  to  treat  headache  with  drugs  which 
act  effectively  upon  mechanisms  that  pre- 
dominate in  an  individual  patient,  disclosed 
by  diagnosis.  Drawing  upon  their  experience 
with  5,000  chronic  headache  patients  treated 
at  the  Headache  Unit  of  Montefiore  Hospital 
in  the  past  10  years,  Drs.  Friedman  and  H. 
Houston  Merritt  describe  the  three-pronged 
objectives  of  chemical  attack: 

The  aim  of  drug  treatment  is  to  relieve 
symptoms  by  (1)  raising  the  threshold  of 
pain,  (2)  interrupting  the  mechanism  pro- 
ducing pain,  and  (3)  reducing  the  emotional 
tension  and  anxiety  associated  with  the  pain. 

Aspirin  (acetylsalicylic  acid)  elevates  the 
threshold  of  pain  about  half  as  much  as  mor- 
phine. The  pain  presumably  continues,  but 
as  long  as  it  does  not  cross  the  threshold  of 
awareness,  the  patient  is  comfortable. 

Aspirin,  acetophenetidin,  and  similar  anal- 
gesics are  most  useful  in  treatment  of  mild 
headaches,  and  certainly  are  most  widely 
used  in  self-treatment,  but  their  value  in 
severe  headaches  is  limited.  Combination  of 
two  or  three  analgesics  do  not  multiply  pain 
relief  by  two  or  three  times,  Friedman  points 
out.  “The  ultimate  threshold  is  that  of  the 
most  active  component  (i.e.,  administration  of 
codeine  and  aspirin  raises  the  threshold  only 
to  the  level  obtained  with  codeine.)”  Nor  does 
a large  dose  of  aspirin  give  more  relief  than 
a relatively  small  dose  of  a tablet  or  two, 
although  relief  may  be  prolonged  by  repeated 
small  doses. 

The  rationale  of  newer  drug  combinations 
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is  that  components,  besides  raising  the  pain 
threshold,  should  interrupt  the  mechanisms 
that  produce  pain.  An  example  of  this  type 
of  chemotherapeutic  agent  is  the  combination 
of  both  a long  and  a fast-acting  analgesic, 
(acetophenetidin  and  its  rapid-acting  deriva- 
tive, N-acetyl-para-aminophenol  (APAP),  to 
raise  the  pain  threshold,  a decongestant, 
phenylpropanolamine,  to  shrink  dilated,  swol- 
len tissues  and  interrupt  the  pain  mechanism; 
and  a mild  tranquilizer,  phenyltoloxamine 
dihydrogen  citrate,  to  ease  tension  and  an- 
xiety as  well  as  to  control  any  allergic  factors 
that  may  be  implicated. 

This  particular  combination  was  designated 
primarily  for  the  relief  of  sinus  headache. 
Sinus  headache  has  much  in  common  with 
other  vascular  headaches,  in  that  dilation  of 
blood  vessels  is  the  immediate  cause  of  pain, 
and  of  nasal  congestion  and  discharge  which 
most  victims  experience  as  feelings  of  pres- 
sure and  pain. 

Other  rational  drug  combinations  are  highly 
effective  in  various  types  of  vascular  head- 
ache. An  analgesic  with  a sedative  is  par- 
ticularly useful  in  tension  headaches  with 
muscular  contraction,  according  to  Friedman. 
An  analgesic  plus  a barbiturate  plus  caffeine 
he  finds  particularly  effective  for  tension 
headache.  Indeed,  a pain-reliever  in  com- 
bination with  caffeine  — in  homely  terms, 
aspirin  with  strong  black  coffee  — constitutes 
“the  most  effective  and  lease  noxious  of  the 
popular  remedies”  or  home  remedies  for 
chronic  headaches  that  are  moderate  in  their 
intensity.  Caffeine  is,  of  course,  the  daily 
stimulant  of  millions  of  coffee  and  tea 
drinkers.  Newer  knowledge  of  its  actions 
upon  blood  vessels  stems  in  part  from  studies 
of  migrainous  headaches. 

Mitigating  Migraine  Miseries 

Recurrent  throbbing  headaches  — a term 
which  includes  classic  migraine,  migraine 
equivalents  and  variants,  and  countless  vas- 
cular headaches  in  which  a migrainous  com- 
ponent may  be  present  but  unsuspected  — 
rarely  get  much  relief  from  aspirin  or  other 
pain-relievers  at  the  height  of  an  attack. 
“True”  migraine  afflicts  an  estimated  8 to  10 
million  persons  in  the  U.  S.  (women  2.5  to 
men  1).  There  are  estimated  to  be  an  equal 
number  of  victims  of  “migraine  equivalents.” 
For  these  millions,  derivatives  of  ergot,  are 
virtually  specific,  both  in  treatment  and  diag- 


nosis. 

Ergotamine  tartrate,  the  most  widely  used 
derivative,  constricts  the  smooth  muscles  of 
blood  vessels  and  dampens  the  hurtful 
“swing”  of  their  pulsations.  Thus  it  inter- 
rupts migraine  pain  at  its  source  — dilated, 
distended,  pounding  blood  vessels  inside  and 
outside  the  cranium.  Adequate  and  early  in- 
jection of  ergotamine  almost  always  inter- 
rupts migraine  pain.  In  fact,  if  it  does  not, 
some  other  form  of  headache  may  be  sus- 
pected. 

Unfortunately,  although  ergotamine  is  the 
most  effective  migraine  pain-reliever,  it  also 
has  the  highest  incidence  of  unpleasant  side 
effects  such  as  nausea  and  vomiting.  Oral 
doses,  often  combined  with  caffeine,  have 
moderately  lessened  side  effects  but  also  are 
less  potent  than  injections  and  rate  of  assim- 
ilation is  more  variable.  A new  form  of 
specially  processed  ergotamine  tartrate,  has 
been  prepared  in  the  form  of  tablets  which 
are  simply  allowed  to  dissolve  under  the 
tongue.  The  highly  soluble  tablet  dissolves  in 
about  30  seconds  and,  entering  the  blood- 
stream through  the  mucous  membrane,  gets 
to  work  speedily  in  the  circulation,  and  so  in- 
creases the  possibilities  of  aborting  the  attack. 
Moreover,  since  it  by-passes  the  relatively 
slow  intestinal  absorption  route,  it  may  be 
taken  even  though  the  patient  is  nauseated, 
as  is  so  frequently  the  case  in  “sick  head- 
aches.” Diagnosis  is  also  expedited.  If  the  pa- 
tient’s headaches  are  not  relieved  by  aspirin, 
common  headache  can  be  ruled  out  and  a 
“test”  tablet  of  Erogtamine  given.  If  the  head- 
ache is  eased,  it  is  probably  migrainous;  if 
not,  organic  or  other  sources  should  be  looked 
for.  Although  classic  migraine  is  easily 
recognized,  identification  of  subtler  forms  is 
one  of  the  most  difficult  of  differential  diag- 
noses. 

Comments  such  as  “I’m  headachy  in  the 
morning  until  I’ve  had  my  coffee”  or  “I  know 
why  my  head  is  beginning  to  ache  — I was 
in  a rush  and  skipped  my  coffee  today,”  may 
be  dismissed  by  skeptics  as  pure  folk-lore  or 
defensive  deification  of  habit.  But  caffeine, 
apart  from  its  stimulating  effects  on  the  cen- 
tral nervous  system,  does  have  specific  action 
upon  the  blood  vessel  system  as  well.  Thus, 
Wolff  states:  “Strong  black  coffee  or  caffeine 
alkaloid  have  a slight  vasoconstrictor  effect 
on  the  cranial  vasculature.  They  may  thus  be 
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useful  in  low-intensity  headaches  of  vascular 
origin.”  Friedman  concurs:  “It  is  of  interest 
that  the  withdrawal  of  caffeine  from  patients 
taking  large  amounts  may  result  in  the  onset 
of  headache.  This  can  be  relieved  by  the  ad- 
ministration of  caffeine.” 

Not  By  Drugs  Alone 

Although  drugs  are  effective  and  indeed 
indispensable  for  prompt  relief  of  acute  head- 
aches, they  do  not  by  themselves  change  the 
frequency  or  severity  of  subsequent  head- 
aches, Simple  physical  measures,  with  or 
without  drugs,  often  help  in  giving  relief.  An 
icecap  on  the  head  is  not  merely  a cartoonist’s 
idea  of  a hangover,  but  rational,  in  that  cold 
obtunds  pain  and  may  have  some  constrictive 
action.  Muscle-tension  headaches  may  some- 
times be  eased  by  applying  warmth  — hot 
towels,  packs,  lamps  — to  the  taut,  tense 
muscles  of  the  neck  and  upper  shoulders. 
Total  immersion  in  a warm  bath  (exclusive 
of  the  head)  for  half  an  hour  a day  conduces 
to  general  relaxation  which  may  lessen  the 
intensity  and  frequency  of  tension  headaches. 

But,  altogether,  sustained  prevention  of  re- 
current headaches  often  seems  to  rest  upon 
some  psychotherapeutic  refurbishment  of  the 
patient’s  anxieties  and  drives.  Wolff  notes 
that  reassurance  that  headaches  are  not  asso- 
ciated with  serious  disease  satisfies  some  pa- 
tients, and  others  get  considerable  relief  from 
anxiety  and  tension  from  the  doctor’s  calm, 
unhurried  willingness  to  “talk  things  out.” 
On  the  other  hand,  Drake’s  extensive  review 
of  the  literature  on  tension  headache  con- 
cludes that: 

“Personality  studies  can  be  very  helpful  in 
the  study  of  a patient  with  headache.  How- 
ever, it  does  not  necessarily  follow  that  the 
personality  problems  discovered  are  the  sole 
or  even  predominant  cause  of  a particular 
headache.” 

A thread  which  runs  through  the  vast  med- 
ical literature  of  headache,  as  recurrently  as 
periodic  headaches  themselves,  ties  fatigue 
to  the  trigger  which  ignites  head  pain.  Some 
victims  of  recurrent  headaches  are  no  doubt 
driven  by  their  own  demons  to  work  and 
strive  all  the  harder  when  immersed  in  vi- 
cissitudes, men  and  women  of  pride  who 
cherish  the  observation,  “If  you  want  some- 
thing done,  give  it  to  a man  who  already  has 
more  than  he  can  do.”  If  the  demons  were 
exorcised,  there  might  well  be  no  more  head- 


aches, but  an  intolerable  vacuum  in  amour 
propre.  But  the  headache  surtax,  no  matter 
how  obscure  or  complex  its  origin,  can  almost 
always  be  blessedly  reduced  or  expunged  if 
the  patient  will  take  his  troubles  to  a com- 
petent physician. 
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HAWAII  INTRODUCES  NEW  GIVING 
PLAN 

A novel  plan  for  year  round  AMEF  giving 
has  been  reported  by  Dr.  Min  Hin  Li,  Hawaii 
AMEF  Chairman.  In  a letter  to  AMEF,  Dr. 
Li  enclosed  twelve  checks  from  each  of  two 
Hawaii  physicians.  He  explained  that  the  two 
were  the  first  to  use  a system  of  post  dated 
checks  which  provide  a uniform  monthly  pay- 
ment to  the  Foundation  over  a year’s  time. 
The  plan  is  a welcome  one  to  those  physicians 
who  have  asked  that  a method  be  available 
for  deferred  payments  on  either  a monthly  or 
quarterly  basis. 

The  checks,  written  for  12  months  or  4 
quarters  in  advance,  are  held  in  a special  file 
at  AMEF  and  on  the  first  of  each  month, 
checks  drawn  for  that  month  are  deposited  in 
Foundation  accounts.  A doctor  may  therefore 
give  a sizeable  annual  amount  at  only  a min- 
imum cost  per  month.  Or  he  may  write 
checks  for  smaller  amounts  in  those  months 
he  knows  to  be  less  active  and  larger  ones 
during  his  busy  periods.  The  plan  is  sug- 
gested to  all,  who  will  find  it  useful  in  pro- 
moting larger  annual  gifts.  The  Foundation 
extends  its  thanks  to  Dr.  Li  for  presenting  it. 
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IN  SEARCH  OF  PHYSICAL  FITNESS* 


Are  we  content  to  be  merely  free  of  sick- 
ness, or  do  we  wish  to  be  heartily  healthly? 
Instead  of  answering  “not  so  bad”  when  some- 
one asks  us  “How  do  you  feel?”,  do  we  wish 
to  reply  with  an  enthusiastic  “grand!”? 

We  are  well  acquainted  with  the  toll  of 
sickness,  the  serious,  sometimes  tragic,  con- 
sequences of  neglect  of  physical  care,  the 
dreariness  of  being  half  well.  Let  us  try,  now, 
to  accustom  ourselves  to  the  thought  and  ex- 
perience of  being  positively  fit. 

Business  men,  alas,  are  among  the  world’s 
worst  practitioners  of  health  habits.  They 
may  be  able  administrators,  well-informed 
about  company  operations,  excellent  in  work 
systems,  and  towers  of  strength  in  pro- 
duction, but  they  tend  to  be  careless  and 
thoughtless  with  regard  to  their  own  fitness 
and  neglectful  of  their  responsibility  to  see 
that  their  families  learn  to  enjoy  physical 
effort. 

We  no  longer  believe  that  disease  is  the  re- 
sult of  angering  pagan  gods,  or  that  it  is 
spread  by  night  air,  or  that  it  can  be  cured  by 
blood-letting.  But  what  are  we  doing  effec- 
tively to  use  our  advanced  knowledge  of  how 
to  stay  well  in  these  days  of  pressure? 

It  is  true  that  by  paying  taxes  we  support 
public  services  which  set  up  health  safe- 

* Reprinted  from  “The  Royal  Bank  of  Canada 

Monthly  Letter,”  Vol.  39,  No.  1,  Jan.,  1958. 


guards,  but  they  cannot  do  everything  for  us. 
Quarantine  and  isolation  and  immunization 
contribute  to  physical  efficiency  by  protect- 
ing us  from  certain  diseases.  Surely  our 
ambitious  minds  can  fix  upon  some  better 
state  to  work  toward. 

When  we  raise  our  standards  of  physical 
fitness  higher  than  mere  freedom  from  con- 
tagious disease,  we  find  that  we  are  in  the 
realm  of  personal  effort.  The  responsibility 
for  achieving  positive  good  health  is  upon 
us  individually. 

The  art  of  hygiene  is  very  simple;  perhaps 
that  is  why  it  is  so  often  neglected  and  des- 
pised. Cleanliness,  wholesome  diet,  modera- 
tion in  alcohol  and  drugs,  exercise  according 
to  one’s  needs  and  strength,  and  mental  at- 
titudes of  confidence,  hopefulness  and  calm- 
ness; these  are  basic  laws  of  health. 

A Shocking  Report 

The  art  of  healthful  living  is  not  being  car- 
ried into  action  by  people  in  North  America 
today,  nor  is  it  being  taught  effectively  to 
the  citizens  of  tomorrow. 

This  statement  is  made  on  the  authority  of 
a report  that  shocked  President  Eisenhower 
into  appointing  a special  committee  two  years 
ago.  The  report  was  that  of  Dr.  Hans  Kraus, 
of  the  Institute  of  Rehabilitation,  New  York 
University,  and  Miss  Ruth  Prudden,  of  the 
Institute  for  Physical  Fitness  at  White  Plains, 
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New  York.  It  asserted  that  the  United  States 
of  America  is  rapidly  becoming  the  softest 
nation  in  the  world. 

Here  are  the  bold  facts  revealed  by  Dr. 
Kraus:  58  per  cent  of  United  States  children 
who  were  tested  failed  in  one  or  more  of  six 
tests  for  muscular  strength  and  flexibility, 
while  only  9 per  cent  of  the  European  chil- 
dren who  were  tested  failed.  44  per  cent  in 
the  United  States  failed  in  the  one  flexibility 
test  (of  back  muscles)  included  in  the  six 
tests,  against  only  8 per  cent  of  the  European 
children.  36  per  cent  of  the  United  States 
children  failed  in  one  or  more  of  the  five 
strength  tests,  compared  with  only  1 per  cent 
in  Europe.  Three  of  these  tests  measured  the 
power  of  abdominal  muscles,  and  two  the 
power  of  back  muscles. 

There  are  black-figure  entries  in  our  health 
ledger  as  well  as  these  red-figure  entries.  But 
even  when  the  balance  is  fairly  struck,  said 
Dr.  F.  G.  Robinson  to  the  First  Common- 
wealth and  Empire  Conference  on  Physical 
Education,  we  must  acknowledge  that  the 
findings  of  the  study  apply  with  almost  equal 
force  to  us  in  Canada. 

It  is  not  a startling  conclusion.  Dr.  Robert- 
son continued,  “that  the  children  of  families 
on  this  prosperous  North  American  continent, 
with  what  we  like  to  boast  of  as  the  highest 
standard  of  living  in  the  world,  with  all  the 
material  prosperity  that  surrounds  us  on 
every  side,  measure  up  so  unfavorably  on  a 
simple  test  of  minimum  muscular  efficiency, 
stamina  and  endurance,  with  the  children  of 
families  in  Italy  and  Austria,  countries  which 
have  known  so  much  of  hardship  and  depriva- 
tion during  the  past  few  decades?” 

A pamphlet  published  by  The  Canadian 
Association  for  Health,  Physical  Education 
and  Recreation  confirms  that  the  report  is 
pertinent  to  Canada  when  it  says:  “there  is 
no  reason  to  believe  that  Canadian  children 
would  do  better.” 

Dr.  Doris  W.  Plewes,  Consultant,  Fitness 
and  Recreation  Office  of  the  Deputy  Minister 
of  National  Health  and  Welfare,  writes:  “the 
very  evident  lack  of  stamina  and  endurance 
as  exhibited  by  Canadians  in  competitive 
sports  has  surprised  many.” 

Edith  W.  Conant,  Director  of  the  Pro- 
gramme Department,  Girl  Scouts  of  America, 
added  evidence  gathered  when  she  took  a 
group  of  girls  to  an  international  gathering  in 


Switzerland.  “Many  of  our  girls  did  not  have 
the  physical  energy  for  the  extended  hiking, 
mountain  climbing,  cross-country  games,  or 
even  folk  dancing,  that  girls  of  other  coun- 
tries tossed  off  without  losing  their  breath.” 

Whal  Is  To  Blame? 

What  is  the  cause  of  this  failure  of  North 
American  children  to  measure  up  to  the  phys- 
ical health  of  children  in  Europe?  General 
opinion  leans  to  the  belief  that  the  typical 
way  of  life  on  this  continent  is  to  be  blamed. 
Our  children  are  driven  everywhere:  to 
school,  to  play,  and  to  the  shops.  Even  on 
week-ends  and  vacations,  says  Dr.  Mary 
O’Neil  Hawkins  in  “Child  Study,”  they  often 
sit  for  hours  cooped  up  in  cars.  Their  recrea- 
tion has  become  increasingly  passive  and 
visual.  Movies  and  television  take  up  much 
time. 

It  is  always  unpleasant  to  assign  blame, 
but  those  who  have  studied  the  matter  most 
closely  do  not  hesitate  to  say  that  parents 
and  schools  are  at  fault,  in  that  order.  Robert 
H.  Boyle  writes  that  54  per  cent  of  six-year- 
old  children  fail  to  pass  the  muscular  strength 
and  flexibility  tests;  at  the  other  end  of  the 
education  ladder,  52  per  cent  of  high  school 
graduates  fail.  Private  schools,  which  devote 
much  more  time  to  physical  education,  have 
a failure  rate  of  only  14  per  cent  upon  grad- 
uation. 

Parents  are  careful  to  see  that  their  chil- 
dren are  inoculated,  vaccinated,  and  given  the 
anti-polio  and  other  treatments  as  they  be- 
come available.  They  accept  chlorination, 
and  in  some  places  other  treatment,  of  tap 
water  as  normal.  But  they  lose  sight  of  the 
need  for  the  child’s  muscular  development 
which  in  rougher  ages  resulted  from  what 
the  child  did  naturally.  “The  playpen  and  a 
plastic  toy  keep  him  sanitarily  quiescent,” 
charges  Boyle. 

What  Is  To  Be  Done? 

No  one  is  suggesting  that  we  turn  back  the 
clock  so  as  to  provide  the  exercise  given  by 
chores  no  longer  necessary:  carrying  water, 
chopping  wood  and  carrying  it  to  the  box 
beside  the  stove,  hanging  out  the  wash,  walk- 
ing over  hill  and  dale  to  bring  home  the  cows 
for  milking,  running  errands  now  attended  to 
by  telephone,  and  a hundred  other  duties 
that  were  done  as  a matter  of  course  by  young 
people.  But  it  is  necessary,  if  we  are  to 
save  our  young  people  from  untold  suffering 
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and  dissatisfaction  with  life,  to  recognize  that 
our  labor-saving  machines  impose  a duty 
upon  us  to  fill  by  other  means  the  body-build- 
ing place  of  these  necessary  human  physical 
exercises. 

Physical  training  in  our  schools  needs  an 
overhauling,  according  to  those  experienced 
in  physical  fitness.  We  have  spectator  sports 
in  plenty,  but  only  a few  children  are  on  the 
teams.  Only  the  members  of  the  teams  and 
their  replacements  and  the  cheer  leaders  get 
any  muscular  exercise;  the  rest  are  admirers, 
exercising  nothing  but  their  lungs. 

A well-planned  programme  of  physical  edu- 
cation would  include  a wide  variety  of  activ- 
ities and  many  skills. 

Mere  “provision”  of  playgrounds  and  equip- 
ment is  not  enough  to  meet  the  menace 
about  which  we  have  been  warned.  Par- 
ticipation should  be  required  of  every  child, 
just  as  strictly  as  attendance  at  academic 
classes.  The  fortunate  ones  who  make  the 
teams  will  look  after  their  own  muscular  de- 
velopment; attention  needs  to  be  paid  to  the 
one  hundred  or  the  one  thousand  in  every 
school  who  are  not  on  one  of  the  athletic 
squads. 

Does  it  pay?  A school  in  a suburb  of  New 
York  City  had  a 32  per  cent  rate  of  failure 
among  its  students.  The  physical  education 
teachers  added  specific  exercises  to  the  exist- 
ing programme  of  tumbling  and  gymnastics. 
Within  five  months  the  rate  of  failure  fell  to 
24  per  cent,  and  in  eleven  months  it  had 
dropped  to  13  per  cent. 

Cause  of  Illness 

For  the  first  time  in  Canada’s  history  we 
have  a statistical  statement  of  the  causes  of 
illness  by  age  groups.  It  is  given  in  a report 
published  by  the  Dominion  Bureau  of  Statis- 
tics in  October,  of  which  the  following  is  a 
very  brief  extract: 

Children  under  15  years  of  age  reported  a 
high  incidence  of  the  diseases  of  the  respira- 
tory system,  and  after  those  came  infective 
and  parasitic  diseases.  Diseases  of  the  res- 
piratory system  dominated  in  all  age  groups. 

Adolescents,  15  years  to  24,  were  afflicted 
by  disease  of  the  digestive  system,  every 
tenth  person  having  at  least  one  attack. 

Young  adults,  25  years  to  44,  followed  the 
same  pattern  but  with  more  occurrences.  Di- 
seases of  the  bones  and  organs  of  movement. 


which  had  a rather  low  rate  for  persons  imder 
25  years  of  age,  began  to  show  prominence, 
increasing  from  9 to  22  illnesses  per  1,000 
population. 

Middle-aged  persons,  45  to  64,  showed  the 
increasing  prominence  of  the  diseases  of  the 
bone  and  organs  of  movement,  about  42  per 
1,000.  If  the  recurring  attacks  were  also 
counted,  the  rates  would  be  80  persons  and 
105  illnesses  per  1,000.  Diseases  of  the  circu- 
latory system  also  began  to  be  important  at 
this  age. 

Persons  65  and  over  suffered  most  fre- 
quently from  diseases  of  the  circulatory  sys- 
tem and  diseases  of  the  bones  and  organs  of 
movement.  There  were  146  new  and  recurr- 
ing attacks  of  the  former  and  147  of  the  latter 
per  1,000  population. 

It  is  evident  that  anything  that  can  be  done 
in  childhood  and  adolescence  and  young 
adulthood  to  develop  top  quality  in  the  bone, 
joint  and  muscle  structure  of  the  body  will  be 
a service  of  great  value  in  middle  and  later 
ages. 

Not,  indeed,  that  physical  fitness  in  child- 
hood should  be  sought  only  because  it  will  be 
beneficial  in  later  life.  It  is  of  value  here  and 
now. 

Accidents  kill  more  children  of  school  age 
than  all  diseases  put  together,  and,  says  Dr. 
Plewes,  most  of  these  unfortunate  children 
fall  within  one  or  more  of  these  categories: 
they  have  a low  energy  level,  they  are  slow 
reactors,  or  they  are  clumsy  because  of  “mus- 
cle stuttering”  and  awkward  because  of  lack 
of  basic  movement  skills.  “They  are  physical 
illiterates.” 

“We  are  paying  the  price  of  progress,”  says 
Dr.  Kraus.  “The  older  generation  was  tougher 
because  it  had  to  undergo  adequate  physical 
activity  in  the  normal  routine  of  living.  Let’s 
take  the  sting  out  of  the  benefits.” 

Gel  Out  of  Our  Seals 

One  way  is  to  get  out  of  our  seats.  “We 
Canadians,”  Dr.  Robertson  told  the  Confer- 
ence on  Physical  Education,  “are  a nation  of 
riders  and  spectators,  not  walkers  or  active 
physical  participants.” 

We  sit  at  our  desks  in  schools  or  office  all 
day;  we  sit  on  the  bus  or  train  or  in  our  auto- 
mobiles while  going  to  and  from  school  or 
work;  we  sit  before  our  television  sets,  in  the 
stands  at  hockey,  baseball  and  rugby  games; 
we  sit  in  our  cars  or  on  buses  on  our  way  to 
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the  theatre,  where  we  sit  again  to  watch  a 
play  or  a moving  picture. 

Even  in  the  home,  where  no  housewife  will 
admit  work  is  to  easy  even  now,  there  is  a lot 
of  sitting  as  washing  machines,  dryers, 
ironers  and  the  rest  do  jobs  that  formerly 
exercised  legs,  back  and  arm  muscles.  These 
new  tools  need  to  be  balanced  with  some 
other  kind  of  vigorous  activity. 

We  in  Canada  have  fallen  behind  other 
countries  in  being  aware  of  the  importance 
and  value  of  physical  efficiency.  Canada  is 
the  only  country  of  any  repute  which  does 
not  have  an  active  branch  of  the  International 
Federation  of  Sports  Medicine.  Other  coun- 
tries devote  considerable  funds  and  personnel 
to  the  development  and  maintenance  of  mus- 
cular fitness,  and  conduct  a great  deal  of  re- 
search into  the  problems. 

On  this  point  Dr.  Plewes  comments:  “A 
Canadian  branch  could  do  much  to  bring  the 
know-how  of  top-flight  scientists  in  all  re- 
lated fields  to  bear  on  urgent  problems  of 
physical  efficiency.” 

Perhaps  the  need  for  a specific  and  earnest 
individual,  family,  school  and  community 
move  toward  increasing  physical  efficiency 
by  building  the  strength  of  our  muscles  might 
be  made  one  of  the  plans  in  Canada’s  14th 
National  Health  Week,  sponsored  by  the 
Health  League  of  Canada  under  the  slogan 
“The  health  of  the  nation  is  the  wealth  of  the 
nation.” 

Individual  Physical  Fitness 

Everyone  can  increase  his  physical  fitness 
if  he  will  aim  at  a worthwhile  target.  Let’s 
shift  our  emphasis  from  “freedom  from  di- 
sease” to  “the  best  possible  health.” 

We  might  summarize  this  sort  of  fitness  in 
this  way:  ability  to  fill  one’s  place  as  an 
active  member  of  society,  without  fatigue  and 
with  an  energy  reserve  to  meet  unexpected 
stresses. 

In  the  everyday  work  field,  such  a state 
of  well-being  will  have  good  effects  upon  our 
job  opportunities,  our  chances  for  promotion, 
and  our  earnings  throughout  our  working 
life.  More  broadly,  it  will  extend  to  give  us 
emotional  stability,  mental  security  and  social 
adequacy. 

A certain  amount  of  what  is  needed  phys- 
ically has  been  decided  for  us  before  birth, 
and  is  ours  by  heredity:  the  type  of  body  we 
have,  our  bone  structure,  the  length  and 


breadth  of  our  bodies,  and  the  number  and 
pattern  of  muscle  fibers  that  make  up  the 
muscles  and  the  body.  But  the  important 
thing  is  not  whether  we  inherit  a ten  cent  or 
a ten  dollar  constitution,  but  what  we  do  with 
it.  An  old  model  car,  properly  serviced,  can 
give  longer  and  more  consistent  service  than 
a modern  and  more  expensive  model  care- 
lessly used. 

This  is  an  individual  challenge  to  today’s 
adult  people:  to  adjust  their  bodies  to  the 
changing  conditions  of  modern  life  so  as  to 
keep  them  in  reasonably  good  condition  to 
handle  peak  loads.  What  we  need  is  to  give 
our  bodies  regular  and  intelligent  care:  suf- 
ficient sleep  and  rest,  a balanced  and  ade- 
quate diet,  daily  vigorous  physical  activity. 

One  sign  of  a strong  body  is  that  the  mus- 
cles perform  their  functions  properly,  giving 
the  necessary  support  to  the  vital  organs. 
This  is  something  that  can  be  improved  by 
regular,  systematic  exercise,  and  by  making 
sure  that  sufficient  oxygen  is  taken  to  our 
muscles  to  produce  energy. 

While  it  is  the  blood  that  carries  the  oxygen 
and  other  nutrients  to  the  working  muscles 
and  the  waste  products  away  from  them,  it  is 
that  muscular  organ  the  heart  which  pro- 
duces the  force  to  move  the  blood.  And,  says 
Dr.  Plewes  in  an  article  published  in  “Can- 
ada’s Health  and  Welfare,”  “persons  whose 
muscles  are  in  reasonably  good  condition  are 
less  likely  to  suffer  from  heart  disease  than 
those  whole  daily  routine  requires  only 
limited  physical  effort.” 

In  an  interview.  Dr.  Plewes  enlarged  upon 
the  connection  between  physical  efficiency 
and  the  action  of  the  heart.  “The  failure  to 
develop  strong  musclar  tissue,”  she  said, 
“prevents  the  blood  from  carrying  oxygen  to 
the  muscle  tissue  and  removing  wastes  fast 
enough  to  permit  rapid  repetitions  of  muscle 
action  and  hence  the  individual  lacks  en- 
durance, and  fatigues  easily,  even  though  he 
may  be  able  to  make  one  short  presentable 
effort.” 

Other  research  teams  have  pointed  out  that 
lack  of  adequate  physical  activity  can  be  a 
menance  to  health  and  even  to  life.  Two 
British  medical  research  men  found  that  cor- 
onary heart  disease  occurs  with  more  than 
twice  the  incidence  among  the  physically 
less  active  than  it  does  among  the  active, 
and  when  it  does  occur  the  mortality  is  much 
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higher  among  the  less  active.  They  illustrated 
this  by  comparing  British  bus  drivers  and 
conductors.  The  drivers,  sitting  all  day  be- 
hind the  wheel,  were  found  to  be  far  more 
susceptible  to  coronary  heart  disease  than 
were  their  more  active  colleagues,  the  con- 
ductors, who  spent  the  working  day  going  up 
and  down  the  stairs  of  the  double-decker 
buses. 

The  worth  of  exercise  rests  upon  a basic 
principle:  The  Law  of  Use.  The  Father  of 
Medicine,  Hippocrates,  the  first  to  break 
away  from  the  idea  that  disease  is  due  to  the 
anger  of  the  gods,  declared  in  the  fourth  cen- 
tury B.C.:  “That  which  is  used  develops  and 
that  which  is  not  used  wastes  away.” 

Exercise  gives  us  other  benefits.  It  tends  to 
lessen  states  of  tension  and  fatigue  and  to  re- 
duce violent  emotions.  It  contributed  to 
weight  control.  Fat  shuns  the  active  muscles 
of  those  who  limit  their  daily  ration  of  cal- 
ories to  the  amount  they  balance  with  exer- 
cise. It  wipes  away  many  backaches  of  the 
sort  caused  by  lack  of  muscular  strength  and 
flexibility. 

In  short,  adequate  exercise  of  our  muscles 
contributed  to  physical  fitness,  adding  to  our 
enjoyment  of  work  and  leisure;  it  encourages 
our  zest  for  adventure,  contributes  to  our 
courage  in  tackling  problems,  and  gives  us 
the  vigour  to  do  things  of  consequence.  A fit 
person  uses  20  per  cent  less  energy  for  any 
move  he  makes  than  does  a flabby  or  weak 
person. 

In  Mature  Years 

As  the  years  pass,  physical  fitness  demands 
that  we  constantly  adjust  to  new  pressures 
as  well  as  to  aging  arteries.  “Survival  of  the 
fittest”  means  no  more  than  the  survival  of 
those  best  fitted  to  cope  with  their  circum- 
stances. 

We  are  masters  of  our  fate  only  when  we 
have  made  ourselves  fit  to  meet  the  new  con- 


ditions that  surround  us;  when  we  have 
learned  to  give  in  when  the  situation  does  not 
much  matter  and  save  our  strength  and  en- 
ergy for  the  important  things  in  life. 

A physically  fit  man  easily  finds  his  way 
out  of  difficulties  that  would  keep  his  nerves 
twanging  if  he  were  sick  or  only  half  well. 
He  gives  birth  to  business  ideas  as  no  ailing 
man  can.  He  has  the  grit  to  carry  them  into 
action. 

It  is  a sign  of  maturity  to  know  when  to 
exercise  and  when  to  rest,  when  to  hang  on 
and  when  to  let  go.  Francis  Bacon,  Lord 
High  Chancellor  of  England,  writing  some  260 
years  ago,  said  a man  seeking  good  health 
should  be  ready  to  say:  “This  agreeth  not 
well  with  me,  therefore  I will  not  continue 
it.”  If  we  hurl  ourselves  against  Nature  what 
can  we  expect  but  wreckage?  Nature  is  so 
old,  so  strong,  so  fixed. 

Let  us  not  be  content,  then,  in  our  mature 
life,  to  add  up  all  the  illnesses  we  do  not 
have,  and  say  we  are  healthy.  There  is  a 
wonderful  experience  available  to  us:  positive 
well-being.  The  only  thing  lacking  is  a de- 
sire so  strong  that  it  prompts  us  to  do  the 
necessary  things. 

The  suggestion  that  we  can  be  better  than 
we  are  faces  two  stages  of  opposition.  First, 
enemy  of  all  progress,  people’s  disbelief.  Then 
we  say  that  the  proposed  betterment  is  not 
needed,  that  our  present  state  of  fitness  is 
good  enough. 

But  those  who  push  on  from  feeling  “pretty 
well”  to  feeling  “very  well”  gain  a rich  re- 
ward. Instead  of  raising  gravestones  to  mark 
the  spots  where  noble  enterprises  and  great 
hopes  perished  for  lack  of  his  physical  vigour 
to  embody  them  in  deeds,  the  wise  person 
will  rejoice  in  the  strength  to  do  his  work 
and  to  achieve  his  happiness. 
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How  do  Americans  feel  about  health  in- 
surance? Why  do  they  buy  it?  What  do 
people  like  and  dislike  about  it?  What  sug- 
gestions do  they  have  for  improvements? 

Answers  to  these  and  other  questions  per- 
tinent to  the  field  of  financing  health  care 
costs  were  given  recently  in  a report  of  the 
pattern  of  health  insurance  coverage  in  this 
country  and  public  attitudes  toward  such 
coverage. 

The  report,  entitled  “A  Profile  of  the 
Health  Insurance  Public,”  has  just  been  pub- 
lished by  the  Health  Insurance  Institute,  cen- 
tral source  of  information  for  the  public  on 
behalf  of  the  nation’s  insurance  companies. 
The  document  was  based  on  a nation-wide 
study  conducted  for  the  Institute  by  National 
Analysts,  Inc.,  in  the  latter  part  of  1957.  In- 
terviews were  obtained  with  2,000  represen- 
tative families  across  the  country,  the  find- 
ings released  today  thus  yielding  data  on 
some  6,600  individuals. 

This  is  the  first  survey  of  its  kind  ever 
sponsored  by  the  health  insurance  business. 

The  survey-takers  found  a high  degree  of 
usage  among  families  covered  by  health  in- 
surance. Nearly  two  out  of  every  five  fam- 
ilies with  such  protection  reported  they  had 
received  benefits  under  their  policies  during 
the  12  months  immediately  preceding  the 


date  they  were  interviewed. 

Sixty-nine  percent  of  insured  families  said 
they  had  at  some  time  submitted  one  or  more 
claims. 

It  was  officially  estimated  by  the  Institute 
at  the  beginning  of  1959  that  more  than  121,- 
000,000  Americans  were  covered  by  some 
form  of  health  insurance. 

The  survey  found  that  all  family  members 
were  insured  in  60  percent  of  the  families  in- 
terviewed. In  73  percent  of  these  families  at 
least  one  member  was  covered  by  health  in- 
surance. 

Some  81  percent  of  the  persons  interviewed 
said  they  were  favorable  toward  the  idea  of 
having  health  insurance  for  themselves  and 
their  families.  Many  people  felt  a need  for 
more  information  on  health  insurance,  and 
fully  half  of  the  insured  families  who  ex- 
pressed a wish  for  more  information  thought 
they  could  use  additional  coverage.  The  in- 
formation most  frequently  desired  concerned 
general  facts  on  the  types  and  extent  of  cov- 
erage. 

The  need  for  more  information  was  doubly 
emphasized  in  the  survey  finding  that  among 
all  families  making  suggestions  about  health 
insurance,  the  most  frequently  made  sugges- 
tion was  — “provide  more  information.” 
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Fellow  Pharmacists: 

Another  year  of  organizational  activities  lies  ahead  and  we  face  many  old  and  many  new 
problems  which  affect  each  of  us  vitally. 

It  has  never  been  intended  or  pretended  that  organization  olfers  a panacea  or  that  it  pos- 
sesses a magic  wand,  however,  organization  has  the  multiple  strength  and  intensified  voice 
of  its  many  members.  It  can  plan  and  act  as  a unified  force  to  protect  and  advance  pharmacy 
in  all  its  facets. 

Our  organization  is  concerned  with  the  welfare  of  every  pharmacy  and  every  pharma- 
cist and  seeks  every  avenue  to  advance  their  status.  In  my  term  as  your  President  I shall 
endeavor  to  work  with  you  and  your  other  officers  toward  this  end. 

Please  accept  my  sincere  thanks  for  this  opportunity  to  serve  you. 

Sincerely, 

WILLIS  HODSON 
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Cancer  Study  Wins  Awards 

For  basic  research  on  how  tumors  and  can- 
cers behave  and  grow,  Dr.  Stanfield  Rogers, 
director  of  Memorial  Research  Center  of  the 
University  of  Tennessee  in  Knoxville,  re- 
cently received  the  third  annual  award  of  the 
American  Society  for  Experimental  Path- 
ology. 

The  award,  and  a $1,000  honorarium  con- 
tributed by  Parke,  Davis  & Company,  honors 
original  research  by  pathologists  under  40 
years  old.  The  award  was  presented  at  the 
pathology  society’s  43rd  annual  meeting,  held 
in  conjunction  with  the  session  here  of  the 
- Federation  of  American  Societies  for  Experi- 
mental Biology. 

Dr.  Rogers’  experiments  began  in  1947  at 
the  Rockefeller  Institute  for  Medical  Re- 
search after  service  in  the  Army  and  comple- 
tion of  his  pathology  residency  at  the  Univer- 
sity of  Tennessee  in  Memphis,  and  were  con- 
tinued at  Duke  University.  His  research  has 
logged  important  milestones  in  tumor  be- 
havior. Among  them: 

— In  exploring  the  relationship  of  viruses 
to  cancers  and  using  rabbits  as  his  subjects. 
Dr.  Rogers  made  the  first  successful  trans- 
plant of  virus-induced  skin  tumors.  This  sub- 
stantiated the  theory  that  viruses  can  induce 
true  tumors. 

— In  his  research,  Dr.  Rogers  demonstrated 
that  the  relatively  simple  chemical,  urethane. 


swiftly  produces  lung  tumors  in  mice  and 
that  it  acts  purely  as  an  irritating  agent.  It 
has  no  influence  on  the  growth  of  the  tumor 
cells  it  initiates.  Other  experiments  demon- 
strating the  rapidity  of  action  and  excretion 
of  urethane  opened  the  way  to  studies  of  the 
biochemical  mechanisms  of  action  of  this 
carcinogen. 

— In  investigating  how  urethane  functions 
in  causing  tumors.  Dr.  Rogers  found  that  its 
action  is  indirect,  through  a chain  of  bio- 
chemical events.  He  showed  that  urethane 
itself  cannot  cause  cancer  in  lung  tissue  but 
was  converted  to  or  elicited  another  sub- 
stance which  caused  lung  cells  to  become 
tumors.  He  further  showed  that  ultraviolet 
light  and  nitrogen  mustard,  in  contrast  to 
urethane,  have  direct  effect  on  pulmonary 
cells  in  causing  tumors  of  the  same  general 
sort.  Dr.  Rogers  was  the  first  to  demonstrate 
that  neoplastic  changes  could  be  brought 
about  through  different  mechanisms  even  in 
cells  of  the  same  kind. 

— In  ingenious  experimentation.  Dr.  Rogers 
demonstrated  relationship  between  the  num- 
ber of  tumors  produced  by  a cancer  agent 
and  the  phase  of  cell  division  of  the  cells  in 
which  the  agent  is  working.  Cells,  he  found, 
are  most  susceptible  to  an  individual  carcin- 
ogenic agent  at  a precise  time  in  their  growth 
cycle.  For  example,  ultraviolet  light  irra- 
diation acts  in  cells  at  the  time  of  cell  div- 
ision or  immediately  thereafter.  With  ure- 
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thane,  on  the  other  hand,  the  greatest  activity 
appears  just  preceding  cell  division.  In  other 
studies,  he  demonstrated  a close  relation  be- 
tween desoxyribose  nucleic  acid  (DNA)  syn- 
thesis and  the  means  of  action  of  urethane. 
It  was  also  shown  that  certain  of  the  build- 
ing blocks  of  the  nucleic  acids  inhibit  the 
action  of  cancer-producing  agents  including 
the  powerful  methylcholanthrene. 

— In  a development  of  direct  value  to  the 
study  of  many  diseases.  Dr.  Rogers  worked 
out  a means  of  applying  chromatographic 
techniques  to  pathology.  Combining  this  with 
simple  tissue  culture  system,  he  demon- 
strated that  tumors  which  appear  microscop- 
ically alike  often  vary  markedly  in  their  in- 
dividual amino-acid  content  and  require- 
ments. Such  data  provide  a more  useful  clas- 
sification than  that  previously  provided  by 
tissue  study  alone.  It  seems  likely  that  this 
method  will  make  possible  more  accurate 
choice  of  drugs  for  treatment  of  cancer  pa- 
tients, in  addition  to  providing  information 
as  to  the  nature  of  the  metabolic  difference 
responsible  for  cells  becoming  tumor  cells. 

A medical  colleague  said  of  the  patholo- 
gist’s work,  “Taken  as  a whole.  Dr.  Rogers’ 
march  of  thought  and  achievement  has  a sci- 
entific beauty  that  deserves  the  term  class- 
ical.” 

In  his  acceptance  address.  Dr.  Rogers  dis- 
cussed “comparative  carcinogenesis.”  In  it, 
he  presented  evidence  indicating  some 
changes  different  from  those  previously  ob- 
served in  the  mechanism  of  action  of  the 
Shope  virus  in  producing  tumors  in  the  skin 
of  rabbits. 

“Tumors  produced  by  this  virus  contain  an 
enzyme,  arginase,  not  found  in  normal  or 
hyperplastic  skin,”  Dr.  Rogers  said.  He  ex- 
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plained  that  arginase  is  an  enzyme  new  to 
the  skin,  and  that  its  presence  in  a virus- 
induced  tumor  cell  and  absence  in  a normal 
counterpart  had  not  previously  been  demon- 
strated. 

New  Diuretic-Hypotensive  Compounds 
Reported 

Potent  additions  to  the  growing  list  of  di- 
uretic-hypotensive agents  were  reported  by 
a research  team  from  Bristol  Laboratories, 
recently  at  the  annual  meeting  of  the  Ameri- 
can Chemical  Society,  division  of  medicinal 
chemistry. 

Charles  T.  Holdredge,  Richard  B.  Babel 
and  Lee  C.  Cheney,  described  the  synthesis  of 
trifluoromethylated  compounds.  Like  their 
chemical  relatives,  chlorothiazide  and  hydro- 
chlorothiazide, now  in  use,  the  substances  are 
designed  for  an  area  of  medicine  dealing  with 
such  diverse  problems  as  congestive  heart 
failure,  cirrhosis  of  the  liver,  renal  disease 
associated  with  water  retention,  hyperten- 
sion (high  blood  pressure),  toxemias  of  preg- 
nancy, bromide  intoxication  and  premen- 
strual tension.  Diuretic-hypotensive  drugs 
stimulate  the  excretion  of  toxic  material  by 
the  kidneys. 

Dr.  Holdrege  said  the  molecule  of  chloro- 
thiazide (and  hydrochlorothiazide)  had  been 
modified  so  that  the  chlorine  atom  had  been 
replaced  by  a trifluoromethyl  group.  The 
starting  material  was  the  commercially  avail- 
able 4-chloro-3-nitrobenzotrifluoride,  a coal 
tar  product.  Two  of  the  new  compounds, 
identified  as  BL-H320  and  BL-H346,  have 
been  found  to  be  potent,  orally-active  diu- 
retic agents  of  low  toxicity.  The  activity  of 
BL-H320  was  found  to  be  at  least  the  quiva- 
lent  of  chlorothiazide.  BL-H346  is  reported  to 
be  10  to  20  times  as  active  as  chlorothiazide. 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar* 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  151/2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine, 


♦Brown,  S.S.;  libo,H.W.,  and  Nussbaum,  A.  H.:  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag'^  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  @ 

KYNEX 

Sulfamethoxypyridazine  Lederle 

O.e  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  OYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS 

by 

Hallie  Cummins,  R.R.L.* 

More  and  more  doctors  throughout  the 
country  are  coming  to  know  what  the  Amer- 
ican Association  of  Medical  Assistants  is 
doing  to  assist  with  the  education  and  know- 
how of  their  members,  and  more  and  more 
interest  is  being  shown  by  the  medical  so- 
cieties, both  county  and  state. 

A Central  Office  with  an  Executive  Secre- 
tary has  been  opened  in  Chicago  and  mem- 
bers are  offered  a salary  replacement  insur- 
ance plan  comparable  to  plans’  offered  to  the 
medical  profession. 

Plans  are  underway  for  educational  courses 
which  will  be  offered  to  those  presently 
working  in  the  field  and  to  those  interested 
in  entering  the  field  as  medical  assistants. 
The  work  in  the  doctor’s  office  is  highly 
specialized  and  trained  medical  assistants  are 
necessary  to  assist  the  doctor  and  to  relieve 
him  of  many  of  the  details  which  are  a part 
of  the  office  routine. 

The  Third  Annual  Meeting  of  the  Associa- 
tion will  be  held  in  Philadelphia,  October  IB- 
IS at  the  Benjamin  Franklin  Hotel.  Medical 
(Continued  on  Page  29) 


be  prepared... 

fast,  effective  and  long-lasting  relief  from: 

sunburn 
poison  ivy 
insect  bites 
minor  cuts 
and  abrasions 


The  water-soluble,  nonstaining  base  melts  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


N 


(brand  of  lidocaine*) 

OINTMENT  2.5%  8c  S% 


sfitj,  S.  PAT.  NO.  2,441, 4§8 


MADE 


U.  S.  A. 


Of  course,  women  like  “Premarin’® 


rpHERAPy  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  i 
it  to  be  treated?),  let  your  choice  b’ 
“Premarin,”  a complete  natural  es 
trogen  complex. 

“Premarin,”  conjugated  estrogen 
(equine),  is  available  as  tablets  an 
liquid,  and  also  in  combination  wit 
meprobamate  or  methyltestosterone 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 


'SjrsS ' ' 
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A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  — - makes  eating  a pleasure  once  more. 


.but  seasoned 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium.)  Diets 

Assures  patient’ 

LABORATORIES  cooperation 

New  York  18,  N.Y. 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium, 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 
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PROMPT 

CLAIM 

PAYMENT 

has  been  a ‘keystone’  in  the 
foundation  and  operation  of 
this  company,  and  has  con- 
tributed immeasurably  to 
the  steady  growth  of  Drug- 
gists Mutual  over  a 50  year 
period.  Literally  thousands 
of  claims  have  been  handled 
justly,  fairly  and  promptly 
over  the  years  — almost 
20,000,  in  fact.  Our  policy 
has  always  been  ’of,  by  and 
for  the  policyholders’  and 
to  this  we  ascribe  the  grow- 
ing acceptance  of  our  spe- 
cialized insurance  service. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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MEDICAL  ASSISTANTS— 

(Continued  from  Page  26) 

Assistants  and  doctors  are  invited  to  attend. 

Here  is  what  a representative  group  of  doc- 
tors have  to  say: 

Dr.  John  W.  Rice,  Jackson,  Michigan:  “We 
in  the  Michigan  State  Medical  Society  are 
justly  proud  of  the  Michigan  State  Medical 
Assistants  Society.  This  organization  has 
come  from  a start  in  1949  to  an  enthusiastic, 
ambitious,  hard  working  group  of  1000  mem- 
bers at  the  present  time. 

“The  State  Medical  Society  in  Michigan 
stands  squarely  behind  the  medical  assistants 
and  we  want  them  to  produce  a standard  for 
girls  working  in  our  offices  that  is  so  high 
that  it  will  become  a career  program  for  high 
school  graduates  to  shoot  at. 

“We  hear  seven  reports  at  the  opening  of 
our  annual  meeting  of  the  House  of  Dele- 
gates. One  of  these  is  from  the  President  of 
the  Michigan  State  Medical  Assistants  So- 
ciety, along  with  the  President  and  President- 
Elect  of  the  Michigan  State  Medical  Society 
and  the  President  of  the  State  Women’s 
Auxiliary. 

“Every  County  Medical  Society  has  an  Ad- 
visory Committee  in  counties  where  the  girls 
are  organized.  These  committees  back  the 
girls  and  help  them  with  their  problems.  This 
year  at  our  annual  state  meeting  we  are  hav- 
ing our  first  state-wide  meeting  of  county  ad- 
visors. This  is  an  effort  to  coordinate  the 
thinking  of  the  many  advisory  committees 
along  with  the  officers  of  the  Michigan  State 
Medical  Assistants  Society. 

“We  in  Michigan  have  come  a long  way 
from  1949,  when  the  medical  assistants  were 
only  an  idea,  to  the  present  shoulder-to- 
shoulder  attitude  in  support  of  medical  pro- 
gress in  Michigan.” 

Dr.  Fred  Sternagel,  West  Des  Moines,  Iowa: 
“I  have  watched  with  a great  deal  of  satis- 
faction the  founding,  growth  and  develop- 
ment of  the  American  Association  of  Medical 
Assistants.  From  a small  beginning  a few 
years  ago,  the  AAMA  has  won  recognition 
from  the  American  Medical  Association  and 
the  State  Medical  Societies  of  21  states  where 
they  have  chapters. 

“I  have  watched  carefully  the  progress  of 
this  Association  and  observed  that  the  highest 
(Continued  on  Page  34) 
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when  pollen  allergens 
attack  the  nose . . . 

I 

\ Triaminic  provides  more  effective  therapy  in 
• respiratory  allergies  because  it  combines  two 
antihistamines^’^  with  a decongestafit. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 


The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.'*’^ 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.**' triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  1.  Sheldon,  J.  M.:  Postgrad.  Med.  14:46.a  (Dec.)  19.53.  2.  Hubbard,  T.  F. 
and  Berger,  A.  J.:  Annals  Allergy  p.  350  (.May-Junc)  1950.  3.  Kline,  B.  S.t  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  Macmil- 
lan, New  York,  1956,  p.  532.  5.  Fabricant,  N.  D.:  E.E.N'.T.  .Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 
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1 riaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
other  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRIAMINIC  timed-release  tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  i/j  Triaminic  Tablet  or 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  with  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


P running  noses 


and  open  stuffed  noses  oralh 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  pri 
secondary  fibrositis  — 

early  rheumatoid  arth 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

. assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate""^  brings  rapid  pain 
relief:  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy— 

. much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


Composition 

METicoRTEN®  (prcdnisone)  0.75  rng. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D..  et  al.:  Postgrad.  Med.  17:1.  1955. 
3.  Gelli,  G..  and  Della  Santa.  L.:  Minerva  Pediat. 
7:1456.  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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More  direct  control  of 
specific  rheumatic  types 


Effective,  fast  anti-rheumatic  activity  without 
experimentation — that’s  the  simple  truth  about  P-B- 
SAL-C  (Ulmer)  combinations  which  have  been  dem- 
onstrated in  a wide  range  of  rheumatic  diseases. 

Relief  is  not  only  fast,  but  is  sustained  on  small 
daily  dosage.  Specially  fabricated  combinations  of 
P-B-SAL-C  provide  a choice  in  specific  rheumatic 
disorders.  In  severe  joint  pain  (particularly  in  persons 
over  40,  say  leading  medical  authorities),  P-B-SAL-C 
with  COLCHICINE  can  be  used  diagnostically  to 
ascertain  or  disprove  a gouty  condition.  Colchicine 
is  specific  for  the  diagnosis  and  control  of  gout. 

And  for  muscular  spasm  associated  with  severe 
joint  pain,  P-B-SAL-C  WITH  ESOPRINE  provides 
a two-way  action  to  help  control  both  pain  and  spasm. 

Where  arthritis  is  complicated  by  cardiovascular 
conditions,  P-B-SAL-C  SODIUM  FREE  brings  relief 
without  disturbing  electrolyte  balance.  Neither  so- 
dium nor  potassium  are  contained  in  this  combination. 
* In  routine  therapy,  high  plasma  salicylate  levels 
are  quickly  reached  with  the  basic  combination, 
P-B-SAL-C. 

Whichever  P-B-SAL-C  combination  is  prescribed, 
you’re  assured  that  thousands  of  patients  have  ex- 
perienced rapid  relief  and  sustained  it  at  a very  moder- 
ate cost.  Let  us  forward  your  name  to  our  nearest 
detail  man  for  complete  information.  sD-759 


P-B-SAL-C 

(ULMER) 


THl  ULMiR  PHARMACAL  COMPANY 

MINNEAPOLIS  3,  MINNESOTA 


MEDICAL  ASSISTANTS— 

(Continued  from  Page  29) 
standards  of  ethics  have  governed  its  activ- 
ities. Some  few  physicians  who  disapprove  of 
the  movement  on  the  basis  that  it  tends  to 
create  a union  and  may  result  in  unreason- 
able demands  by  assistants  upon  their  em- 
ployers have  found  nothing  to  substantiate 
their  fears. 

“One  of  the  principal  purposes  of  the  Asso- 
ciation is  to  encourage  girls  engaged  in  this 
activity  to  become  better  educated,  better 
trained,  better  qualified  and  more  capable 
employees  in  their  chosen  vocation.  The  suc- 
cess of  this  program  should  eventually  and 
inevitably  lead  to  financial  advancement  and 
adequate  compensation  for  work  performed. 
However,  it  should  be  remembered  that  if 
members  receive  more  benefits  from  their 
career  it  will  not  be  because  of  any  so-called 
union,  but  rather  to  the  higher  standards  of 
performance  as  a result  of  better  training  and 
more  requirements  for  those  who.  seek  em- 
ployment in  this  field. 

“Physicians  should  welcome  increased 
standards  of  work  requirements  and  give  en- 
couragement to  the  AAMA  because  better 
(Continued  on  Page  44) 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  . . . for  24  hours  . . ■ 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  @ 

KYNEX 

Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


S.D.J.O.M.  JULY  1959  - ADV. 


35 


"pAiompt 

^ way  check  of 

DIARRHEA 


Neu^  RASPBERRY  FLAVOR 


and  pink  color  make  POMALIN  pleasant  to 
take  and  appealing  to  both  children  and  adults. 


FORMULA; 

Each  15  cc.  (tablespoon)  contains: 

Sulfaguanidine  2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture  0.08  cc. 

(equivalent  to  2 cc.  paregoric) 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


DOSAGE : 

ADULTS:  Initially  1 or  2 tablespoons  from 


SUPPLIED: 

Bottles  of  16  fl.  oz. 

Exempf  Norcof/c. 

Available  on  Prescription  Only. 


four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 

CHILDREN;  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 
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The  wonderful  moment  when  a fifteen-footer  drops  in  . . . 


' Good  for  you! 

GREAT  PUTT!  A real  honey.  One  like  that 
makes  the  whole  day  worth  while.  Now 
relax  ...  sit  back  with  a good  cold  glass  of 
beer.  It’ll  quench  your  thirst— sure.  But 
much  more.  Beer’s  bright,  wonderful,  alive. 
Nothing’s  more  rewarding— and  it  really 
picks  you  up,  too. 


Beer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 
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re-evaluating  tranquilizers? 

READ  WHAT  CLINICIANS  ARE 
NCW  SAYING  ABOUT  ATARAX* 

“ (brand  of  hydroxyzine) 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied;  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials.. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 
in  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
m6d.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 


;it;ir>?x 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL* 

Vitamin  "E^ineral  Supplement  Lederle 


capsules^M  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


blood  pressure 
is  controlled 
safely  and 


The  hypertensive  under  treatment  is  frequently  burdened 
with  side  effects  of  therapy  including  states  of  depression, 
fatigue,  and  lethargy.  He  finds  little  joy  left  in  his  life 
and  laughter  is  almost  a forgotten  experience. 

With  Rautensin  and  Rauvera,  two  unique  and  depend- 
able antihypertensive  agents,  patients  feel  better,  have  a 
brighter  outlook  and  blood  pressure  is  safely  reduced. 

in  mild  hypertension 

Rautensin  provides  smoother  antihypertensive  action 
with  no  sudden  rebounds  or  abrupt  declines,  and  can  be 
given  over  long  periods  of  time  without  impairing  mental 
alertness,  producing  excessive  lethai'gy  or  drowsiness. 
When  tachycardia  is  present,  Rautensin  slows  heart  rate 
10  to  15  per  cent.  Rautensin  is  less  likely  to  cause  mental 
depression.'  The  apprehensive  hypertensive  is  calmed,  yet 
side  actions  are  “ . . . either  completely  absent  or  so  mild 
as  to  be  inconsequential.”” 

RAXJTENSIN^ 


RAUVERA 


each  tablet  contains  1 mg.  of  purified  alsero.vylon  complex  of  Rau- 
wolfia  serpentina  and  3 mg.  alkavervir  ( Vcratrum  viride  fraction) 


Dosage:  One  tablet  3 or  h times  daily,  ideally  after  meals,  at  inter~ 
vals  of  not  less  than  U hours. 


1.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Arch.  Int.  Med.  96:530,  1955. 

2.  Terman.  L.  A.;  Illinois  M.  J.  9:67,  1957. 

3.  La  Barbera,  J.  F.:  M.  Rec.  & Ann.  50:242,  1956, 

4.  Bendig,  A.:  New  York  J.  Med.  66:2523,  1956. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


each  tablet  contains  2 mg.  of  the  purified  alseroxylon  complex  of 
Rauivolfia  serpentina 


Dosage:  For  the  first  20  to  30  days,  2 tablets  (U  mg.)  once  daily, 
at  bedtime.  Thereafter,  a,  maintenance  dose  of  1 tablet  (2  mg.) 
daily  will  suffice  for  most  patients. 


in  moderate  to  severe  hypertension 


Rauvera  produces  smooth  and  steady  antihypertensive 
action  which  persists  over  the  entire  twenty-four  hours 
without  peaks  and  valleys  ...  no  “saw  tooth”  effect. 
Patients  show  a marked  subjective  as  well  as  objective 
improvement  with  a significant  drop  in  blood  pressure, 
yet  with  a very  low  incidence  of  side  effects.''  Abrupt  rise 
in  blood  pressure  does  not  occur  even  when  therapy  is 
interrupted.'*  Tolerance  does  not  develop  on  prolonged 
administration.  Sensitization  reactions  or  postural  hypo- 
tension do  not  occur.  Headaches,  fatigue,  insomnia  and 
“heart  consciousness”  rapidly  disappear,  leaving  the 
patient  feeling  well  and  asymptomatic. 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


A boy  keeps  days  like  these 
all  his  life.  Some  day  he’ll 
trundle  his  own  sons  in  a 
barrow  too — remembering 
the  joUy,  peaceful  man- to- 
man times  spent  with  his 
father. 

So  many  precious  things 
like  this  depend  on  peace. 
And  peace  depends  upon  so 
many  things.  For  instance; 
peace  costs  money. 

Money  for  strength  to  keep 
the  peace.  Money  for  science 
and  education  to  help  make 
peace  lasting.  And  money 
saved  by  individuals  to  keep 
our  economy  sound. 

Every  U.  S.  Savings  Bond 
you  buy  helps  provide  money 
for  our  country ’s  Peace  Power 
— the  power  that  helps  us 
keep  the  things  worth 
keeping. 

Are  you  buying  as  many 
Bonds  as  you  might? 


Photograph  by  Harold  Halma 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 
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all  physicians  are  invited  to  attend... 

In  recognition  of  the  responsibility  of  the  pharmaceutical  industry  to  aid  postgraduate  medical 
education,  Lederle  originated  its  Symposium  Program  eight  years  ago.  Initiated  with  a meeting 
sponsored  by  the  Knoxville  Academy  of  Medicine  and  continued  with  other  medical  organiza- 
tions, the  program  presents  up-to-date  information  of  clinical  significance  to  physicians 
throughout  the  United  States  and  Canada.  Through  Symposia,  over  50,000  physicians  have 
had  the  opportunity  to  hear  and  question  specialists  in  every  field  and,  with  their  wives, 
participate  in  the  activities  of  a Symposium  day. 

You  and  your  wife  may  wish  to  attend  one  of  the  Symposia  below. 


JEKYLL  ISLAND,  GEORGIA-Thursday,  August  27,  1959 
The  Jekyll  Club 

BATON  ROUGE,  LOUISIANA- Friday,  Sept.  18,  1959 
The  Capitol  House  Hotel 

BEAUMONT,  TEXAS -Saturday,  September  19,  1959 
The  Hotel  Beaumont 

KANSAS  CITY,  KANSAS-Friday,  September  25,  1959 
Battenfeld  Memorial  Auditorium 
INDIANAPOLIS,  INDIANA-Wednesday,  Sept.  30, 1959 
The  Sheraton-Lincoln  Hotel 

OKLAHOMA  CITY,  OKLAHOMA-Friday,  October  2,  1959 
The  Skirvin  Hotel 

BIRMINGHAM,  ALABAMA-Sunday,  October  11,  1959 
The  Dinkler-Tutwiler  Hotel 

TACOMA,  WASHINGTON -Wednesday,  October  14,  1959 
The  Hotel  Winthrop 

TRAVERSE  CITY,  MICHIGAN-Friday,  October  23,  1959 
The  Park  Place  Hotel 


LUBBOCK,  TEXAS -Saturday,  October  31,  1959  I 

The  Lubbock  Country  Club 

ST.  CHARLES.  ILLINOIS  -Wednesday,  November  4,  1959 
The  St.  Charles  Country  Club 

DALLAS,  TEXAS -Friday,  Novembers,  1959  i 

The  Hilton  Hotel 

WICHITA,  KANSAS-Saturda'y,  November  7,  1959  ! 

The  Hotel  Broadview 

SCHENECTADY,  NEW  YORK -Thursday,  November  12,  1959 

The  Mohawk  Golf  Club 

CORPUS  CHRIST!,  TEXAS-Friday,  November  13,  1959 
The  Robert  Driscoll  Hotel 

RIVERSIDE,  CALIFORNIA -Sunday,  November  15,  1959 
The  Mission  inn 

SANTA  BARBARA,  CALIFORNIA-Wednesday,  Nov,  18,  1959 
The  Santa  Barbara  Biitmore 

MOLINE,  ILLINOIS -Wednesday,  December  2,  1959 
The  LeCiaire  Hotel 


Symposi 
Clinical  1 


tHURSOA'i 


Symposium  on 
Practical  Procedures 
and 

Modem  Concepts  of  Therapy 


wa^«»AY,  mm.  u.  !»S9 


THt  writ  ST.  SEOMI 
Mm  Ytrii 
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Are  we 

telling  the  story? 

All  segments  of  the  profession  of  pharmacy  are  making 
major  contributions  to  the  constantly  improving  medical 
care  our  nation  enjoys.  Despite  the  fact  that  we  have  better 
health  and  may  expect  to  live  longer,  many  people  are 
unaware  of  pharmacy’s  role  in  this  dramatic  progress. 

It  appears  that  we  have  been  remiss  in  telling  our  story 
to  the  public,  and,  as  a result,  pharmacy  does  not  enjoy  the 
fine  "image”  it  deserves.  Each  of  us  should  be  prepared 
to  offer  a diplomatic,  yet  factual,  explanation  when  patrons 
voice  comments  which  indicate  a lack  of  appreciation  for 
our  role  in  better  community  health.  Furthermore,  the 
story  needs  telliirg — now. 

We  are  proud  to  be  a part  of  the  drug  business  and  want 
to  provide  you  with  the  finest  distribution  system  available 
anywhere.  Call  on  us  . . . we  are  at  your  service. 

WE  ARE  A ^iee^  DISTRIBUTOR  BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


MEDICAL  ASSISTANTS— 

(Continued  from  Page  34) 
trained  assistants  free  the  physician  for  other 
and  more  important  duties.  The  time  lost  by 
a physician  interviewing  applicants  and  train- 
ing girls  to  assist  him  in  his  office  is  some- 
thing which  may  eventually  be  eliminated 
entirely  through  the  AAMA  and  adoption  of 
rules  and  regulations  governing  preparation 
and  training  of  girls  for  work.  These  many 
advantages  for  the  physician,  together  with 
the  dignity  which  comes  to  a doctor’s  office 
through  the  employment  of  a well-trained 
assistant  who  has  met  prescribed  work  re- 
quirements and  who  is  a member  of  an  ac- 
credited and  recognized  professional  asso- 
ciation should  enlist  the  support  of  every 
physician  in  the  work  of  the  AAMA.” 

Dr.  Robert  L.  Schaeffer,  Allentown,  Penn- 
sylvania: “The  practice  of  medicine  in  recent 
years  has  become  very  complicated,  and  the 
work  of  the  medical  assistant  employed  in 
the  physician’s  office  has  consequently  be- 
come complex.  There  are  many  facets  in 
medical  practice  and  in  the  work  of  the  doc- 
tor’s assistant  so  that  an  efficient  girl  must  be 
trained  along  many  channels.  In  addition  to 
the  particular  technical  knowledge  her  doctor 


requires,  she  must  know  the  principles  of 
public  relations,  professional  relations,  in- 
surance such  as  Blue-Cross,  Blue-Shield,  and 
the  various  commercial  coverages,  and  she 
should  understand  taxes,  federal,  state  and 
local.  " 

“The  American  Medical  Association  and 
some  State  and  County  Societies  are  aware  of  1 
the  need  and  have  aided  the  medical  assist-  ; 

ants  to  form  the  American  Association  of  ; 

Medical  Assistants,  with  many  component 
state  and  local  groups.  The  Association’s 
major  aim  and  purpose  is  to  offer  educational 
programs  to  better  equip  the  assistant  for  her 
work  in  the  physician’s  office.  Attendance  at 
association  meetings  and  convention  seminars  y; 
and  sharing  ideas  and  special  skills  with  girls 
of  similar  interests  enriches  the  knowledge 
and  capabilities  of  the  doctors’  assistants  so 
that  they  will  render  superior  service  to  the 
medical  profession.  ^ 

“The  American  Association  of  Medical  As-  fl 
sistants  is  an  infant  who  needs  the  support  |j' 
and  'The  Assistant'  of  every  physician  in  the 
AMA.  With  a strong  organization,  its  pro-  ^ 
gram  of  education  will  go  into  high  gear  and 

(Continued  on  Page  52)  j 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINGE  THE  INTRODUCTION 
OF  ALUMINUM  HYDROXIDE  IN  1929 

is, 


A N TAG  I D 
TA  B L ETS 


Quicker  Refief 


:$  MORE  ACID  FASTER  CREAMALIN  NEUTRALIZES  W ACID 

Greafer  Relief  More  Lasting  Relief 


a 


Aeid  neutralization  with  10  leading  antacid  tablets* 
(per  gram  of  active  ingredients) 


tablejs 


Duration  of  action  at  pH  from  3 to  5* 
(per  gram  of  active  ingredients) 


9 

widely 

prescribed 

antacid 

tablets 


B 

E 

A 

F” 

G*« 

H** 


' new 
CREAMALIN 
tablets 


9 

widely 

prescribed 

antacid 

tablets 


Tablets  were  powdered  and  suspended  in  distilled  water  in  a constant  temperature 
container  (37oC)  equipped  with  mechanical  stirrer  and  |5H  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
recorded  at  frequent  Intervals  for  one  hour. 


•Hinkel,  E.  T.,  Jr.,  Fisher,  and  Tainter,  M.  L:  A new  highly  reactive  aluminum  hydroxide 
complex  for  gastric  hyperacidity.  To  be  published. 

•*pH  stayed  below  3. 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  poly- 
mer dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium  hydroxide. 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  {more  lasting  relief) 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


No  chalky  taste.  New  Creamalin  tablets  are  not 
chalky,  gritty,  rough  or  dry.  They  are  highly  pal- 
atable, soft,  smooth,  easy  to  chew,  mint  flavored. 


Adult  Dosage:  Gastric  hyperacidity— 2 to  4 
tablets  as  necessary.  Peptic  ulcer  or  gastritis 
— 2 to  4 tablets  every  two  to  four  hours. 
Tablets  may  be  chewed,  swallowed  with 
water  or  milk,  or  allowed  to  dissolve  in 
the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES  • NE\V  YORK  18,  XEW  YORK 


hi 
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when  it’s  skin  deep 


use  XYLOCAINE  ointment 


...  in  nearly  all  external  symptoms  of  pain,  itching  and  burning,  e.g.,  sunburn,  minor  burns, 
insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 
anorectal  conditions,  and  cracked  nipples. 

Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  water-soluble,  nonstaining  base  melts  on  contact  with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A, 


XYLOCAINE^  OINTMENT 

(brand  of  lidocaine*) 


2.5%  a 5% 

SURFACE  ANESTHETIC 


*U.S.  Pat.  No.  2.441.498  Made  in  U.S.A. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
^ inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive  i ; 

bactericidal  action  1; 

of  the  antibiotics.  [ ? 


Ointment:  Tubes  of  oz.  and  Vi  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


Ointment:  Tubes  of  14  and  1 oz.  and  tubes  of  M oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

U ryj  j Lotion  : Plastic  squeeze  bottles  of  20  cc. 

11  tW  ^ Powder:  Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  Yz  oz.,  1 oz.  and  H oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


The  results  of  administering  Delalutin  before  the  12th  week  of  gestation  to  82  women  with 
habitual  abortion  were  reported  recently  by  Reifenstein2  Every  patient  had  experienced 
at  least  three  consecutive  abortions  immediately  preceding  the  treated  pregnancy.  More  than  68% 
of  these  women  were  delivered  successfully  and  uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with  threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to  term  without  progestational  therapy 
64%  of  42  pregnancies  were  salvaged  by  progesterone 
83%  of  73  pregnancies  were  salvaged  by  Delalutin 

Eichner,®  found  that  with  Delalutin  fetal  salvage  of  infants  below  term  weight  (1000  to 
2000  gm.)  was  significantly  improved. 

108  (76%)  of  142  babies  of  this  birth  weight  survived  without  progestational  therapy. 

16  (100%)  of  16  babies  of  this  birth  weight  survived  with  Delalutin  therapy. 

A comparison  study  was  made  of  a group  of  repeated  aborters  treated  with  Delalutin,  and  a 
group  with  a similar  history  treated  with  bed  rest  and  sedation.'^  Pregnancy  salvage 
with  Delalutin  was  twice  that  of  the  control  group.  Delalutin  was  found  to  be  “highly  active,” 
well-tolerated  and  long-acting. 

Delalutin  offers  these  advantages  over  other  progestational  agents: 

• longer-acting  and  more  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured  secretory 
endometrium 

• no  androgenic  effect 

• more  concentrated  solution  requires  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

• requires  fewer  injections 

• low  viscosity  makes  administration  easier 

DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  post- 
partum after-pains  ; amenorrhea,  primary  and  secondary  ; dysfunctional  uterine 
bleeding  not  associated  with  genital  malignancy;  infertility  with  inadequate 
corpus  luteum  function;  production  of  secretory  endometrium  and  desquama- 
tion during  estrogen  therapy;  premenstrual  tension;  dysmenorrhea;  cyclomas- 
topathy, mastodynia,  adenosis  and  chronic  cystic  mastitis. 

Administration  and  Dosage:  Because  of  its  low  viscosity,  Delalutin  may  be 
administered  with  a small  gauge  needle  (deep  intragluteal  injection).  Complete 
information  on  administration  and  dosage  is  supplied  in  the  package  insert. 

Supply:  Delalutin  is  available  in  vials  of  2 and  10  cc.,  each  cc.  containing  125 
mg.  of  hydroxyprogesterone  caproate  in  sesame  oil,  and  benzyl  benzoate. 


References : 1.  Reifenstein,  E.  C.,  Jr.;  Annals  N.  Y.  Acad.  Set.  71:762  (July  30)  1958.  2.  Boschann, 
H-W.:  ibid.,  p.  727.  3.  Eichner,  E.:  ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P.:  Am.  J.  Obst.  and  Gyn,  76:279,  1958. 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 

'Delalutin'®  is  a Squibb  trademark 


ay- 


inner  ^re 


'^e^continnes 
smoothly  as 'Inner 
core  <nsso(ves 


Each  Nebralin  timed-release  . s 
tablet  contains:  . „ k 

Dorsital-  90  mi 

Warning:  May  be  habit  forming 

Mephenesin  425  ntg. 

“Dorsey  brand  of  pentobarbital 


CAUTION:  Federal  law  prohibits 
dispensing  without  prescriptitm 

Dosage:  One  or. two  tablets  Vi  hour 
before  retiring.  ' r 


^MITH-DORSEY  • 


'med-release  tablet 


timed-release  action  for  a full  nighfs  sleep 

NEBRALIN  is  designed  to  duplicate  the  normal  sieep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension" 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,'  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.--"  Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,'  assuring  your  patients  refreshed  awakenings 
without  ‘•‘morning  hangover.” 

r Schlesinger,  E.  B.;  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Tayior,  J.  D.;  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F,:  Pharmacol.  Rev.  1:243,  1949. 


a division  of  The  Wander  Company  - Lincoln,  Nebraska  * 


Peterborough,  Canada 
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WOOD 


The  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.'  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 


OFFICE  FURNITURE  INSTITUTE  1 - 


THAT’S 


Distinctive 


FUNCTIONAL 

Leopold 
Document 
Desk 


MIDWEST-BEACH  COMPANY 


7t-h  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  @ 

KYNEX 

Sulfamethoxypyridazine  Lederle 

O.B  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ '' 


MEDICAL  ASSISTANTS— 

(Continued  from  Page  44) 
ultimately  it  will  be  the  doctors  who  will 
reap  the  greatest  benefits  — well-trained, 
efficient  help  for  his  office  will  be  more 
readily  available. 

“DOCTOR  — help  the  American  Associa- 
tion of  Medical  Assistants  — help  your  assist- 
ant — to  better  serve  YOU!  Urge  her  to  be- 
come a member  of  this  dedicated  organiza- 
tion.” 

Dr.  M.  E.  Smernoff,  Denver,  Colorado:  “It 
has  come  to  my  attention,  since  attending  the 
National  Convention  of  Medical  Assistants 
last  October,  that  many  doctors  are  skeptical 
and  suspicious  of  the  intentions  of  the  organ- 
ization we  now  so  cherish.  What  is  the  ad- 
vantage? This  is  a common  question.  Ideas 
of  unionism,  demands  for  higher  salaries,  pre- 
paid insurance,  sick  leave  and  specialization 
have  become  rampant. 

“I  feel  that  the  doctors  have  not  been  made 
totally  aware  of  the  reasons  for  existence  of 
the  organization  so  completely  sponsored  by 
all  local  and  state  medical  societies,  as  well 
as  the  American  Medical  Association. 
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M/vertstops 


I Each  ANnvERT  tablet  contains: 

Meclizine  (12.5  mg.)  — most  effective  anti- 
histaminic  to  control  vestibular  dysfunc- 
tion. ^ 

Nicotinic  acid  (50  mg.)  —the  drug  of  choice 
for  prompt  vasodilation.-'^ 

Advantage  of  “dual  therapi”  confirmed: 

Menger  found  antivest  “improved  or  con- 
trolled symptoms  in  virtually  90%  of  ver- 
tiginous patients.”- 


Indications:  Meniere’s  syndrome,  arteriosclerotic 
vertigo,  labyrinthitis,  and  streptomycin  toxicity.  Also 
effective  in  recurrent  headache,  including  migraine. 
Dosage:  one  tablet  before  each  meal. 

Supplied:  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  1.  Charles,  C.  M.:  Geriatrics  2;  110  (March) 
1956.  2.  Menger,  H.  C.;  Clin.  Med.  4:313  (March)  1957. 
3.  Shuster,  B.  H.:  M.  Clin.  North  America  40:1787 
(Nov.)  195(3. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y.  ; 

Science  for  the  world's  well-being  ' 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

— dependable  vasoconstrictor 
and  decongestant , 
Thenfadil®  HCl,  0.1% 

“ potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 
--  antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof, 
pocket  size 

squeeze  bottles  of  20  cc. 


Cjljintli/iolj  I 


ABORATORIES 

New  Yofk  18,  N.  Y. 


urn  r- 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


Is  there  a relationship  between 

premature  impotence  and  diabetes? 

Yes.  The  incidence  of  premature  impotence  was  studied  in  198  diabetic 
men,’  and  found  to  be  two  to  five  times  higher  than  that  reported  for 
the  general  population.^  In  many  of  the  cases  observed,  impotence 
developed  early  in  the  history  of  the  disease,  suggesting  that  the  possibility 
of  diabetes  mellitus  be  considered  whenever  a man  complains  of  pre- 
mature impotence. 

(1)  Rubin,  A.,  and  Babbott,  D.:  J.A.M.A.  /6«:498,  (Oct.  4)  1958.  (2)  Kinsey,  A.  C.; 
Pomeroy,  W.  B.,  and  Martin,  C.  E.:  Sexual  Behavior  in  the  Human  Male,  Philadelphia, 
W.  B.  Saunders  Company,  1948. 


FOR  EVEN  BETTER  CONTROL  OF  THE 
MODERATE  AND  THE  SEVERE  DIABETIC  I 


uniformly  reliable  readings  with 

COLOi-CALliflTED 


ricc% 


aim!  - ; 

Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test 
that  provides  reliable  quantitative  esti- 
mations throughout  the  critical  range. 

results  that  are  easier  to  interpret 
The  new  Clinitest  Urine-Sugar  Anal- 
ysis Set  contains  the  standard  color 
scale  that  provides  a complete  range  of 
readings  without  omissions . . . includes 
the  critical  % (-f--}-)  and  1% 
(+  + +)•••  and  an  improved  analysis 
record  form. 

Daily  urine-sugar  readings  may  be  con- 
nected to  form  a clinically  useful  graph 
...  a day-to-day  “urine-sugar  profile” 
that  reveals  at  a glance  individual 
trends  and  degree  of  control. 


for  prompt  and  sustained  relief  from 
severe  mental  and 

emotional 

stress 


THOKAZINE*  SPANSULEt  capsules 

30  mg.  75  mg.  150  mg.  200  mg.  300  mg. 

® Smith  Kline  & French  Laboratories 

*T.IVI.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


* MEMCINE  fiMMACY  * 


PUBLISHED  MONTHLY  BY  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

AND 

THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION 


AUGUST  ^ 1959 


keeps  allergic  workers  working 

CO-PYRONIL” 

provides  quick  relief  that  lasts  and  lasts 

Each  Pulvule®  contains: 
a vasoconstrictor 

(Clopane®  Hydrochloride 12.5  mg.) 

a fast-acting  antihistamine 

(HistadyE'^ 25  mg.) 

a long-acting  antihistamine 

(Pyronil® 15  mg.) 

Usual  dosage:  2 or  3 Pulvules  daily. 

Also  available  as  suspension  and  pediatric  Pulvules. 
ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

Co-PyroniT'^  (pyrrobutamine  com- 
pound, Lilly) 

Clopane®  Hydrochloride  (cyclopen- 
famine  hydrochloride,  Lilly) 

Histadyl^'^  {thenylpyramine,  Lilly) 

Pyronil®  (pyrrobutamine,  Lilly) 

958008 


PREREQUISITE  FOR  EMOTIONAL  ADJUSTMENT:  THERAPY 

“The  most  effective  form  of  psychotherapy  is  to  demonstrate  to  the  patient  that  his 
seizures  can  l:)e  adequately  controlled  Iw  the  use  of  anticonvulsant  medication.”^ 

REQUISITE  FOR  THERAPY: 
THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANT^ 
effective  anticonvulsants  for  most  clinical  needsi 


bibliography;  (l)  carter,  S.  M..-  M.  CUn.  North  America:  315  (March)  1953.  (2)  Chao,  D.  H.:  Ibid.,  p.  465.  (3)  Good- 
man, L.  S.,  & Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics,  ed.  2,  New  York,  MacMillan  Company,  1955 
p.  187.  (4)  Da\idson,  D.  T,  Jr.,  in  Conn,  II.  E;  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Company 
1958,  p.  568.  (5)  Zimmerman,  F.  T.:  New  York  ].  Med.  55:2338,  1955.  (6)  French,  E.  G.;  Rey-Bellet,  J.,  & Lcnno.x 
W.  G.:  New  England  }.  Med.  258:892  (May  1)  1958.  ' 


“•  • • DILANTIN  Sodium  is  the  most  useful  nonsed- 
: ative  anticonvulsant. ”2 

“Coincident  with  the  decrease  in  seizures  there 
i occurs  improvement  in  intellectual  performance. 

■ Salutary  effects  of  the  drug  on  personality,  mem- 
joiy,  mood,  cooperativeness,  emotional  stability, 

' amenability  to  discipline  . . . are  also  observed, 

■ sometimes  independently  of  seizure  control.”^ 

I The  drug  of  choice  for  control  of  grand  mal  and 
, of  psychomotor  seizures,  DILANTIN  Sodium  (di- 
phenylhydantoin  sodium,  Parke-Davis)  is  supplied 
1 in  many  forms  including  Kapseals  of  0.03  Gm.  and 
of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

IPHELANTIN*  KAPSEALS 

“When  it  has  been  demonstrated  that  the  com- 

■ bination  of  Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated, 
the  use  of  a combination  capsule,  PHELANTIN,  is 
often  a great  inorale  builder  because  it  enables 

I the  physician  to  reduce  the  total  number  of  pills 
or  capsules  the  patient  is  required  to  take.  It  is  a 
cheaper  form  of  prescription  and  it'  also  prevents 
' the  patient  from  manipulating  the  dosage  of  his 
:i  drugs. 

|i  PHELANTIN  Kapscals  (Dilantin  100  mg.,  phenobarbital 
' 30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles 
;i  of  100. 


iFOR  CONTROL  OF  GRAND  MAL 
lAND  PSYCHOMOTOR  SEIZURES 

IDILANTI^kapseals^ 


FOR  IHt 


MILONTIN 


KAPSEALS -SUSPENSIO 


After  five  years  of  study,  using  MILONTIN  in  a 
series  of  200  patients  with  petit  mal  epilepsy,  one 
investigator  reports;  “Results  confirm  our  previ- 
ously published  data  on  a smaller  number  of  cases 


and  show  that  MILONTIN  is  an  effective  agent  for 


the  treatment  of  petit  mal  epilepsy  . . . relatively 
free  from  untoward  side  effects.’’^ 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000.  Suspension,  250  mg. 
per  4 cc.,  16-ounce  bottles. 


CELONTIN’kapseals 


In  a recent  study,  76  patients  were  treated  with 
CELONTIN  for  periods  up  to  two  years.  Included 
in  this  group  were  34  patients  with  psychomotor 
seizures,  29  with  petit  mal,  and  13  with  other 
types.  Forty  per  cent  had  marked  benefit  with 
CELONTIN  (less  than  half  their  previous  number 
of  seizures),  and  all  but  35  per  cent  experienced 
some  degree  of  improvement.  Marked  benefit  was 
obtained  in  55  per  cent  of  patients  with  petit  mal 
and  in  33  per  cent  of  those  having  psychomotor 
seizures.® 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 


PARKE,  DAVIS  & COMPANY 
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22  were  successfully 
treated  with  Decadron'" 

1.  Boland,  E.  W.,  and  Headley,  N.  E.;  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,  et  al.;  Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

‘Cortisone,  prednisone  and  prednisolone. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 

(^Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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smaller,  portable  container  . t"*, 

topical  “Meti"  steroid  relief  in  a pocket-size  dispen'sdr 
that  patients  can  carry  with  them  - 

savings  to  patients  • ( 

the  advantages  of  topical  “Meti”  steroid  therapy  at  a 

price  comparable  to  many  nonsteroid  preparations.  ; 

'v  -y  ^ 1 

least  wasteful  ' ‘ 

supplies  sufficient  medication  for  average  short-term"'^  : 

therapy  at  lower  initial  cost 

quick  relief  ^ 

for  poison  ivy  dermatitis,  summer  exacerbation's  pf 
skin  allergies  - ' "T ‘ 

f TTihrrr-f  f, 

50  Gm.  container  -16.6  prednisolone 
and  16.6  mg.  neomycin  sulfate. 

150  Gm.  container— 50  mg.  prednisolone 
and  50  mg.  neomycin  sulfate.  ^ 

SGHERING  CORPORATION  ' BLOOMFIELD,  NEW  JERSEY^  , s.i« 


50  Gm.  container— 16.6  mg.  prednisolone 
150  Gm.  container— 50  mg.  prednisolone. 

Meti-Uerm,®  brand  of  prednisolone  topical. 

Meti,®  brand  of : corticosteroids. 
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. ..x-tra  value  x-ray  supplies 


there's  no  delay  the  6.E.  way 

Dealing  with  General  Electric  is  like 
owning  your  own  complete  warehouse 
of  x-ray  supplies.  You  get  fast  action 
on  every  order  from  any  of  68  strate- 
gically located  factory-operated  offices. 

No  need  for  “scatter-buying”  from 
several  different  sources.  Get  every- 
thing you  need  by  “shopping”  the 
complete  selection  of  products  listed 
in  the  G-E  X-Ray  Supply  and  Acces- 
sory Catalog. 

For  complete  details  contact  your 
G-E  X-Ray  representative  listed  below. 

Egress  k Our  Most  ImforMnt  T^Jurt 

GENERAL^  ELECTRIC 

DIRECT  FACTORY  BRANCHES 

MINNEAPOLIS 

808  Nicollett  Ave.  • FEderal  6-1643 
OMAHA 

1617  Dodge  St.  • ATlantic  6049 


EXAMPLE: 

Continuous  cash  savings  _ with  G-E 
SUPERMIX®  film  processing  chemicals, 
today’s  lowest-priced  quality  solutions. 
Convenience  packaged,  too,  in  tough, 
knock-about  plastic  containers — developer, 
fixer,  refresher  and  fixer  - neutralizer  in 
graduated  polyethylene  bottles  that  mix  a 
gallon.  (And  so  lightweight  they’re  a joy 
to  handle.) 

RESIDENT  REPRESENTATIVE 
SIOUX  FALLS 
A.  G.  TROSTAD 

2501  South  Blauvelt  Ave.  • Phone  2-3066 
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For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammaeorten'“ 


Patient  M.S.,  81,  at  the  time  of 

the  first  visit  was  in  severe  pain 
and  very  uncomfortable.  Complained 
of  swelling  of  wrists,  legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair) . 

Gammaconbeh 

(dexamethasone  CIBA) 

•potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


CIBA 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S,  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter.  M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week  . 


2/27!3M« 


SUMMIT,  N.  J. 


Vl*«.  • <^Mtif- 


ap;44r'r*^i 


-"ptdfikV/ 


. . . Time-tested  flavor  that  children  love,  plus 
the  tested  effectiveness  and  safety  of  Kynex. 
Just  one  dose  sustains  plasma-tissue  levels  for 
24  hours.  Sensitivity  reactions  and  renal  toxicity 
are  rare  in  recommended  doses.  Highly  econom- 
ical regimen  . . . easily  administered  and  easily 
remembered  by  the  mother. 

Indicated  whenever  sulfas  are  indicated 


ACETYL  PEDIATRIC  SUSPENSION! 

Ni  Acetyl  Sulfamethoxypyridazine 

Recommended  dosage:  First-day  dose  is  1 teaspoonful  (250  mg. 
for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day  thereaftei 
Vi  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adul 
dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially,  and  2 teaspoonful 
(0.5  Gm.)  daily  thereafter.  Administer  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfa 
methoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 


LEOERLE  LABORATORIES  Jmderle 

A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  Yor 
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EMERGENCY? 


Just  cal!  your  Merck  wholesaler  to 
get  the  prescription  chemicals  you  want 
— when  you  want  them.  He’s  as  near  as  your 
phone  to  help  in  case  of  Rx  emergencies. 

His  warehouse  facilities  for  Merck 
Prescription  Chemicals  serve  as 
an  inexhaustible  addition  to  your  own 
stockroom.  Remember,  service  is 
his  business  just  as  the  production 
of  quality  chemicals  is  ours. 


CALL  YOUR  MERCK  WHOLESALER 

V 

V 

V 

V 

V 

SOUTH  DAKOTA 

Jewett  Drug  Company  Aberdeen 
Brown  Drug  Company  Sioux  Falls 

A 

A 

A 

A 

A 


MERCK  & CO.,  I NC.,  RAHWAY,  NEW  JERSEY 
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INTERNATIONAL 
COLLEGE  OF  SURGEONS 
TO  SPONSOR  WORLD 
POSTGRADUATE  TOUR 


The  International  College 
of  Surgeons  announced  that 
it  will  hold  its  fourth  around- 
the-world  postgraduate  re- 
fresher clinic  tour  in  the  late 
Fall.  Dr.  Edward  L.  Compere 
of  Chicago,  president  of  the 
United  States  Section,  I.C.S., 
will  be  the  coordinator  of 
medical  activities. 


Departure  will  be  by  plane 
from  San  Francisco,  October 
10.  The  tour  participants  will 
take  in  specially  arranged 
meetings  of  I.C.S.  Sections  in 
Tokyo,  Ootober  18-19;  Hong 
Kong,  October  29-30;  Bang- 
kok, November  2;  Tel  Aviv, 
November  20;  Istanbul,  No- 
vember 24,  and  Athens,  No- 


vember 27. 

Sightseeing  trips  have  been 
arranged  for  these  and  other 
countries,  including  Thai- 
land, India,  Ceylon,  Egypt, 
Lebanon,  and  Jordan.  Ar- 
rival in  New  York  will  be 
about  December  1.  Accom- 
modations are  limited. 

For  further  information, 
write  to  the  Secretariat,  In- 
ternational College  of  Sur- 
geons, 1516  Lake  Shore  Drive, 
Chicago  10,  or  to  the  Inter- 
national Travel  Service,  Inc., 
119  South  State  Street, 
Chicago  3. 


AMERICAN  INSTITUTE 
OF  ULTRASONICS 
HOLD  MEETING 
SEPTEMBER  2.  1959 

The  American  Institute  of 
Ultrasonics  in  Medicine  will 
hold  their  Annual  Meeting  on 
September  2,  1959  at  the 
Leamington  Hotel,  Minne- 
apolis, Minnesota.  The  guest 
speaker  at  the  Luncheon 
Meeting  will  be  Russell 
Meyers,  M.D.,  Professor  of 
Surgery  and  Chairman,  Di- 
vision of  Neurosurgery,  State 
University  of  Iowa  Hospitals 
and  College  of  Medicine,  who 
will  discuss  “The  Potentials 
of  Ultrasonics  in  General 
Surgery  and  Surgical  Spe- 
cialties.” For  any  further  in- 
formation contact  John  H. 
Aides,  M.D.,  Secretary,  4833 
Fountain  Ave.,  Los  Angeles 
29,  California. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 
528  Kansas  City  St. 


c'l'l 
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Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  and  other  gastroin- 
testinal disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 


EVEN  REFRACTORY  ryieW 
CASES  RESPOND 


Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

oxyphencydimine  hydrochloride 

References;  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  125:330  (April)  1959.  2.  McHardy, 
G.,  et  al.:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’Studies  performed  in  conjunction  with 
gastrectomy'*’ and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between- 
rugae.  Reactions  varying  from  mild  hyperemia  - 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.2-‘»’^  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.'* 


CALURiN  Is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 


high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours  Calurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


Particle-induced  ulceration  — section  through  lesion 
found  in  gastrectomy  specimen.  An  aspirin  particle  was 
found  firmly  imbedded  in  this  undermined  erosion.  Such 
lesions  may  be  associated  with  the  relative  insolubility 
of  aspirin,  which  remains  in  particulate  form  after 
dispersion  in  gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  available  for 
absorption  into  the  systemic  circulation.  Salicylate 
blood  levels  in  12  subjects  receiving  both  Calurin  and 
plain  aspirin  were  found  to  rise  more  than  twice  as  high 
within  ten  minutes  following  Calurin.  Also,  these  levels 
persisted  higher  for  at  least  two  hours.” 


ALUR 

STABLE  SOLUBLE  CALCI U M -ACETYLSALICYLATE- 


IN 

CARBAMIDE 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage  is  of 
special  importance  in  arthritis  and  other  conditions  requiring  high-dosage, 
long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic,  anti- 
pyretic, anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if  desired 
— an  advantage  for  patients  requiring  aspirin  administration  during  the 
night  and  for  pediatric  patients. 


Dosage;  Each  tablet  of  Calurin  is  equivalent  to  300  mg.  (5  gr.) 
of  acetylsalicylic  acid.  For  relief  of  pain  and  fever  in  adult 
patients,  the  usual  dose  of  Calurin  is  1 to  3 tablets  every  4 
hours,  as  needed;  in  arthritic  states,  2 or  3 tablets  3 or  4 times 


daily;  in  rheumatic  fever,  3 to  5 tablets  4 or  5 times  daily. 
For  children  over  6 years,  the  usual  dose  is  1 tablet  every 
4 hours;  for  children  3 to  6 years,  V2  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES;  1.  Waterson,  A.  P.;  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott,  G.  A.  M.:  Gastroscopic 
observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938.  3.  Editorial  Comments:  The  effect  of 
acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955. 
5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet  1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant.  Gastroenterology 
33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff,  H.:  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco, 
Calif.,  June,  1958.  8.  Batterman,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.: 
Laboratory  and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin  plain  and 
buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of  acetylsalicylic  acid  or  calcium 
acetylsalicylate  to  human  subjects,  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharmacology,  Geo.  Washington  Univ.  School  of  Medicine, 
Washington,  D.  C.,  Sept.  5,  1958.  ^TRADEMARK 


SMITH-DORSEY  • a (division  of  The  WancJer  Company  • Lincoln,  Nebraska 


14 


S.D.J.O.M.  AUGUST  1959  - ADV. 


THE  MONTH  IN  WASHINGTON 

President  Eisenhower’s  power  of  veto  has 
been  a powerful  weapon  in  his  fight  against 
big  spending  programs  of  the  Democrats. 

His  outstanding  use  of  the  power  so  far  in 
this  session  of  Congress  was  the  veto  of  the 
Democratic,  catch-all  $1,375,000,00  housing 
bill.  Mr.  Eisenhower  said  the  measure  was 
extravagant  and  inflationary.  He  warned  that 
the  fight  against  inflation  could  not  be  won 
“if  we  add  one  spending  program  to  another 
without  thought  of  how  they  are  going  to  be 
paid  for  and  invite  deficits  in  times  of  general 
prosperity.” 

The  housing  bill  included  three  provisions 
of  interest  to  the  medical  profession.  One 
provision,  endorsed  by  the  American  Medical 
Association,  would  have  authorized  Federal 
Housing  Administration  guarantees  of  loans 
for  construction  of  proprietary  nursing 
homes.  The  second  provision  would  have 
authorized  direct  federal  loans  for  housing 
for  interns  and  nurses.  The  third  would  have 
authorized  both  such  loans  and  guarantees 
for  housing  for  elderly  persons. 

Mr.  Eisenhower  objected  to  direct  loans  for 
housing  for  the  aged.  But  he  directed  his 


main  attack  against  the  legislation’s  public 
housing  and  urban  renewal  provisions. 

The  President  also  vetoed  a wheat  price 
support  bill  which,  he  charged,  “would  prob- 
ably increase  ....  the  cost  of  the  present 
excessively  expensive  wheat  program.” 

The  threat  of  a veto  also  caused  the  Demo- 
crats to  retreat  and  cut  back  their  airport 
construction  legislation. 

These  actions  improved  prospects  for  a 
balanced,  or  near-balanced,  budget  in  the  cur- 
rent fiscal  year.  Another  factor  working  for 
a balanced  budget  is  the  economic  upsurge 
which  means  more  federal  revenue  than 
originally  estimated. 

But  Congress  voted  more  for  medical  re- 
search than  the  President  wanted.  However, 
all  of  it  may  not  be  spent  because  the  Presi- 
dent has  the  authority  to  hold  back  part  of  it. 

The  Senate  voted  $481  million  and  the 
House,  $344  million,  for  the  National  Insti- 
tutes of  Health  — as  against  $294  million  re- 
quested by  Mr.  Eisenhower.  It  was  manda- 
tory that  a House-Senate  Conference  Com- 
mittee, in  working  out  a compromise  between 
the  House  and  Senate  figures,  approve  a 
(Continued  on  Page  22) 
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Vitami'n-Mineral  Supplement  Lederle 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 
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improvement  is  marked  in  virtually  9 out  of  10  ver- 
tiginous patients  on  antivert.'  Combines  the  two 
most  effective  therapies  for  equilibrium  disorders. 
Each  ANTIVERT  tablet  contains; 

Meclizine  (12.5  mg.) -the  most  effective  anti- 
histaminic  to  control  vestibular  dysfunction.’ 
Nicotinic  acid  (50  mg.)  - the  drug  of  choice  for 
prompt  vasodilation.'-’ 

Prescribe  antivert  for  relief  of  Meniere's  syn- 
drome, arteriosclerotic  vertigo,  labyrinthitis,  and 
streptomycin  toxicity.  Also  effective  in  recurrent 
headache,  including  migraine. 


Dosage:  One  tablet  before  each  meal. 

Supplied;  In  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  l.  Menger,  H.  C.;  Clm.  Med.  £:313  (March)  1957. 
2.  Charles,  C.  M.:  Geriatrics  £110  (March)  1956,  3.  Shuster,  B.  H.: 
M.  Clin.  North  America  £0: 1787  (Nov.)  1956.  4.  Dolowitz,  D.  A, : Rocky 
Mountain  M.J.£5:53  (Oct.)  1958. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Pertinent  information  for  doctors  about 

9 

KENT’S  SUPER-POROUS 
MICROPORE  PAPER 


With  the  intensive  publicity  being  given 
to  porous  cigarette  paper  in  recent  weeks, 
Kent  believes  that  doctors  would  be  in- 
terested in  knowing  the  scientific  facts 
about  the  paper  used  in  today’s  Kent 
cigarettes. 

Kent’s  exclusive  super- 
porous  Micropore  paper 
lets  cool  air  in,  lets  heat 
escape  through  micro- 
scopic pores  in  the  paper. 

The  increased  oxygen  in 
the  tobacco  cylinder 
brings  about  more  com- 
plete combustion  of  the 
tobaccos.  As  a result, 

Kent  smokers  have  been 
getting  a cooler,  cleaner, 
fresher  taste  in  smoking. 

When  the  advantages 
of  Kent’sMicropore  paper 
are  coupled  to  Kent’s 
other  superiorities,  it  is 
easy  to  understand  why 
more  people,  during  the 
past  year, changed  to  Kent 


than  to  any  other  cigarette  in  America. 

Kent  smokers  also  enjoy  a free  and 
easy  draw,  which  brings  through  the  rich 
taste  of  Kent’s  costly  blend  of  100% 
natural  tobaccos.  In  addition,  Kent’s  ex- 
clusive Micronite  Filter  has  made  a sig- 
nificant contribution  in 
the  area  of  filtration : Kent 
has  reduced  tars  and  nico- 
tine to  the  lowest  level 
among  all  leading  brands. 

The  American  smoking 
public  was  quick  to  re- 
spond to  Kent.  They  dis- 
covered— it  makes  good 
sense  to  smoke  Kent,  and 
good  smoking,  too. 


If  you  would  like  for  your 
own  use  the  booklet,  “The 
Story  of  Kent,”  write  to: 
P.  Lorillard  Company 
Research  Dep'artment 
200  East  42nd  Street 
New  York  17,  N.Y. 


Micropore  is  a Trade  Mark  of 
P.  Lorillard  Co. 
© 1959,  P.  Lorillard  Co. 


For  the  flavor  you  like  KENT  FILTERS  BEST 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 


need  not  rely  on  "wishing” 


nutrition  — 


Each  double-layered  Entozyme  As  a comprehensive  supplement  to  deficient  natural 
tablet  contains:  , 

Pepsin,  N.E  250  mg  secretion  of  digestive  enzymes,  particularly  m older 

— released  in  the  stomach  from  patients,  ENTOZYME  effectively  improves  nutrition  by 

gastric-soluble  outer  coating 

of  tablet.  bridging  the  gap  between  adequate  ingestion  and  proper 

BUe'^Sate”'  ^ ^ 150  mg  digestion,  Among  patients  of  all  ages,  it  has  proved  help- 

— released  in  the  small  intestine  ful  in  chronic  cholecystitis,  post-cholecystectomy  syn- 

from  enteric-coated  inner  , , , .... 

core,  drome,  subtotal  gastrectomy,  pancreatitis,  dyspepsia, 

A,  H.  ROBINS  CO.,  INO.  ^00^  intolerance,  flatulence,  nausea  and  c-hronic  nutri- 

Richmpnd  20,  Virginia 

ffhico/ P/tormaceuh"cofs  Mer/f  isince  1878  tlOnsI  diSturbSHCGS. 

For  comprehensive  digestive  enzyme  replacement— 

ENTOZYME 
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DIARRHEA 


RASPBERRY  FLAVOR 


and  pink  color  make  POMALIN  pleasant  to 
take  and  appealing  to  both  children  and  adults. 


FORMULA: 

Each  15  cc.  (tablespoon)  contains: 

Sulfaguanidine  2 Gm. 

Pectin  225  mg. 

Kaolin 3 Gm. 

Opium  tincture  0.08  cc. 

(equivalent  to  2 cc.  paregoric) 


SUPPLIED: 

Bottles  of  1 6 fl.  oz. 

Exempt  Narcotic. 

Available  on  Prescription  Only. 


✓ 

>/ 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


LABORATORIES 
New  York  18,  N.  Y. 


DOSAGE: 

ADULTS;  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 

CHILDREN:  Vi  teaspoon  (=2.5  cc.)  per 
1 5 lb.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 
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That  wonderful  moment  when  “you’re  on  your  own”.  . . 

^ Good  for  you! 

GOOD  GOING!  Now  you’ve  “got  the  hang 
of  it”.  . . now  you  know  how  to  water-ski. 

And  later  on,  it’s  really  great  to  relax  with 
a good  glass  of  eold  beer.  No  other  beverage 
hits  the  spot  like  beer— nothing  is  so  reward- 
ing. And  a glass  of  beer  really  picks  you  up  too. 


JBeer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
liealthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 


INFLAMMATORY  AND  ALLERGIC  SKIN  CONDITIONS 


Triamcinolone  Acetonide  0.1  % 

TUBES  OF  B GM.  AND  15  GM. 


OINTMENT 


INFLAMMATORY,  ALLERGIC,  INFECTIVE  EYE  AND  EAR  CONDITIONS 


EYE-EAR  OINTMENT 


Each... sparingly  applied... offers  the  unique  efficacy  of  aeistocort 
in  topical  situations... with  10-fold  the  potency  of  hydrocortisone  topi- 
cally yet  without  the  hazards  associated  with  systemic  absorption 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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THIS  MONTH  IN  WASHINGTON 

(Continued  from  Page  14) 
larger  amount  than  the  President  requested. 

The  House  Ways  and  Means  Committee 
held  hearings  on  the  controversial  Forand  bill 
which  would  finance  medical  and  hospital 
care  of  the  aged  through  the  social  security 
system.  Witnesses  for  the  medical  profession 
vigorously  opposed  the  legislation.  Dr. 
Leonard  Larson,  Chairman  of  the  AMA 
Board  of  Trustees,  and  Dr.  Frederick  C. 
Swartz,  Chairman  of  the  AMA  Committee 
on  Aging,  presented  the  AMA’s  views. 

Representatives  of  various  state  medical 
societies  either  testified  or  presented  state- 
ments in  opposition  to  the  legislation  which 
would  be  financed  through  higher  social 
security  taxes  and  which  would  cost  about 
$2  billion  a year. 

On  another  legislative  front,  AMA  wit- 
nesses — Dr.  George  M.  Fister,  a member  of 
the  AMA  Board  of  Trustees  and  Chairman  of 
the  AMA  Council  on  Legislative  Activities, 
and  Dr.  Vincent  W.  Archer,  a member  of  the 


for  the  Highway  Traveler 


by  BILL  ROAM  E R 


CLEARWATER  BEACH,  FLA.  - 

Here's  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  1 know  you’ll 
love  the 


LAGOON 


APT.  MOTEL 


155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREEi  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


AMA  House  of  Delegates  and  the  AMA  Com- 
mittee on  Federal  Medical  Services  — tes- 
tified before  the  Senate  Finance  Committee 
in  support  of  a House-approved  bill  (Keogh- 
Simpson)  that  would  provide  tax  deferrals 
for  self-employed  persons  who  invest  in 
qualified  pension  or  retirement  plans. 

Dr.  Fister  testified  that  high  taxes  and  in- 
flated living  costs  make  it  “difficult  for  the 
self-employed  person  to  set  aside  adequate 
funds  for  retirement  without  a tax  deferment 
similar  to  that  available  for  corporate  em- 
ployees.” 

Experts  from  17  nations  gave  favorable 
reports  on  use  of  live  polio  virus  vaccine  at 
a week’s  conference  sponsored  by  the  World 
Health  Organization  and  the  Pan  American 
Health  Organization. 

However,  the  61  experts  conceded  in  a 
statement  summarizing  the  conference  dis- 
cussions that  problems  remain  in  use  of  the 
vaccine  which  is  given  orally.  Their  main 
concern  was  with  “the  very  difficult  problems 
in  the  development  control  and  evaluation  of 
the  safety  and  effectiveness”  of  the  live  vac- 
cine. They  also  recognized  that  “the  use  of  a 
product  that  spreads  beyond  those  originally 
vaccinated  represents  a radical  departure 
from  present  practices  in  human  preventive 
medicine.” 

An  advisory  committee  of  the  U.  S.  Public 
Health  Service  recommended  a fourth  shot 
of  Salk  polio  vaccine  as  routine  for  children 
and  adults  under  40  years  of  age.  The  report 
also  said  that  Salk  vaccine  shots  could  be 
beneficial  for  persons  over  40  but  was  “less 
urgent”  because  they  had  polio  less  fre- 
quently than  younger  people. 

Surgeon  General  Leroy  E.  Burney  of  the 
Public  Health  Service  also  issued  an  urgent 
warning  that  tragic  polio  outbreaks  might 
occur  this  year  if  communities  didn’t  push 
polio  vaccination  campaigns. 

* * * 

The  Medical  Society  of  the  District  of 
Columbia  adopted  a relative  value  scale  of 
fees  expressed  in  units  rather  than  dollars. 
The  basic  unit  of  1.0  is  a routine  office  visit. 
The  other  relative  values  for  medical  services 
are  multiples  of  the  basic  unit.  For  example 
— an  appendectomy,  30  units;  allergy  skin 
tests,  2.0  units  per  10  tests  with  a maximum 
of  15  units  for  multiple  tests;  anesthesia,  first 
half-hour  or  any  fraction  thereof,  4.0  units. 


"Itch  completely  gone  — dramatic  relief I” 


Chronic  bronchial  asthma  (male,  62) 


"This  patient,  on  his  own  and  his  wife's  admission. 


35  years 


is  better,  has  had  more  relief  than  he  has  had  in 


Urticaria  (one  week  after  tetanus  antitoxin) 
--(female,  26) 


"After  4 tablets  stat,  required  no  further  treatment. 
Good  results,  sense  of  well-being." 
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♦Actual  quotations  from  physi- 
cians’ reports  in  the  files  of  the 
Schering  Department  of  Profes- 
sional Information. 

Deronil  — t.m. — brand  of  dexametha- 
sone. 


Herpes  Zoster  (female.  55) 


"Results  are  outstanding. . * . Pain  decreased 
after  first  three  doses.  Zoster  dried  in 
4 days."  (Dosage t one  tablet  t.i.d.) 


Rheumatoid  arthritis  (male,  63) 


"Full  relief,  resumption  of  work,"  (Dosage:  one 
tablet  t.i.d.  to  one  tablet  daily) 


BLOOMFIELD,  N,  J. 
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CO-PYRONiL  "provides  quick  relief  that  lasts  and  lasts 

Just  two  or  three  Pulvules®  Co-Pyronil  daily  will  usually  keep  your  hay-fever 
patients  symptom-free  and  on  the  job  ail  day  long.  Not  just  an  antihistamine, 
Co-Pyronil  is  a triple  combination  that  assures  more  complete  relief  from  hay  fever 
and  other  allergies. 

Each  Pulvule  contains: 

a vasoconstrictor,  Clopane®  Hydrochloride  (12.5  mg.),  to  complement  the  action 
of  two  antihistamines  by  opening  swollen  nasal  passages. 

a fast-acting  antihistamine,  HistadyF"*  (25  mg.),  to  provide  relief  usually  within 
fifteen  to  thirty  minutes. 

a long-acting  antihistamine,  Pyronil®  (15  mg.),  to  maintain  relief  for  eight  to 
twelve  hours. 

Also  supplied  as  suspension  and  pediatric  Pulvules. 

Co-Pyronir"  (pyrrobutamine  compound,  Lilly)  Histadyr"  (thenylpyramine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly)  Pyronil®  (pyrrobutamine,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Transactions  of  the 
South  Dakota  State 
Medical  Association 
Seventy  Eighth  Annual  Session 
June  20,  21,  22,  23,  1959 


OFFICERS,  1959-60 
President 

R.  A.  Buchanan,  M.D Huron 

President-Elect 

C.  Rodney  Stoltz,  M.D Watertown 

Vice-President 

C.  J.  McDonald,  M.D Sioux  Falls 

Secretary-Treasurer 

(1961) 

A.  P.  Reding,  M.D Marion 

AMA  Delegate 
(1960) 

A.  A.  Lampert,  M.D Rapid  City 

Alternate  Delegate  to  AMA 
(1960) 

A.  P.  Reding,  M.D Marion 

Chairman  of  the  Council 

R.  H.  Hayes,  M.D Winner 

Speaker  of  the  House 

Magni  Davidson,  M.D Brookings 

Councilor-at-Large 

A.  A.  Lampert,  M.D Rapid  City 

COUNCILORS 
First  District  (Aberdeen) 

E.  J.  Perry,  M.D.  (1962) Redfield 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1962) Watertown 

Third  District  (Brookings-Madison) 

M.  C.  Tank,  M.D.  (1960) Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1962) Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  (1960) Huron 


Sixth  District  (Mitchell) 

P.  P.  Brogdon,  M.D.  (1960) Mitchell 

Seventh  District  (Sioux  Falls) 

N.  E.  Wessman,  M.D.  (1960) Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1962) Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961) Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961) Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961) Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961) Milbank 

STANDING  COMMITTEES 
1959-1960 
Scientific  Work 

C.  J.  McDonald,  M.D Sioux  Falls 

R.  A.  Buchanan,  M.D Huron 

A.  P.  Reding,  M.D Marion 

C.  R.  Stoltz,  M.D Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960) 

Watertown 

M.  C.  Tank,  M.D.  (1962) Brookings 

E.  T.  Ruud,  M.D.  (1962) Rapid  City 

Paul  Bunker,  M.D.  (1960) Aberdeen 

C.  L.  Swanson,  M.D.  (1961) Pierre 

H.  R.  Lewis,  M.D.  (1961) Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961) 

Sioux  Falls 

G.  S.  Paulson,  M.D.  (1962) Rapid  City 

Robert  Rank,  M.D.  (1960) Aberdeen 


— 313  — 


SOUTH  DAKOTA 


! 

f 


Medical  Defense 

A.  P.  Reding,  M.D.,  Chr.  (1961) Marion 

L.  J.  Pankow,  M.D.  (1962) Sioux  Falls 

D.  R.  Mabee,  M.D.  (1960) Mitchell 

Medical  School  Affairs 
Medical  Education  and  Hospitals 

C.  B.  McVay,  M.D.,  Chr.  (1960) Yankton 

R.  C.  Jahraus,  M.D.  (1960) Pierre 

Ronald  Price,  M.D.  (1961) Armour 

Warren  Jones,  M.D.  (1961) Sioux  Falls 

W.  H.  Saxton,  M.D.  (1962) Huron 

F.  R.  Williams,  M.D.  (1962) Rapid  City 

Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961) Brookings 

Abner,  Widen,  M.D.  (1962) Clark 

R.  H.  Hayes,  M.D.  (1960) Winner 

Necrology 

J.  C.  Murphy,  M.D.,  Chr.  (1960) Murdo 

E.  J.  Batt,  M.D.  (1962) Sisseton 

L.  L.  Parke,  M.D.  (1961) Canton 

Public  Health 

N.  E.  Wessman,  M.D.,  Chr.  (1960)  Sioux  Falls 

T.  E.  Mead,  M.D.  (1961) Spearfish 

J.  T.  Cowan,  M.D.  (1962) Pierre 

Cancer 

P.  V.  McCarthy,  M.D.  (1960) Aberdeen 

E.  G.  Huppler,  M.D.  (1962) Watertown 

G.  F.  McIntosh,  M.D.  (1961) Eureka 

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960) Sanator 

B.  T.  Lenz,  M.D.  (1962) Huron 

R.  J.  Bareis,  M.D.  (1961) Rapid  City 

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1962) Yankton 

L.  W.  Tobin,  M.D.  (1961) Mitchell 

W.  A.  Anderson,  M.D.  (1960) Sioux  Falls 

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961) 

Sioux  Falls 

M.  E.  Sanders,  M.D.  (1962) Redfield 

Clifford  Gryte,  M.D.  (1960) Huron 

Executive  Committee 

R.  A.  Buchanan,  M.D.,  Chr Huron 

C.  J.  McDonald,  M.D Sioux  Falls 

R.  H.  Hayes,  M.D Winner 

C.  R.  Stoltz,  M.D. Watertown 

A.  P.  Reding,  M.D Marion 

Magni  Davidson,  M.D Brookings 

Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962) Sioux  Falls 

M.  M.  Morrissey,  M.D.  (1964) Pierre 

A.  W.  Spiry,  M.D.  (1960) Mobridge 

D.  S.  Baughman,  M.D.  (1961) Madison 

A.  P.  Peeke,  M.D.  (1963) Volga 


Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961) Brookings 

George  Smith,  M.D.  (1960) Sioux  Falls 

R.  C.  Knowles,  M.D.  (1962) Sioux  Falls 

H.  A.  Bowes,  M.D.  (1962) Aberdeen 

C.  G.  Baker,  M.D.  (1960) Yankton 

R.  E.  Cooper,  M.D.  (1961) Rapid  City 

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)...-Sioux  Falls 
J.  C.  Hagin,  M.D.  (1961) Miller 

F.  C.  Totten,  M.D.  (1959) Lemmon 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961) Watertown 

G.  Q.  Olson,  M.D.  (1962) ___..Rapid  City 

H.  W.  Farrell,  M.D.  (1960) „Sioux  Falls 

SPECIAL  COMMITTEES 
Radio  Broadcast  and  Telecasts  Committee 

J.  J.  Stransky,  M.D.,  Chr Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  A.  Boyce,  M.D. Rapid  City 

F.  D.  Leigh,  M.D Huron 

S.  B.  Simon,  M.D Pierre 

American  Medical 
Education  Foundation 

F.  C.  Kohlmeyer,  M.D.,  Chr Sioux  Falls 

J.  C.  Hagin,  M.D Miller 

O.  J.  Mabee,  M.D Mitchell 

H.  L.  Saylor,  Jr.,  M.D Huron 

S.  F.  Sherrill,  M.D Belle  Fourche 

Editorial 

R.  E.  Van  Demark,  M.D.,  Chr Sioux  Falls 

J.  T.  Elston,  M.D Rapid  City 

W.  F.  Stanage,  M.D Yankton 

H.  R.  Wold,  M.D Madison 

G.  E.  Tracy,  M.D Watertown 

Mary  Price,  M.D. Armour 

A.  C.  Vogele,  M.D Aberdeen 

H.  B.  Munson,  M.D. Rapid  City 

R.  F.  Thompson,  M.D ....Yankton 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr Brookings 

D.  L.  Kegaries,  M.D Rapid  City 

C.  E.  Kemper,  M.D Viborg 

Veterans  Administration  & Military  Affairs 

L.  C.  Askwig,  M.D.,  Chr Pierre 

M.  R.  Gelber,  M.D Aberdeen 

G.  H.  Steele,  M.D Aberdeen 

T.  J.  Billion,  M.D Sioux  Falls 

Spafford  Memorial  Fund 

T.  E.  Eyres,  M.D. .......Vermillion 
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Prepayment  and  Insurance  Plans 

D.  H.  Breit,  M.D.,  Chr Sioux  Falls 

H.  Russell  Brown,  M.D Watertown 

Paul  Hohm,  M.D Huron 

E.  A.  Johnson,  M.D Milbank 

J.  J.  Feehan,  M.D Rapid  City 

J.  P.  Steele,  M.D Yankton 

Roscoe  Dean,  M.D Wessington  Springs 

Rural  Medical  Service 
A.  P.  Peeke,  M.D.,  Chr Volga 

G.  E.  Bloemendaal,  M.D Ipswich 

E.  F.  Kalda,  M.D Platte 

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr Madison 

C.  L.  Vogele,  M.D Aberdeen 

D.  J.  Buchanan,  M.D Huron 

Workmen's  Compensation 
R.  R.  Giebink,  M.D.,  Chr Sioux  Falls 

H.  J.  Bartron,  M.D Watertown 

H.  R.  Lewis,  M.D Mitchell 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D Huron 

A.  K.  Myrabo,  M.D Sioux  Falls 

Rehabilitation  Committee 

George  Smith,  M.D.,  Chr Sioux  Falls 

R.  E.  Van  Demark,  M.D Sioux  Falls 

Paul  Bunker,  M.D Aberdeen 

D.  Hillan,  M.D Madison 

C.  F.  J.  Blunck,  M.D Rapid  City 

Press  Radio  Committee 

P.  P.  Brogdon,  M.D.,  Chr Mitchell 

Steve  Brzica,  M.D Sioux  Falls 

E.  A.  Rudolph,  M.D Aberdeen 

Care  of  the  Indigent 

H.  P.  Adams,  M.D.,  Chr Huron 

A.  P.  Peeke,  M.D Volga 

H.  Russell  Brown,  M.D Watertown 

R.  A.  Boyce,  M.D Rapid  City 

P.  V.  McCarthy,  M.D Aberdeen 

E.  J.  Perry,  M.D .____Redfield 

R.  F.  Hubner,  M.D Yankton 

C.  A.  Johnson,  M.D Lemmon 

Committee  on  Civil  Defense 

L.  C.  Askwig,  M.D.,  Chr Pierre 

G.  J.  Bloemendaal,  M.D Ipswich 

D.  C.  Cameron,  M.D Rapid  City 

Commission  for  Improvement  of  Patient  Care 

D.  J.  Buchanan,  M.D.,  Chr.  (1962) Huron 

R.  Delaney,  M.D.  (1960) Mitchell 

M.  Sanders,  M.D.  (1960) Redfield 

C.  L.  Vogele,  M.D.  (1961) Aberdeen 

C.  F.  Gryte,  M.D.  (1961) Huron 

J.  A.  Muggly,  M.D.  (1962) Madison 


Committee  on  School  Health 

W.  R.  Anderson,  M.D.,  Chr Sioux  Falls 

G.  Q.  Olsson,  M.D Rapid  City 

T.  E.  Eyres,  M.D Vermillion 

Committee  on  Budget  and  Audit 

A.  P.  Reding,  M.D.,  Chr Marion 

A.  A.  Lamport,  M.D Rapid  City 

C.  R.  Stoltz,  M.D Watertown 

Hunters  Fall  Medical  Meeting 

W.  A.  Delaney,  M.D.,  Chr Mitchell 

H.  R.  Lewis,  M.D Mitchell 

L.  W.  Tobin,  M.D Mitchell 

Committee  on  Aging 

Warren  Jones,  M.D.,  Chr Sioux  Falls 

C.  F.  Johnson,  M.D Yankton 

R.  J.  Bareis,  M.D Rapid  City 

Committee  on  Coroner's  Law 

W.  A.  Geib,  M.D.,  Chr Rapid  City 

R.  L.  Carefoot,  M.D Huron 

R.  H.  Hayes,  M.D Winner 

Committee  on  Traffic  Safety 

J.  J.  Stransky,  M.D.,  Chr Watertown 

R.  L.  Lillard,  M.D Winner 

H.  L.  Saylor,  M.D Huron 

Medical  - Legal  Conference  Committee 

C.  L.  Swanson,  M.D.,  Chr Pierre 

Ted  Hohm,  M.D Huron 

P.  P.  Brogdon,  M.D Mitchell 

W.  A.  Geib,  M.D Rapid  City 

Liaison  Committee  with  the  South  Dakota 
Pharmaceutical  Association 

R.  H.  Hayes,  M.D.,  Chr Winner 

F.  D.  Leigh,  M.D Huron 

L.  C.  Askwig,  M.D Pierre 

Constitution  and  By-Laws  Committee 

C.  R.  Stoltz,  M.D.,  Chr Watertown 

A.  K.  Myrabo,  M.D Sioux  Falls 

E.  J.  Perry,  M.D Redfield 


FIRST  COUNCIL  MEETING 
Saturday,  June  20,  1959 
South  Dakota  State  Medical  Association 
Sheraton  Johnson  Hotel 
Rapid  City,  South  Dakota 
The  meeting  was  called  to  order  by  Chr.  Dr.  Bat- 
tler at  4:00  P.M.  Mr.  Foster  called  the  roll.  Present 
were  Drs.  A.  A.  Lampert,  R.  A.  Buchanan,  C.  Rod- 
ney Stoltz,  A.  P.  Reding,  Magni  Davidson,  M.  M. 
Morrissey,  P.  V.  McCarthy,  J.  J.  Stransky,  M.  C. 
Tank,  L.  C.  Askwig,  Paul  Hohm,  P.  P.  Brogdon, 
C.  J.  McDonald,  T.  H.  Sattler,  J.  D.  Bailey,  R.  H. 
Hayes,  H.  E.  Lowe,  and  E.  A.  Johnson. 

Dr.  Brogdon  moved  to  dispense  with  the  reading 
of  the  minutes  of  the  last  meeting  inasmuch  as  they 
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have  been  published  in  the  Journal.  Dr.  Buchanan 
seconded  the  motion  and  it  was  carried. 

Dr.  Brogdon  gave  the  report  of  the  Medical  De- 
fense Committee. 

SUGGESTED  BY  LAWS  FOR  A MEDICAL 
DEFENSE  COMMITTEE  FOR  THE  STATE 
MEDICAL  ASSOCIATION 
ORGANIATION 

The  Committee  shall  consist  of  five  (5)  members 
appointed  by  the  President  of  the  Medical  Associa- 
tion with  the  advice  of  the  Executive  Committee  of 
the  Council  for  terms  of  five  years,  except  that 
the  first  members  of  the  Committee  shall  be  so 
appointed  that  the  term  of  one  member  shall  be 
for  one  year,  that  of  one  member  for  a term  of 
two  years,  that  of  one  member  for  a term  of  three 
years,  that  of  one  member  for  a term  of  four  years, 
and  that  of  one  member  for  a term  of  five  years. 

Every  member  of  the  South  Dakota  Bar  who  is 
in  good  standing,  actively  engaged  in  trial  practice, 
and  familiar  with  malpractice  suits,  shall  be  po- 
tential ex-officio  legal  members  of  such  Committee, 
and  the  President  of  the  Medical  Association  shall 
designate  one  of  such  attorneys  to  be  a member 
of  such  Committee  for  each  separate  meeting.  Due 
consideration  shall  be  given  by  the  President  to 
the  appointment  of  the  attorney,  if  any,  who  is 
familiar  with  the  matter  which  is  to  be  considered 
by  such  Committee. 

Every  member  of  the  Medical  Association  shall 
be  a potential  member  of  this  Committee.  The 
chairman  may  call  any  member  for  a case  with 
approval  of  the  Executive  Committee. 

DUTIES 

The  Committees  express  purpose  is  to  review 
the  facts  and  circumstances  leading  to  all  and  any 
mal-practice  proceedings  or  threatened  proceedings 
brought  against  any  member  of  the  South  Dakota 
State  Medical  Association. 

This  Committee  does  not  offer  legal  council  to 
the  member  which  is  threatened  or  has  an  im- 
pending suit  brought  against  him,  but  is  organized 
for  the  express  purpose  of  reviewing  these  cases 
and  deciding  on  the  merit  of  the  suit  or  threatened 
suit  and  to  express  to  the  individual  member  its 
advice  to  that  member  or  professional  conduct  in 
the  event  of  the  said  threatened  or  impending  suit, 
if  he  so  desires. 

The  Committee  shall  have  the  power  to  sum- 
mons any  member  of  the  Association  or  the  Asso- 
ciation employees  to  any  meeting  of  said  Com- 
mittee and  refusal  of  the  member  or  employee  of 
said  Association  shall  be  cited  before  the  Council 
for  appropriate  action  and  in  case  of  an  Association 
member  any  advice  from  the  Committee  or  further 
action  of  the  impending  or  threatened  suit  will  be 
withdrawn. 

The  Committee  will  receive  reports  on  threat- 
ened or  impending  suits  from  any  member  of  the 
Medical  Association  or  his  legal  representative. 

GENERAL  PROCEDURE 

A report  should  be  sent  by  the  physician  pre- 
ferably before  suit  is  brought  (when  threatened 
by  a patient  to  sue)  or  not  later  than  15  days  after 
legal  notice  being  brought  to  the  physician  that 
suit  has  been  filed.  Failure  to  do  this  may  con- 
stitute forfeiture  of  any  action,  advice,  or  help 
from  this  Committee. 

The  said  Notice  shall  be  sent  in  writing  to  the 
executive  secretary  of  the  Medical  Association 
who  in  turn  will  notify  the  chairman  of  the  com- 
mittee. 

The  Committee  shall  in  itself  elect  a chairman 
and  vice-chairman  of  the  Committee  and  this 
chairman  shall  call  meetings  when  needed  and  the 
vice-chairman  in  the  absence  of  the  chairman. 

All  reports  and  all  testimony  made  before  this 
Committee  shall  be  entirely  confidential  and  re- 


ported only  on  the  written  permission  of  the  in- 
dividual physician  involved  in  the  proceedings 
except  that  the  Council  of  the  Medical  Association 
shall  review  all  cases  at  the  next  regular  session 
of  the  Council  after  a meeting  takes  place. 

A set  of  forms  shall  be  provided  by  the  State 
Medical  Association  for  reporting  of  the  case  and 
a form  for  granting  authorization  of  a legal  repre- 
sentative testimony  shall  be  provided  in  addition 
to  this  a narrative  report  of  the  circumstances 
leading  to  the  threatened  or  impending  suit  to  be 
provided  not  longer  than  five  days  after  the  filing 
of  the  formal  report  to  the  Committee. 

He  also  read  the  suggested  rule,  which  would  be 
an  amendment  to  the  By-laws  as  submitted  by  the 
Grievance  Committee. 

Sec.  18.  Any  member  of  this  Association  who 
shall  willfully  refuse  or  fail  to  assist  or  cooperate 
with  the  investigations  of  any  of  the  standing  com- 
mittees, especially  the  Grievance  Committee  and 
the  Medical  Defense  Committee,  may  be  subject  to 
disciplinary  action  by  the  Council  of  the  Associa- 
tion. Such  disciplinary  action  shall  be  taken  by 
the  issuance  of  a citation  directed  to  the  member 
which  citation  shall  specify  the  time  and  place  of 
hearing  thereon  and  shall  be  served  either  per- 
sonally or  by  registered  mail  upon  such  citation 
such  member  shall  be  given  full  opportunity  to 
explain  his  refusal  to  cooperate  with  such  com- 
mittee or  committees. 

The  Council,  upon  such  hearing,  may  excuse  the 
non-cooperation,  censor  the  member,  suspend  him 
for  a definite  period  of  time,  or  expel  him  from 
membership.  If  the  circumstances  warrant,  and  by 
a majority  vote  of  the  members  of  the  Council, 
such  citation  may  provide  that  such  a member  is 
suspended  until  the  time  of  the  hearing  fixed  by 
such  citation. 

A discussion  was  held  on  the  operation  of  the 
suggested  procedures.  Dr.  Brogdon  moved  that  the 
Council  accept  the  report  and  recommend  its 
adoption  by  the  House  of  Delegates.  Dr.  Hayes 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  read  the  report  of  the  Committee  on 
School  Health  on  Civil  Defense  identification. 

REPORT  TO  THE  COUNCIL  BY  THE 
COMMITTEE  ON  SCHOOL  HEALTH 

The  Committee  on  School  Health  has  considered 
the  advisability  of  blood  typing  all  school  children 
and  having  an  identification  tag  for  Civil  Defense 
purposes  made  up  with  that  blood  typing  thereon. 
The  Committee  has  discussed  the  matter  with  Civil 
Defense  authorities.  Civil  Defense  authorities  have, 
themselves,  grown  lukewarm  to  the  idea,  and 
therefore  it  is  recommended  by  the  Committee  that 
no  further  action  or  study  be  taken  on  the  matter. 
Dr.  Stoltz  moved  that  the  Council  accept  the  Com- 
mittee report.  Dr.  Davidson  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  explained  the  Social  Security  survey. 

The  South  Dakota  State  Medical  Association  on 
February  10,  1959,  mailed  a questionnaire  to  its 
active  members  containing  the  single  question 
“Do  you  favor  Social  Security  for  physicians?” 


The  results  are  as  follows: 

Questionnaires  sent  461 

Completed  and  returned  267 

Percent  returned  57.9% 

Favor  inclusion  in  Social  Security  155 

Oppose  inclusion  in  Social  Security  104 

Undecided  8 

Percent  favoring  inclusion  58% 

Percent  opposing  inclusion  39% 

Percent  undecided  3% 


Dr.  Lampert  discussed  the  action  of  the  AMA 
on  Social  Security. 

Mr.  Foster  explained  the  survey  of  the  Medical 
Association  on  public  service  by  physicians. 
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RESULTS  OF  PUBLIC  SERVICE 
QUESTIONNAIRE 

Question  #1 

How  many  hours  do  you  average  per  week  in  the 
practice  of  medicine? 

An  average  of  sixty  hours  per  week. 

Question  #2 

How  many  hours  per  year  do  you  spend  in  medical 
meetings,  staff  meetings,  and  postgraduate  educa- 
tion? 

An  average  of  115.6  hours  per  year.  A total  of 
29,494  hours  per  year. 

Question  S3 

How  many  hours  a year  do  you  spend  in  civic 
activities  including  service  club  work? 

An  average  of  95.4  hours  per  year.  A total  of 
22,993  hours  per  year. 

Question  S4 

How  much  do  you  donate  in  cash  to  charity  and 
charitable  organizations  each  year? 

An  average  of  $970.80  per  year.  An  estimated 
total  of  400  active  practitioners  would  be  $338,- 
320.00. 

Question  S5 

How  much  charity  work  do  you  provide  each  year 
to  patients  who  do  not  have  the  ability  to  pay  for 
services? 

The  answers  varied  from  dollars,  percentages, 
hours  per  day,  number  of  patients,  to  unknown. 
No  accurate  percentage  could  be  determined. 
Question  S6 

Have  you  ever  been  elected  to  public  office? 

87 — Yes  170 — No  10 — no  answer 

Dr.  Lampert  moved  that  the  Executive  Secre- 
tary be  instructed  by  the  Council  to  carry  out  a 
public  relations  program  with  the  information 
gained  from  the  survey.  Dr.  Stransky  seconded 
the  motion  and  it  was  carried.  Dr.  Brogdon  sug- 
gested that  a copy  of  the  results  of  the  survey 
be  forwarded  to  our  senators  and  congressmen 
from  South  Dakota. 

Mr.  Foster  spoke  on  the  contract  which  has  been 
requested  by  the  Department  of  Health,  Education, 
and  Welfare  for  the  Indian  Service.  Dr.  Stoltz 
moved  that  the  matter  be  held  over  to  the  Septem- 
ber meeting  of  the  Council  with  the  idea  that  a 
relative  value  study  may  be  adopted.  Dr.  Mc- 
Donald seconded  the  motion  and  it  was  carried. 

Dr.  Lampert  opened  discussion  on  the  relative 
value  study.  Dr.  McCarthy  suggested  that  Dr. 
Lampert  give  an  explanation  of  the  relative  value 
study  at  the  House  of  Delegates  meeting.  Dr. 
Lampert  moved  that  the  Council  present  the  rela- 
tive value  fee  study  to  the  House  of  Delegates  for 
its  consideration;  and  further,  that  the  House  of 
Delegates  designate  who  will  continue  the  study 
on  the  relative  values  for  final  recommendations. 
Dr.  Buchanan  seconded  the  motion  and  it  was 
carried. 

Mr.  Foster  explained  the  negotiations  on  the 
VA  contract.  He  read  the  proposed  Letter  of 
Agreement  from  the  Veterans  Administration.  Dr. 
Lampert  moved  that  the  South  Dakota  State  Med- 
ical Association  state  its  position  in  writing  to  the 
Veterans  Administration  Regional  Office  in  Sioux 
Falls,  to  send  copies  to  all  other  concerned  parties, 
and  to  refuse  to  sign  the  proposed  type  of  Letter  of 
Agreement,  and  that  any  relationships  with  the  VA 
be  dissolved.  Dr.  Johnson  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  presented  the  IBM  request  to  make 
a survey  of  all  South  Dakota  physicians  for  a 
central  accounting  service.  Dr.  Hohm  moved  that 
the  IBM  company,  or  any  other  company,  be  al- 
lowed to  conduct  a survey  at  no  expense  to  the 
Association.  Dr.  Lampert  seconded  the  motion 
and  it  was  carried. 

A request  from  the  South  Dakota  League  for 
Nursing,  Committee  on  Careers,  was  read  which 
asked  for  a donation  to  further  their  work.  Dr. 


McCarthy  moved  that  the  South  Dakota  State 
Medical  Association  donate  $50.00  to  the  League 
for  Nursing.  Dr.  Hayes  seconded  the  motion  and 
it  was  carried. 

A letter  was  read  from  the  National  Society  for 
Medical  Research  asking  for  a donation  for  their 
work.  Dr.  Stoltz  moved  that  the  South  Dakota 
State  Medical  Association  donate  $50.00  to  this 
Society.  Dr.  Stransky  seconded  the  motion  and  it 
was  carried. 

Mr.  Foster  read  the  Proposed  Budget.  Dr.  David- 
son moved  that  the  Council  adopt  the  Proposed 
Budget.  Dr.  Buchanan  seconded  the  motion  and 
it  was  carried. 


COMBINED  OPERATING  BUDGET 
1959  - 1960 
INCOME 


ITEM 

State  Dues 

Annual  Meeting 

AMA  Dues 

Interest 

Miscellaneous 

Group  Life  Insurance 

Journal  Advertising 

Salary  Reimbursements 

Subscriptions 

Fall  Hunters  Meeting 

Car  Reimbursements 


PROPOSED 

$ 31,500.00 

6.500.00 
10,500.00 

200.00 

2.400.00 
26,000.00 
38,000.00 

1.200.00 
1,200.00 
8,000.00 

690.00 


DISBURSEMENTS 

ITEM 

Salary,  Executive-Secretary 

Salary,  other 

Social  Security 

Legal  and  Audit 

Rent 

Telephone  & Telegraph 
Office  Supplies  & Equipment 
Dues  & Subscriptions 
Officers  & Councillors  Travel 
Executive  Secretary  Travel 
Annual  Meeting 
Public  Relations 
AMA  Dues 
Taxes 

Unemployment  taxes 
Postage 

Legislative  Expense 
Benevolent  Fund 
Medical  School  Endowment 
Ladies  Auxiliary 
Life  Insurance 
Transfer  to  Reserves 
Hunters  Meeting 
Journal  Expense  Account 
Refunds 

Clinical  Pathology 
Car  Expense 
Utilities 

Janitor  and  Repair 


$126,190.00 


PROPOSED 

$ 9,600.00 
11,000.00 

515.00 

750.00 

1.675.00 

1.500.00 

32.000. 00 

1.200.00 

2.500.00 

4.000. 00 

6.500.00 

1.750.00 
10,500.00 

500.00 

400.00 

1.800.00 

1.000. 00 

400.00 

200.00 

550.00 

24.000. 00 
1,800.00 

7.000. 00 

750.00 

300.00 

500.00 

1.000. 00 

775.00 

300.00 


$124,765.00 

Mr.  Foster  explained  the  proposed  revision  of 
the  Constitution  and  By-laws.  Dr.  Lampert  moved 
that  recognizing  that  the  Constitution  and  By- 
laws of  the  South  Dakota  State  Medical  Associa- 
tion, last  completely  re-done  in  1949,  and  since 
amended  in  years  1950,  1955,  1956,  and  1957,  now 
needs  complete  restudy  to  incorporate  necessary 
changes,  the  Council  recommend  to  the  House  of 
Delegates  that  the  proposed  revision  of  the  Con- 
stitution and  By-laws  be  accepted  as  printed,  re- 
ferring the  proposed  revision  to  an  interim  study 
committee. 

The  Council  further  recommends  that  the  House 
of  Delegates  instruct  the  Speaker  of  the  House  to 
appoint  a Committee  on  Constitution  and  By-laws 
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charging  it  with  the  responsibility  to  thoroughly 
study  the  material  presented,  to  alter  it  if  in- 
dicated, and  to  present  their  finished  version  in 
detail  to  the  Council  in  January,  1960,  and  to  the 
House  of  Delegates  at  its  annual  session  in  1960 
for  final  action.  Dr.  Askwig  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  read  two  letters  from  Governor 
Herseth  asking  for  nominations  for  appointment 
to  the  Medical  Panel  and  the  Basic  Science  Board. 
The  Council  submitted  the  names  of  the  following 
physicians  for  consideration  for  appointment  to 
the  Medical  Panel:  Drs.  J.  L.  Calene,  D.  H.  Breit, 
C.  J.  McDonald,  A.  P.  Reding,  T.  H.  Sattler,  H. 
Lowe,  M.  C.  Tank,  J.  D.  Bailey,  and  M.  M.  Morris- 
sey. Dr.  Stoltz  moved  that  these  names  be  for- 
warded to  the  Governor.  Dr.  McCarthy  seconded 
the  motion  and  it  was  carried. 

Dr.  Hohm  moved  that  the  names  of  Dr.  Walter 
L.  Hard  and  his  assistant  be  submitted  for  appoint- 
ment to  the  Basic  Science  Examining  Board.  Dr. 
Tank  seconded  the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  proposed  brochure  on 
the  Medical  School  Endowment  Fund.  Dr.  Stoltz 
suggested  that  bankers  be  added  to  the  mailing 
list  in  addition  to  physicians,  lawyers,  and  mor- 
ticians. Dr.  Morrissey  moved  that  the  brochures 
be  published.  Dr.  Davidson  seconded  the  motion 
and  it  was  carried. 

Mr.  Foster  read  a letter  from  Dr.  McCarthy  on 
the  appointment  of  a Northern  area  representa- 
tive to  the  Board  of  the  South  Dakota  Division  of 
the  American  Cancer  Society.  Dr.  Stoltz  moved 
that  Dr.  R.  K.  Rank  of  Aberdeen  be  appointed. 
Dr.  Reding  seconded  the  motion  and  it  was  car- 
ried. 

Mr.  Foster  discussed  with  the  Council  how  the 
building  presentation  will  be  made  at  the  House  of 
Delegates  meeting.  Dr.  Lampert  moved  that  the 
Council  authorize  Mr.  Foster  to  make  the  presen- 
tation at  the  House  of  Delegates  meeting.  Dr. 
Hohm  seconded  the  motion  and  it  was  carried. 

Mr.  Foster  explained  a letter  from  Senator  Pat 
McNamara  on  care  of  the  aging.  Dr.  Lampert 
moved  that  the  letter  be  referred  to  the  Com- 
mittee on  Aging  for  consideration  and  action.  Dr. 
Buchanan  seconded  the  motion  and  it  was  car- 
ried. 

Dr.  McDonald  presented  a motion  from  the  Pre- 
payment and  Insurance  Committee  as  follows:  The 
Prepayment  and  Insurance  Committee  recommends 
to  the  Council  of  the  South  Dakota  State  Medical 
Association  that  the  program  of  approval  and  en- 
dorsement of  commercial  health  insurance  com- 
panies be  terminated.  The  motion  was  seconded 
by  Dr.  Lampert  and  carried. 

The  meeting  was  adjourned  on  motion,  at  6:30 
P.  M. 


SECOND  COUNCIL  MEETING 
Monday,  June  22,  1959 
South  Dakota  State  Medical  Association 
Sheraton  Johnson  Hotel 
Rapid  City,  South  Dakota 
The  meeting  was  called  to  order  by  Chairman 
Dr.  Sattler,  at  9:15  P.  M.  Mr.  Foster  called  the  roll. 
Present  were  Drs.  A.  A.  Lampert,  T.  H.  Sattler, 
J.  J.  Stransky,  Paul  Hohm,  E.  J.  Perry,  C.  J.  Mc- 
Donald, A.  P.  Reding,  Magni  Davidson,  C.  R. 
Stoltz,  P.  P.  Brogdon,  L.  C.  Askwig,  J.  D.  Bailey, 
H.  E.  Lowe,  M.  C.  Tank,  R.  H.  Hayes,  and  R .A. 
Buchanan. 

The  election  of  the  Chairman  of  the  Council  for 
the  coming  year  was  the  first  order  of  business. 
Dr.  Reding  nominated  Dr.  R.  H.  Hayes  as  Chair- 
man of  the  Council.  Dr.  Tank  seconded  the  nom- 
ination. Dr.  Davidson  moved  that  nominations 
cease  and  that  a unanimous  ballot  be  cast  for  Dr. 
Hayes.  Dr.  McDonald  seconded  the  motion  and  it 
was  carried.  Dr.  Lampert  moved  that  the  reading 
of  the  minutes  of  the  last  meeting  be  waived  as 


they  will  be  published  in  the  Journal.  Dr.  Mc- 
Donald seconded  the  motion  and  it  was  carried. 

Dr.  Tank  moved  that  the  report  of  the  Budget 
and  Auditing  Committee  be  adopted  inasmuch  as 
there  were  no  changes  requested  in  the  proposed 
budget  by  the  House  of  Delegates.  Dr.  Reding 
seconded  the  motion  and  it  was  carried. 

Dr.  Lampert  explained  the  suggested  study  of 
the  executive  office’s  salary  scale  and  job  descrip- 
tions. Dr.  Lampert  moved  that  the  job  analysis 
and  salary  analysis  be  completed  by  a committee 
of  the  Council,  such  analysis  to  be  compiled  and 
submitted  to  the  Council  by  January,  1960.  Dr. 
Davidson  seconded  the  motion  and  it  was  carried. 
Dr.  Sattler  moved  that  the  Executive  Committee 
and  the  immediate  past-president  be  appointed  to 
act  as  such  committee.  Dr.  Stoltz  seconded  the 
motion  and  it  was  carried. 

Mr.  Foster  discussed  the  proposed  notes  for  the 
loans  which  will  be  secured  from  South  Dakota 
physicians  for  the  building  fund.  . Dr.  Davidson 
moved  that  the  authorized  signatures  include  the 
President,  President-Elect,  and  the  Vice  President 
for  the  first  line  and  the  signatures  of  the  Secre- 
tary-Treasurer or  the  Executive  Secretary  on  the 
second  line.  Dr.  Lampert  seconded  the  motion  and 
it  was  carried. 

Dr.  Hayes  then  extended  the  thanks  and  appre- 
ciation of  the  Council  and  the  Association  to  Dr. 
Lampert  for  all  the  time  and  effort  he  has  spent 
on  Association  work  during  the  past  year.  Dr. 
Hayes  also  thanked  Dr.  Sattler  for  the  good  job  he 
has  done  as  Chairman  of  the  Council  for  the  past 
year. 

Dr.  Hayes  introduced  Dr.  E.  J.  Perry  as  the  new 
Councilor  from  the  Aberdeen  District  Medical 
Society.  Dr.  N.  E.  Wessman,  the  new  Councilor 
from  the  Seventh  District  Medical  Society  who  was 
elected  to  fill  the  vacancy  created  by  the  election 
of  Dr.  C.  J.  McDonald  as  Vice  President,  was  un- 
able to  attend. 

Dr.  Sattler  moved  that  a letter  of  appreciation  be 
sent  to  Dr.  McCarthy  for  his  efforts  during  the 
past  many  years  that  he  has  served  on  the  Coun- 
cil. Dr.  Tank  seconded  the  motion  and  it  was 
carried. 

Dr.  McDonald  moved  that  a resolution  be  made 
up  on  the  differences  between  the  non-profit  or- 
ganizations which  have  fee  schedules  and  the 
profit  making  organizations.  The  resolution  should 
include  a statement  that  the  Medical  Association 
sets  no  fees  for  the  doctors  in  South  Dakota  to 
charge  in  their  own  private  practices.  The  reso- 
lution should  be  presented  at  the  September  meet- 
ing of  the  Council.  Dr.  Lampert  seconded  the  mo- 
tion and  it  was  carried. 

The  meeting  adjourned  at  9:30  P.  M. 


FIRST  HOUSE  OF  DELEGATES  MEETING 
June  20,  1959 

South  Dakota  State  Medical  Association 
Sheraton  Johnson  Hotel 
Rapid  City,  South  Dakota 
The  House  of  Delegates  meeting  was  called  to 
order  by  Dr.  Magni  Davidson  at  7:30  P.  M.  Mr. 
Foster  called  the  roll.  Present  were  Drs.  A.  A. 
Lampert,  R.  A.  Buchanan,  C.  Rodney  Stoltz,  A.  P. 
Reding,  M.  M.  Morrissey,  P.  V.  McCarthy,  J.  J. 
Stransky,  M.  C.  Tank,  L.  C.  Askwig,  Paul  Hohm, 
P.  P.  Brogdon,  C.  J.  McDonald,  T.  H.  Sattler,  J.  D. 
Bailey,  R.  H.  Hayes,  H.  E.  Lowe,  E.  A.  Johnson, 
B.  F.  King,  C.  L.  Vogele,  G.  R.  Bartron,  M.  C.  Rous- 
seau, J.  A.  Anderson,  D.  L.  Scheller,  C.  L.  Swan- 
son, S.  W.  Fox,  Ted  Hohm,  H.  L.  Saylor,  F.  J. 
Tobin,  R.  R.  Giebink,  G.  M.  Jameson,  A.  K.  Myrabo, 
Kendall  Burns,  H.  W.  Farrell,  R.  F.  Hubner,  S.  F. 
Sherrill,  W.  E.  Jones,  T.  E.  Mead,  E.  T.  Ruud, 
J.  J.  Feehan,  E.  P.  Sweet,  and  H.  H.  Brauer.  A 
quorum  was  declared  present. 

Dr.  Davidson  introduced  Mr.  Lyle  Limond 
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Executive  Secretary  and  Dr.  John  Fawcet,  Presi- 
dent of  the  North  Dakota  State  Medical  Associa- 
tion. Dr.  Fawcet  extended  an  invitation  to  the 
South  Dakota  State  Medical  Association  to  hold 
their  annual  meeting  in  1962  with  the  North 
Dakota  State  Medical  Association  in  Bismarck. 
The  invitation  was  referred  to  the  Nominating 
Committee. 

Dr.  McDonald  moved  that  the  reading  of  the 
minutes  of  the  last  meeting  be  dispensed  with  as 
they  have  been  published  in  the  Journal.  Dr. 
Myrabo  seconded  the  motion  and  it  was  carried. 

Dr.  Davidson  then  made  the  appointments  of 
the  Reference  Committees  as  follows:  Credentials: 
Drs.  S.  F.  Sherrill,  Chr.,  G.  M.  Jameson,  and  S.  W. 
Fox;  Officers  and  Councilors:  Drs.  J.  J.  Feehan, 
Chr.,  H.  H.  Brauer,  and  J.  A.  Anderson;  Resolu- 
tions and  Memorials:  Drs.  W.  A.  Jones,  Chr.,  A.  C. 
Vogele,  and  B.  F.  King;  Standing  Committees:  Drs. 
M.  C.  Rousseau,  Chr.,  H.  L.  Saylor,  and  Kendall 
Burns;  Special  Committees  and  Miscellaneous  Bus- 
iness; Drs.  R.  F.  Hubner,  Chr.,  H.  W.  Farrell,  and 
T.  E.  Mead;  Nominating  Committee:  Drs.  P.  V. 
McCarthy,  Chr.,  G.  R.  Bartron,  M.  C.  Tank,  C.  L. 
Swanson,  T.  Hohm,  F.  J.  Tobin,  A.  K.  Myrabo,  T.  H. 
Sattler,  E.  T.  Ruud,  E.  A.  Johnson,  H.  Lowe,  and 
Edwin  Sweet;  Special  Reports  of  the  Council:  Drs. 
M.  M.  Morrissey,  Chr.,  Robert  Giebink,  and  Robert 
Hayes. 

Dr.  Stoltz  moved  that  the  Report  of  the  Presi- 
dent, Report  of  the  President  Elect,  Report  of  the 
Vice  President,  Report  of  the  Secretary  Trasurer, 
Report  of  the  Executive  Secretary,  Report  of  the 
Council,  and  Reports  of  the  Councilors  be  referred 
to  the  Reference  Committee  on  Reports  of  Officers 
and  Councilors.  Dr.  Stransky  seconded  the  motion 
and  it  was  carried. 

Dr.  Myrabo  moved  that  the  Reports  of  the  Stand- 
ing Committees  be  referred  to  the  Reference  Com- 
mittee on  Standing  Committees.  Dr.  Stransky 
seconded  the  motion  and  it  was  carried. 

Dr.  Johnson  moved  that  the  Reports  of  the 
Special  Committees  be  referred  to  the  Reference 
Committee  on  Special  Committees.  Dr.  Stoltz 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  read  the  Report  of  the  Council  to  the 
House  of  Delegates  on  the  proposed  budget.  The 
report  was  referred  to  the  Committee  on  Special 
Committees  and  Miscellaneous  Business. 

Mr.  Foster  presented  the  Report  of  the  Council 
on  the  proposed  building  program  for  the  Associa- 
tion. The  report  was  referred  to  the  Reference 
Committee  on  Special  Reports  of  the  Council. 

Dr.  Lamport  spoke  on  the  Relative  Value  Fee 
Study  as  requested  by  the  Council.  The  Relative 
Value  Fee  Study  was  referred  to  the  Reference 
Committee  on  Special  Reports  of  the  Council. 

Mr.  Foster  explained  the  proposed  revision  of  the 
Constitution  and  By-laws.  The  proposed  revision 
was  referred  to  the  Reference  Committee  on 
Special  Reports  of  the  Council. 

Dr.  Brogdon  read  the  proposed  change  in  the 
By-laws  proposed  by  the  Council  Committee  on 
Medical  Defense  and  Grievance  Committee.  If 
adopted,  it  will  become  Section  18  of  Chapter  7 
of  the  By-laws.  The  proposed  By-law  change  was 
referred  to  the  Reference  Committee  on  Special 
Committees  and  Miscellaneous  Business. 

Dr.  Davidson  asked  for  the  introduction  of  reso- 
lutions from  the  floor  of  the  House  of  Delegates. 
He  read  resolution  51  submitted  by  Dr.  Stoltz  con- 
cerning S-1979  or  the  Smathers  Bill. 

WHEREAS,  the  South  Dakota  State  Medical 
Association  has  previously  endorsed  and  supported 
the  Keogh-Simpson  Bill  (HR-10)  to  relieve  tax 
inequity  against  self-employed  persons,  and 

WHEREAS,  Senator  George  A.  Smathers  of 
Florida  has  introduced  almost  identical  legislation 
(S-1979),  and 

WHEREAS,  the  Smathers  Bill  (S-1979)  differs 


from  the  Keogh-Simpson  Bill  (HR-10)  only  in  that 
it  provides  for  the  legislation  to  be  effective  in 
the  taxable  year  1961,  and 

WHEREAS,  this  difference  between  the  bills 
seems  to  be  a wise  suggestion  in  that  it  should 
allay  the  fears  of  inflationary  effects  of  the  Keogh- 
Simpson  legislation  (HR-10)  expressed  by  the  ad- 
ministration, 

THEREFORE,  NOW  BE  IT  RESOLVED  that  the 
South  Dakota  State  Medical  Association  endorse 
and  actively  support  the  Smathers  Bill  (S-1979), 
and 

BE  IT  FURTHER  RESOLVED  that  the  South 
Dakota  Congressional  Delegation  and  Senator 
Smathers  be  informed  of  this  action  and  their  ac- 
tive support  solicited. 

It  was  referred  to  the  Reference  Committee  on 
Special  Committees  and  Miscellaneous  Business. 

Dr.  Davidson  read  Resolution  '2,  submitted  by 
the  Watertown  District  concerning  Social  Security. 

RESOLUTION:  SOCIAL  SECURITY  COVERAGE 
FOR  PHYSICIANS 

WHEREAS:  The  recent  straw  vote  taken  among 
members  of  the  South  Dakota  State  Medical  Asso- 
ciation regarding  inclusion  of  physicians  under 
Social  Security  resulted  in  response  from  less 
than  58%  of  the  membership,  and, 

WHEREAS:  The  straw  vote  mentioned  above 
resulted  in  only  51  more  of  those  responding  in- 
dicating they  were  in  favor  of  inclusion,  and 

WHEREAS:  It  seems  inconsistent  to  vote  in 
favor  of  inclusion  of  physicians  under  Social  Se- 
curity and  still  be  opposed  to  the  socialization  of 
medical  practice, 

THEREFORE  BE  IT  RESOLVED:  That  the 
South  Dakota  State  Medical  Association  go  on 
record  as  being  opposed  to  compulsory  inclusion 
of  physicians  under  Social  Security  and  that  our 
delegate  to  the  American  Medical  Association  be 
instructed  to  make  our  position  known  and  that 
he  oppose  compulsory  inclusion  of  physicians 
under  Social  Security. 

It  was  referred  to  the  Reference  Committee  on 
Special  Committees  and  Miscellaneous  Business. 

Dr.  Stoltz  moved  that  Dr.  Harold  Crane,  Dr.  J.  A. 
Nelson,  Dr.  S.  A.  Keller,  and  Dr.  R.  J.  Quinn  be 
accepted  for  honorary  membership  in  the  South 
Dakota  State  Medical  Association.  Dr.  McDonald 
seconded  the  motion  and  it  was  carried. 

Dr.  Davidson  announced  the  meeting  rooms  of 
the  Reference  Committees  and  the  meeting  was 
adjourned  at  9:30  P.  M. 


SECOND  HOUSE  OF  DELEGATES  MEETING 

South  Dakota  State  Medical  Association 
June  21,  1959 
Sheraton  Johnson  Hotel 
Rapid  City,  South  Dakota 

The  second  House  of  Delegates  meeting  of  the 
78th  annual  meeting  of  the  South  Dakota  State 
Medical  Association  was  called  to  order  by  Dr. 
Magni  Davidson  at  2:00  P.  M.  Mr.  Foster  called 
the  roll.  Present  were  Drs.  P.  V.  McCarthy,  A.  A. 
Lampert,  R.  A.  Buchanan,  C.  R.  Stoltz,  A.  P.  Red- 
ing, M.  Davidson,  M.  M.  Morrissey,  J.  J.  Stransky, 
L.  C.  Askwig,  Paul  Hohm,  P.  P.  Brogdon,  C.  J.  Mc- 
Donald, T.  H.  Sattler,  J.  D.  Bailey,  R.  H.  Hayes, 

E.  A.  Johnson,  B.  F.  King,  G.  R.  Bartron,  M.  C. 
Rousseau,  J.  A.  Anderson,  C.  L.  Swanson,  S.  W. 
Fox,  Ted  Hohm,  H.  L.  Saylor,  Jr.,  J.  H.  Lloyd, 

F.  J.  Tobin,  R.  R.  Giebink,  L.  J.  Pankow,  G.  M. 
Jameson,  A.  K.  Myrabo,  H.  W.  Farrell,  R.  F. 
Hubner,  S.  F.  Sherrill,  J.  J.  Feehan,  W.  E.  Jones, 
E.  T.  Ruud,  G.  Paulson,  E.  P.  Sweet,  and  H.  H. 
Bauer. 

Dr.  McCarthy  read  the  report  of  the  Nominating 
Committee. 

President-Elect — C.  Rodney  Stoltz,  M.D. 

Vice  President — C.  J.  McDonald,  M.D. 

Speaker  of  the  House — Magni  Davidson,  M.D. 
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Councilor — Aberdeen  District — E.  J.  Perry,  M.D. 

Councilor — Watertown  District — J.  J.  Stransky, 
M.D. 

Councilor — Pierre  District — L.  C.  Askwig,  M.D. 

Councilor — Sioux  Falls  District — N.  E.  Wessman, 
M.D. 

Councilor — Yankton  District — T.  H.  Sattler, 

M.D. 

The  Nominating  Committee  recommended  that 
Sioux  Falls  be  the  site  of  the  1961  meeting.  The 
Nominating  Committee  recommended  accepting 
the  invitation  of  the  North  Dakota  State  Medical 
Association  to  hold  a joint  meeting  in  Bismarck, 
N.  D.  in  1962  to  celebrate  the  75th  anniversary 
year  of  the  North  Dakota  State  Medical  Associa- 
tion. 

Dr.  Myrabo  moved  that  nominations  cease  and 
that  a unanimous  ballot  be  cast  for  Dr.  Stoltz,  as 
President-Elect.  Dr.  Johnson  seconded  the  motion 
and  it  was  carried.  Dr.  Sattler  moved  that  a 
unanimous  ballot  be  cast  for  Dr.  McDonald  for 
Vice-President.  Dr.  Myrabo  seconded  the  motion 
and  it  was  carried.  Dr.  Myrabo  moved  that  a 
unanimous  ballot  be  cast  for  Dr.  Davidson  as 
Speaker  of  the  House,  Dr.  Jameson  seconded  the 
motion  and  it  was  carried.  Dr.  Stoltz  moved  that 
a unanimous  ballot  be  cast  for  the  Councilors 
nominated  as  a group.  Dr.  Jones  seconded  the 
motion  and  it  was  carried.  Dr.  Myrabo  moved  that 
Sioux  Falls  be  accepted  as  the  site  of  the  1961 
meeting.  Dr.  Jameson  seconded  the  motion  and  it 
was  carried.  Dr.  Johnson  moved  that  the  South 
Dakota  State  Medical  Association  hold  a joint 
session  with  the  North  Dakota  State  Medical  Asso- 
ciation in  Bismarck  in  1962.  Dr.  Myrabo  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  read  the  minutes  of  the  previous 
meeting.  Dr.  Morrissey  moved  that  the  minutes  be 
approved  as  corrected.  Dr.  Reding  seconded  the 
motion  and  it  was  carried. 

Dr.  Sherrill  read  the  Report  of  the  Reference 
Committee  on  Credentials,  and  moved  the  accept- 
ance of  the  report.  Dr.  Lloyd  seconded  the  motion 
and  it  was  carried. 

Dr.  Feehan  read  the  Report  of  the  Reference 
Committee  on  Reports  of  Officers  and  Councilors 
and  moved  the  adoption  of  the  report.  Dr.  John- 
son seconded  the  motion  and  it  was  carried. 

Dr.  Jones  read  the  report  of  the  Reference  Com- 
mittee on  Resolutions  and  Memorials  and  moved 
the  adoption  of  the  report.  Dr.  Lamport  moved 
that  the  report  be  amended  to  read  the  “Lehr 
Drug,  Mills  Drugs,  and  Beckers  Drugs”  instead  of 
Rapid  City  pharmacists.  Dr.  Peeke  seconded  the 
motion  as  amended  and  it  was  carried. 

Dr.  Rousseau  read  the  report  of  the  Reference 
Committee  on  Standing  Committees.  Dr.  Pankow 
added  a supplementary  report  of  the  Grievance 
Committee.  Dr.  Rousseau  moved  that  the  Reference 
Committee  on  Standing  Committees  meet  im- 
mediately with  Dr.  Pankow  to  arrive  at  recom- 
mendations on  his  supplementary  report.  Dr.  Stoltz 
seconded  the  motion  and  it  was  carried.  Dr.  Stran- 
sky moved  that  the  report  of  the  Committee  on 
Rheumatic  Fever  and  Heart  Disease  be  recon- 
sidered. Dr.  Stoltz  seconded  the  motion  and  it  was 
carried.  A discussion  of  this  report  followed.  Dr. 
Stransky  moved  that  since  it  does  not  reflect  the 
intent  of  the  Committee,  the  sentence  “There- 
fore, we  would  like  very  much  to  have  the  South 
Dakota  State  Medical  Association  grant  permission 
for  this  to  be  used  on  all  rheumatic  fever  patients 
irrespective  of  their  ability  to  pay”  deleted  from 
the  report.  Dr.  Lloyd  seconded  the  motion  and  it 
was  carried.  Dr.  Rousseau  submitted  an  amended 
report  on  the  Reference  Committee  on  Standing 
Committees  that  recommended  that  the  Report  of 
the  Grievance  Committee  be  accepted  with  para- 
graph 59  being  deleted  from  the  report  and  moved 
the  adoption  of  the  amendment  to  the  report.  Dr. 


Buchanan  seconded  the  motion  and  it  was  carried. 
Dr.  Pankow  moved  the  adoption  of  the  report  as  a 
whole.  Dr.  Myrabo  seconded  the  motion  and  it  was 
carried. 

Dr.  Pankow  suggested  that  the  House  of  Dele- 
gates inform  the  Industrial  Commissioner  and  in- 
surance companies  operating  in  the  State  of  South 
Dakota  that  South  Dakota  physicians  have  no  fee 
schedule  for  the  care  of  their  patients  in  general. 
Dr.  Giebink  moved  that  the  House  of  Delegates 
adopt  this  position.  Dr.  Sherrill  seconded  the  mo- 
tion. No  action  taken. 

Dr.  Hubner  read  the  report  of  the  Reference 
Committee  on  Special  Committees  and  Miscellan- 
eous Business  and  moved  its  adoption  as  a whole. 
Dr.  Jameson  seconded  the  motion  and  it  was  car- 
ried. 

Dr.  Morrissey  read  the  report  of  the  Reference 
Committee  on  Special  Reports  of  the  Council,  and 
moved  the  acceptance  of  the  report  as  a whole. 
The  motion  was  seconded  by  Dr.  Johnson  and 
carried. 

Dr.  Davidson  named  Drs.  C.  R.  Stoltz,  E.  J.  Perry 
and  A.  Myrabo  as  the  Committee  on  Constitution 
and  By-laws. 

Dr.  Davidson  administered  the  oath  of  office  to 
President  Dr.  R.  A.  Buchanan.  Dr.  Davidson  then 
presented  the  new  officers  to  the  House  of  Dele- 
gates. 

Dr.  Sattler  moved  that  the  meeting  adjourn. 
Seconded  by  Dr.  Stoltz.  The  meeting  adjourned  at 
3:30  P.  M. 


PRESIDENTIAL  OATH  OF  OFFICE 

I solemnly  swear  that  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Med- 
ical Association  to  the  best  of  my  ability.  I shall 
strive  constantly  to  maintain  the  ethics  of  the 
medical  profession  and  to  promote  the  public 
health  and  welfare.  I shall  dedicate  myself  and  my 
office  to  improving  health  standards  and  to  the 
task  of  bringing  increasingly  improved  medical 
care  to  the  people  of  South  Dakota.  I shall  uphold 
the  Constitution  and  By-laws  of  the  AMA  and  the 
South  Dakota  State  Medical  Association.  I shall 
champion  the  cause  of  freedom  in  medical  prac- 
tice and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability,  so 
help  me  God. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  CREDENTIALS 

The  Committee  checked  the  credentials-  of  all 
delegates  and  found  them  to  be  in  order.  A quorum 
was  present  for  the  meeting  of  the  House  of  Dele- 
gates. Total  registration  for  the  convention  was 
444,  including  203  physicians,  76  quests,  65  ex- 
hibitors, and  100  auxiliary. 

I move  the  adoption  of  this  report. 

Respectfully  submitted, 

S.  F.  Sherrill,  M.D.,  Chr. 

G.  Malcolm  Jameson,  M.D. 

S.  W.  Fox,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORT  OF  OFFICERS  AND  COUNCILORS 
The  Reference  Committe  has  read  these  reports 
and  commends  the  Officers  and  Councilors  for 
their  fine  work.  The  Reference  Committee  recom- 
mends the  acceptance  of  these  reports.  We  note 
that  there  is  no  report  from  the  Councilor  of  the 
11th  District. 

We  move  the  adoption  of  this  report. 

Respectfully  submitted 
J.  J.  Feehan,  M.D.,  Chr. 

H.  H.  Brauer,  M.D. 

J.  A.  Anderson,  M.D. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  Black  Hills  District  Medical 
Society  and  the  Ladies  Auxiliary  members  have 
been  so  thorough  in  making  arrangements  for  the 
success  of  the  combined  meeting  on  our  78th  Anni- 
versary. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  give  its  voice  in  appreciation 
and  thanks  to  the  local  physicians  of  the  Black 
Hills  District  and  their  wives. 

WHEREAS,  the  management  of  the  Sheraton 
Johnson  Hotel  has  been  so  cooperative  in  providing 
facilities  for  the  success  of  the  78th  Anniversary 
meeting  of  the  South  Dakota  State  Medical  Asso- 
ciation, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Sheraton  Johnson  Hotel. 

WHEREAS,  The  Chamber  of  Commerce  has  pro- 
vided excellent  service  in  making  it  possible  for 
the  success  of  the  working  arrangements, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Rapid  City  Chamber  of  Commerce. 

WHEREAS,  the  Rapid  City  Daily  Journal  and 
KOTA  and  KRSD  radio  stations  have  been  most 
cooperative  in  presenting  the  public  news  of  the 
78th  annual  meeting  of  the  South  Dakota  State 
Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Rapid 
City  Daily  Journal  and  radio  stations  KOTA  and 
KRSD. 

WHEREAS,  the  Arrowhead  Country  Club  of 
Rapid  City,  has  provided  facilities  for  the  Stag 
Party,  contributing  much  to  the  success  of  the 
meeting  and  entertainment, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the 
Arrowhead  Country  Club. 

WHEREAS,  the  Lehr  Drug,  Mills  Drugs,  and 
Beckers  Drug  have  contributed  much  to  the  suc- 
cess and  enjoyment  of  the  78th  annual  meeting  of 
the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  those 
pharmacists  of  Rapid  City. 

WHEREAS,  the  A and  F Cafe  has  been  so  co- 
operative in  providing  facilities  for  the  success 
of  the  78th  Anniversary  meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  A and  F Cafe. 

WHEREAS,  the  City  Auditorium  has  been  so 
cooperative  in  providing  facilities  for  the  scientific 
sessions  of  the  78th  annual  meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  City  Auditorium. 

WHEREAS,  the  Montana-Dakota  Utilities  Room 
has  been  so  cooperative  in  providing  facilities  for 
the  scientific  sessions  of  the  South  Dakota  State 
Medical  Association. 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the  Mon- 
tana Dakota  Utilities  Room. 

I move  the  adoption  of  this  report. 

W.  E.  Jones,  M.D.,  Chr. 

C.  L.  Vogele,  M.D. 

B.  F.  King,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  STANDING  COMMITTEES 
Scientific  Work  Committee 
The  Reference  Committee  congratulates  the 
Scientific  Work  Committee  for  the  excellent  pro- 
gress they  have  arranged. 


I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Legislation 

Your  reference  committee  believes  the  medical 
profession  should  be  especially  pleased  with  the 
results  obtained  by  the  Medical  Association  in 
obtaining  the  passage  of  a large  number  of  bills 
they  sponsored  or  supported,  and  aiding  in  the 
defeat  of  bills  which  were  detrimental  to  the 
public  welfare. 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Publications 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Medical  Defense 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Medical  School  Affairs 

Your  reference  committee  congratulates  the 
Medical  School  Affairs  Committee  for  their  con- 
tinuous good  work. 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Medical  Economics 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Neorology 
Your  reference  committee  notes  the  passing  of 
the  physicians  named  in  the  report,  and  recom- 
mends adoption  of  this  portion  of  the  report. 

Committee  on  Public  Health 

Your  Committe  recommends  the  adoption  of  the 
report.  . 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Cancer 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Tuberculosis 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Maternal  and  Child  Welfare 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Diabetes 

Your  Committee  congratulates  the  Committee 
on  Diabetes  for  their  excellent  participation  in 
the  Diabetes  Drive,  and  recommends  adoption 
of  this  report. 

Executive  Committee 

Your  Committee  expresses  appreciation  to  the 
Executive  Committee  for  their  fine  work  during 
the  year,  and  recommends  adoption  of  this  re- 
port. 

Grievance  Committee 

Your  Committee  expresses  appreciation  to  the 
Grievance  Committee  for  their  excellent  work 
during  the  year,  and  strongly  urges  the  adoption 
of  the  recommendations  of  this  report. 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Mental  Health 

I move  the  adoption  of  this  portion  of  the 
report. 

Committee  on  Benevolent  Fund 

Your  Committee  recommends  adoption  of  this 
report. 

Committee  on  Rheumatic  Fever  and  Heart  Disease 
Your  reference  committee  recommends  the 
adoption  of  the  Rheumatic  Fever  and  Heart  Di- 
sease Committee  report. 

I move  the  adoption  of  this  portion  of  the 
report. 

I move  the  adoption  of  the  Report  of  the 
Reference  Committee  on  Reports  of  Standing 
Committees  as  a whole. 

M.  C.  Rousseau,  M.D.,  Chr. 

H.  L.  Saylor,  M.D. 

K.  R.  Burns,  M.D. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Committee  recommends  that  the  Report  of 
the  Radio  Broadcast  Committee  be  accepted  and 
recommends  a more  complete  utilization  of  these 
media  of  communication  for  the  dissemination  of 
accurate  medical  information  and  improved  pub- 
lic relations  by  the  various  districts  of  the  Asso- 
ciation. 

The  Committee  recommends  that  the  report  of 
the  AMEF  Committee  be  accepted,  with  compli- 
ments for  its  continued  and  perserving  efforts. 

The  Committee  recommends  that  the  report  of 
the  Editorial  Committee  be  accepted.  The  Com- 
mittee again  strongly  emphasizes  the  need  for  in- 
creased scientific  contributions  to  the  Journal.  If 
these  articles  are  not  contributed  in  the  near 
future,  we  feel  some  program  for  increased  in- 
centive should  be  investigated. 

The  Committee  recommends  acceptance  of  the 
report  of  the  Medical  Licensure  Committee. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Veterans  Admin- 
istration and  Military  Affairs,  but  would  like  to 
direct  the  attention  of  the  delegates  to  their  ref- 
erence to  Part  II  of  President  Eisenhower’s  policy 
on  veterans’  care.  It  is  our  opinion  that  the  ma- 
jority of  the  physicians  feel  that  care  of  non- 
service connected  disabilities  is  not  entirely  a 
government  responsibility.  It  is  a well  known  fact 
that  this  program  is  much  abused. 

VA  Care  — The  Committee  recommends  that  the 
House  of  Delegates  concur  in  the  recent  action  of 
the  Council  in  refusing  to  sign  the  Letter  of  Agree- 
ment, which  Letter  of  Agreement  would  remove 
the  Association  as  the  intermediary  agent  between 
the  individual  practicing  physician  and  the  Vet- 
erans Administration. 

The  Committee  recommends  the  acceptance  of 
the  Spafford  Memorial  Fund  Committee  report. 

The  Committee  recommends  the  acceptance  of 
the  Report  of  the  Prepayment  and  Insurance  Com- 
mittee. 

The  Committee  recommends  the  acceptance  of 
the  Report  of  the  Committee  on  Rural  Medical 
Service,  and  commends  them  for  their  continued 
active  work  toward  improving  South  Dakota’s 
rural  health. 

The  Committee  recommends  the  acceptance  of 
the  Report  of  the  Nursing  Training  Committee. 
We  note  an  increase  in  the  numbers  of  nursing 
students  participating  in  the  rural  nursing  pro- 
gram and  feel  this  is  undoubtedly  due  to  the  con- 
tinued efforts  of  this  Committee. 

The  Committee  recommends  the  acceptance  of 
the  Report  of  the  Committee  on  Workmen’s  Com- 
pensation. Our  Committee  commends  the  Com- 
mittee on  Workmen’s  Compensation  for  the  ex- 
cellent results  obtained  during  the  recent  legis- 
lative session.  Much  was  accomplished  and  we 
concur  with  the  Report  in  that  further  efforts  for 
the  continued  revision  of  the  Workmen’s  Com- 
pensation law  must  be  made. 

The  Committee  recommends  that  the  Report  of 
the  Committee  on  Clinical  Pathology  be  accepted. 

The  Committee  notes  that  no  report  was  sub- 
mitted by  the  Rehabilitation  Committee. 

The  Committee  also  notes  that  no  report  was 
submitted  by  the  Press-Radio  Code  Committee. 

The  Committee  accepts  the  report  of  the  In- 
digent Care  Committee  and  recommends  that  the 
program  as  outlined,  be  emphasized  during  the 
coming  year. 

The  Committee  recommends  the  acceptance  of 
the  Report  of  the  Committee  on  Civil  Defense. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Improvement  of 
Patient  Care. 

The  Committee  recommends  acceptance  of  the 


report  of  the  Committee  on  School  Health.  We 
would  like  to  call  the  attention  of  all  Society  mem- 
bers to  this  excellent  and  thorough  report.  We 
sincerely  feel  that  the  recommendations  and  reso- 
lutions of  the  School  Health  Committee  be  studied 
by  all  members  and  action  be  taken  at  the  District 
level  so  that  these  recommendations  may  be 
brought  to  the  attention  of  local  authorities. 

The  Committee  recommends  the  approval  of  the 
Report  of  the  Budget  and  Audit  Committee  and 
commends  the  officers  and  administrators  of  the 
Association  for  keeping  a well  managed  and  sol- 
vent organization  may  it  ever  be  so. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Aging. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  the  Hunters  Med- 
ical Meeting  and  recommends  the  continuance  of 
this  program. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  the  Coroners’  Law 
and  emphasizes  the  value  of  the  Committee’s 
recommendations  for  action  to  be  taken  during  the 
1961  legislative  session. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Traffic  Safety. 
We  wish  to  congratulate  the  Committee  on  the  at- 
tainment of  the  worthwhile  goals  at  the  last  legis- 
lative session.  The  long  range  educational  pro- 
gram as  recommended  by  the  report  should  be 
implemented  by  all  districts  during  the  coming 
year. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Committee  on  Medico-legal  Con- 
ference and  recommend  the  continuance  of  the  bi- 
annual Medico-legal  Conference. 

The  Committee  recommends  the  acceptance  of 
the  report  of  the  Liason  Committee  with  the  Phar- 
maceutical Association. 

The  Committee  approves  the  report  of  the 
Special  Committee  appointed  by  the  Council  to 
study  the  Medical  Defense  and  Grievance  Com- 
mittee, to  draw  up  rules  and  regulations  for  these 
committees.  The  Committee  wishes  to  draw  atten- 
tion to  the  suggested  rules  and  regulations  for  a 
Medical  Defense  Committee  of  the  SDSMA.  This 
report  is  known  as  Addendum  #1  and  considers 
the  organization,  duties  and  general  procedure  for 
a Medical  Defense  Committee. 

The  Committee  recommends  the  acceptance  of 
the  suggested  amendment  to  the  By-laws  as  pro- 
posed by  the  above  special  Committee.  Hereafter 
this  will  be  known  as  Section  18  of  Chapter  7 of 
the  constitution  and  By-laws  of  the  S.  D.  Med- 
ical Association. 

The  Committee  recommends  the  approval  of  the 
1959-1960  budget  of  income  and  expenditures  as 
proposed  by  the  Budget  and  Auditing  Committee 
of  the  Council. 

The  Reference  Committee  approves  resolution  #1 
which  is  concerned  with  the  Smathers  Bill  known 
as  S-1979  and  recommends  that  the  resolution  be 
adopted. 

The  Reference  Committee  recommends  that 
resolution  #2  which  deals  with  Social  Security 
coverage  for  physicians  be  rejected.  The  Com- 
mittee feels  that  we  cannot  disregard  the  will  of 
the  majority  of  the  doctors  participating  in  the 
recent  poll  conducted  by  the  South  Dakota  State 
Medical  Association.  We  are  in  general  accord 
with  paragraph  #3  of  this  resolution,  but  cannot 
assume  that  the  above  voters  were  not  also 
cognizant  of  the  apparent  opposing  views. 

The  Committee  moves  the  acceptance  of  this 
Report  as  a whole. 

R.  F.  Hubner,  M.D.,  Chr. 

T.  E.  Mead,  M.D. 

H.  W.  Farrell,  M.D. 
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REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  NOMINATIONS 

The  Nominating  Committee  presents  the  follow- 
ing slate  of  candidates: 

President-Elect — C.  Rodney  Stoltz,  M.D. 
Vice-President — C.  J.  McDonald,  M.D. 

Speaker  of  the  House— Magni  Davidson,  M.D. 
Councilor  from  1st  District — E.  J.  Perry,  M.D. 
Councilor  from  2nd  District — J.  J.  Stransky,  M.D. 
Councilor  from  4th  District — L.  C.  Askwig,  M.D. 
Councilor  from  7th  District — (to  fulfill  the  un- 
expired term  of  Dr.  C.  J.  McDonald) 
N.  E.  Wessman,  M.D. 

Councilor  from  8th  District — T.  H.  Sattler,  M.D. 
Meeting  place  for  1961  convention — Sioux  Falls, 
South  Dakota. 

We  recommend  accepting  the  invitation  from 
the  North  Dakota  State  Medical  Association  to 
hold  a bi-state  meeting  with  them  in  Bismarck, 
North  Dakota  in  1962  to  celebrate  their  75th  anni- 
versary. 

Respectfully  submitted, 

P.  V.  McCarthy,  M.D.,  Chr. 

G.  R.  Bartron,  M.D. 

M.  C.  Tank,  M.D. 

C.  L.  Swanson,  M.D. 

T.  Hohm,  M.D. 

F.  J.  Tobin,  M.D. 

A.  K.  Myrabo,  M.D. 

T.  H.  Sattler,  M.D. 

E.  T.  Ruud,  M.D. 

E.  A.  Johnson,  M.D. 

H.  Lowe,  M.D. 

E.  P.  Sweet,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 

ON  SPECIAL  REPORTS  OF  THE  COUNCIL 

The  Reference  Committee  recommends  to  the 
House  of  Delegates  of  the  South  Dakota  State 
Medical  Association  that  the  House  of  Delegates 
approve  the  building  of  a headquarters  office  in 
Sioux  Falls,  financed  by  the  issuance  of  31/2%  non- 
negotiable,  non-callable  notes  and  amortized  out 
of  rental  and  other  income  over  a perior  of  20 
years.  Recognizing  that  the  Constitution  and  By- 
laws of  the  South  Dakota  State  Medical  Associa- 
tion (Chapter  3,  Section  11)  states  that  the  Coun- 
cil shall  provide  and  maintain  a headquarters, 
such  Council  is  hereby  directed  to  establish  and 
complete  such  building  without  delay. 

It  is  further  recommended  that  the  Executive 
Committee  be  empowered  to  direct  the  immediate 
financing  and  building  plans  as  a Committee  of  the 
Council.  We  move  the  acceptance  of  this  section 
of  the  report. 

The  Reference  Committee  recommends  to  the 
House  of  Delegates  that  the  House  of  Delegates 
recognize  that  the  Constitution  and  By-laws  of  the 
South  Dakota  State  Medical  Association,  last  com- 
pletely redone  in  1949,  and  since  amended  in  years 
1950,  1955,  1956,  and  1957,  now  needs  complete  re- 
study to  incorporate  necessary  changes,  and  that 
the  House  of  Delegates  recommend  the  proposed 
revision  of  the  Constitution  and  By-laws  be  ac- 
cepted as  printed,  referring  the  proposed  revision 
to  an  interim  study  committee. 

The  Reference  Committee  further  recommends 
that  the  House  of  Delegates  instruct  the  Speaker 
of  the  House  to  appoint  a Committee  on  ‘Consti- 
tution and  By-laws’  charging  it  with  the  responsi- 
bility to  thoroughly  study  the  material  presented, 
to  alter  it  if  indicated,  and  to  present  their  finished 
version  in  detail  to  the  Council  in  January  1960, 
and  to  the  House  of  Delegates  at  its  annual  session 
in  1960  for  final  action. 

We  move  the  acceptance  of  this  section  of  the 
report. 

The  Reference  Committee  recommends  to  the 
House  of  Delegates  that  the  Relative  Value  Study 


be  accepted  in  principle,  but  suggests  that  the 
House  of  Delegates  instruct  the  Prepayment  and 
Insurance  Committee  to  make  available  to  the 
membership  a copy  of  the  Relative  Value  Study 
as  it  now  exists,  requesting  that  each  district  and 
each  specialty  organization  review  the  suggested 
unit  value  designations  and  instruct  their  repre- 
sentative on  the  Fee  Advisory  Committee  to  be 
prepared  to  submit  suggested  changes  by  Septem- 
ber 15. 

The  Reference  Committee  further  recommends 
that  the  Prepayment  and  Insurance  Committee  re- 
view the  suggestions  of  the  Fee  Advisory  Com- 
mittee and  submit  to  the  Council  in  January,  1960, 
a final  completed  Relative  Value  Study  based  upon 
the  above  recommendations.  We  move  the  accept- 
ance of  this  section  of  the  report.  We  move  the 
acceptance  of  the  report  as  a whole. 

Respectfully  submitted. 

Special  Reference  Committee  on  Special 
Reports  of  the  Council 
M.  M.  Morrissey,  M.D.,  Chairman 
Robert  Hayes,  M.D. 

Robert  Giebink,  M.D. 


REPORTS  OF  OFFICERS 
AND  COUNCILLORS  AS 
ADOPTED  BY  THE  HOUSE 
OF  DELEGATES 

REPORT  OF  THE  PRESIDENT 

The  year  1958-59  has  been  a busy  year  for  the 
South  Dakota  State  Medical  Association,  for  its’ 
President,  and  particularly  for  its’  headquarters 
staff.  Progress  has  been  made  along  several  im- 
portant pathways,  no  services  have  been  curtailed, 
several  new  services  have  been  added,  and  several 
new  projects  have  been  started. 

Each  legislative  year  presents  the  Association 
with  many  problems.  This  year  items  of  primary 
concern  to  us  were  the  Workmen’s  Compensation 
law,  the  proposed  Indigent  Care  program,  the  pro- 
tection of  certain  survey  records,  and  the  estab- 
lishment of  a Basic  Science  registration  fee.  In 
three  of  those  areas  we  were  successful  in  obtain- 
ing that  which  we  desired.  In  the  fourth,  which 
was  the  Indigent  Care  problem,  no  decisions  were 
concluded  and  it  remains  as  one  of  our  unsolved 
important  problems.  I would  refer  you  to  the 
report  of  the  Executive  Secretary,  Mr.  Foster,  for 
details  concerning  those  programs. 

Our  membership  is  reasonably  well  acquainted 
with  the  services  offered  by  the  Association.  It 
was  my  experience  obtained  while  traveling  to  the 
various  Districts  in  the  State  that  the  majority  of 
men  were  well  satisfied  with  the  quality  and 
quantity  of  service  procedures  accomplished  by 
our  headquarters  group.  Criticisms  were  obtained 
and  where  possible,  steps  taken  to  prevent  further 
similar  criticism. 

The  two  most  important  new  projects  embarked 
upon  during  the  year  were  a relative  value  fee 
study  and  a proposed  State  Medical  Association 
building  to  be  built  in  Sioux  Falls.  Both  of  these 
new  projects  are  detailed  under  the  reports  of  the 
committees  charged  with  their  development. 

Your  President  visited  all  but  three  districts 
during  the  year  and  Dr.  Buchanan  was  able  to 
visit  one  of  those  for  me.  To  the  Mitchell  District 
and  to  the  Yankton  District,  I extend  sincere 
apologies  for  being  unable  to  attend  any  of  their 
meetings.  To  the  other  groups,  I would  again  say 
thank  you  for  your  hospitality.  Many  time  con- 
suming trips  other  than  visits  to  the  various  dis- 
tricts occupied  me  during  the  entire  year.  As  I 
review  my  records,  I find  that  there  was  no  month 
during  the  entire  year  when  less  than  three  days 
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were  occupied  with  State  Medical  Association 
business. 

May  I simply  say,  finally,  that  again  I offer  my 
thanks  to  the  entire  membership  of  the  South 
Dakota  State  Medical  Association  for  their  co- 
operation during  this  past  year  and  for  honoring 
me  with  the  presidency  of  their  efficient  organiza- 
tion. To  Mr.  Foster  and  his  efficient  office  help, 
my  most  sincere  thanks  for  their  patience  and  their 
cooperation. 

Arthur  A.  Lamport,  M.D. 

President 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  PRESIDENT-ELECT 

The  President-Elect  has  attended  all  the  Council 
meetings  and  two  meetings  of  the  Executive  Com- 
mittee. 

He  visited  the  meeting  of  the  Third  District  in 
February  in  place  of  the  President. 

He  attended  the  North  Central  Conference  in 
Minneapolis  in  November  and  the  Clinical  Con- 
ference of  the  AMA  in  Minneapolis  in  December  as 
representative  of  the  State  Association. 

R.  A.  Buchanan,  M.D. 

President-Elect 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  VICE-PRESIDENT 

Your  Vice-President  has  had  little  official  bus- 
iness to  transact  in  his  office  this  year.  However, 
he  did  attend  all  of  the  Council  meetings  and  also 
attended  the  Medico-Legal  conference  held  in 
Huron  in  September.  An  Executive  Committee 
meeting  was  attended  in  April  and  also  one  on 
May  1st. 

C.  Rodney  Stoltz,  M.D. 

Vice-President 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


SOUTH  DAKOTA  STATE  MEDICAL 
A A TinTj 

CONSOLIDATED  STATEMENT  OF 
OPERATIONS 


YEAR  ENDED  APRIL  30.  1959 

Receipts: 

State  dues  $ 30,311.25 

Annual  meeting 

6,123.87 

Miscellaneous  income 

3,265.98 

A.M.A.  dues 

9,375.00 

Medicolegal  conference 

712.30 

Interest  earned 

Fall  Hunters  Medical 

206.84 

Meeting 

6,376.00 

Salary  reimbursements 
Basic  Science  Board 

1,216.62 

Investigation 

Group  life  insurance  pre- 

7,716.69 

miums  from  members 

26,263.75 

Advertising 

39,316.16 

Subscriptions 

1,214.15 

Total  receipts 

Disbursements: 

Salary — Executive 

$132, 

Secretary  $ 

9,600.00 

Salaries — others 

9,945.01 

Depreciation 

Social  Security  tax 

1,489.11 

expense 

326.15 

Legal  and  Audit 

600.00 

Rent 

300.00 

Telephone  and  Telegraph 
Office  and  operating 

1,292.59 

expense 

30,858.69 

Dues  and  subscriptions 
Officers’  travel  and 

1,216.50 

council  meetings 

2,345.30 

Executive  Secretary  — 

travel 

3,939.59 

Annual  meeting  expense 

5,545.13 

Public  Relations 

1,851.87 

A.M.A.  dues  remitted 

9,425.00 

Legislative  expense 

3,746.42 

Medicolegal  expense 

810.79 

Group  life  insurance  pre- 

miums  remitted 

22,749.57 

Basic  Science  Board 

Investigation 

7,644.00 

Falls  Hunters  Medical 

Meeting 

5,744.64 

Postage 

1,341.20 

Ladies  Auxiliary  expense 

527.03 

Taxes,  licenses,  insurance 

and  refunds 

1,056.66 

Donations — Benevolent 

Fund 

400.00 

Donations — S.  D.  U.  Medical 

School  End.  Fund 

100.00 

Donation — University  of 

S.  D.  Blood  Bank 

300.00 

Percentage  of  S.  D. 

Journal  of  Medicine 
net  profit  in  lieu 

of  salaries  4,091.69 


Total  disbursements  127,346.94 


Net  Gain  to  Net  Worth  $ 4,751.67 


REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I have  attended  all  Council 
meetings  during  the  year. 

The  duties  of  my  office  during  the  year  were 
carried  out  with  our  able  and  competent  Execu- 
tive Secretary,  John  C.  Foster,  in  person  or  via 
telephone  and  letters. 

I have  also  served  as  your  representative  on  the 
Inter-Professional  Health  Council  during  the  past 
year.  Many  meetings  were  held  and  from  the  “box 
score”  of  the  past  session  of  the  state  legislature, 
it  did  show  that  this  organization  has  served  a 
useful  purpose. 

A.  P.  Reding,  M.D. 

Secretary-Treasurer 

The  Reference  Committee  recommends  the  acceptance 
of  the  Secretary-Treasurer  report  of  the  statement  of 
operations  of  the  general  fund  of  the  S.  D.  Medical 
Association. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

The  Speaker  attended  all  Council  meetings  dur- 
ing the  year. 

A letter  was  sent  out  to  all  members  of  the 
House  of  Delegates  by  the  Speaker  encouraging 
them  to  attend  the  annual  meeting  in  June  in 
Rapid  City,  and  also  outlining  their  duties  and 
privileges. 

Magni  Davidson,  M.D. 

Speaker  of  the  House 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 
The  fiscal  year  1958-1959  presented  an  unusual 
growth  in  the  activities  of  the  Association  and  its 
executive  office  Medical  Association  personnel  of 
Miss  Phyllis  Sundstrom,  Mrs.  Patty  Butler,  and 
Mrs.  Patricia  Saunders  remained  the  same.  Miss 
Kay  Hanna  left  Blue  Shield  and  Mr.  Richard 
Erickson  was  named  as  assistant  to  the  executive 
director.  Miss  Elly  Tronbak  continued  as  claims 
manager  and  Miss  Doris  Tatge  and  Miss  Kathy 
Hoime  (part  time)  were  added  to  the  staff.  Miss 
Hoime  leaves  at  the  end  of  the  school  year. 
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Public  Relations 

During  the  year  the  executive  secretary  con- 
tinued his  presentations  to  the  public  on  auto 
accidents,  association  management,  mental  health, 
childhood  accidents,  and  other  subjects.  Some- 
what limited  by  the  demands  of  other  programs 
the  executive  secretary  was  able  to  appear  pub- 
licly 51  times  before  4410  persons,  2703  of  these 
people  hearing  the  talk  on  auto  accidents.  In  ad- 
dition, two  TV  appearances  were  made  during 
the  year.  He  continued  to  serve  as  a member  of 
the  American  Medical  Association’s  Advisory 
Committee  on  Public  Relations.  As  usual,  an  ex- 
hibit was  established  at  the  State  Fair  and  num- 
erous news  stories  were  placed  in  South  Dakota 
newspapers. 

Liason  With  Other  Groups 

The  executive-secretary  represented  the  Asso- 
ciation in  dealing  with  other  health  and  allied 
groups.  These  included  the  Medical  Assistants, 
S.  D.  Hospital  and  Home  Association,  S.  D.  Joint 
Commission  for  Improvement  of  the  Care  of  the 
Patient,  Advisory  Committee  to  LPN  Training  Pro- 
gram, Veterans  Administration,  State  Hospital 
Association,  Inter-Professional  Health  Council, 
County  Commissioners  Association,  Medicare, 
Minnehaha  County  Mental  Health  Center,  State 
Traffic  Committee,  Chamber  of  Commerce,  Polio 
Foundation,  and  community  groups,  which  neces- 
sitated attendance  at  33  meetings  during  the  year 
ranging  in  length  from  one  hour  to  four  days. 

Blue  Shield 

During  1957-58,  Blue  Shield  had  a gross  income 
of  approximately  $85,000.00.  In  1958-59  this  had 
grown  to  approximately  $181,000.00.  Inasmuch  as 
the  executive  secreta^  of  the  Association  also 
serves  as  executive  director  of  Blue  Shield,  this 
growth  necessitated  diversion  of  much  of  his  time 
to  Blue  Shield  work.  Attendance  at  Blue  Shield 
meetings  was  held  to  a minimum,  totally  only  six 
for  the  year. 

Council,  House  and  Committees 

Much  of  the  executive  secretary’s  time  is  taken 
up  during  the  year  by  attendance  at  district  so- 
ciety, council  and  committee  meetings.  Attendance 
at  14  district  meetings,  covering  9 of  the  districts 
was  accomplished.  Attendance  at  other  meetings 
totalled  21. 

AMA  and  Regional  Meetings 

The  executive  office  is  the  key  point  of  coopera- 
tion with  the  American  Medical  Association  and 
the  executive  secretary  attends  numerous  meetings 
during  the  AMA  interim  and  annual  sessions.  At- 
tendance and  activity  was  maintained  in  the  North 
Central  Conference  and  other  regional  groups.  A 
total  of  six  meetings  were  attended  during  the 
year. 

The  Journal 

The  executive  secretary  functions  as  business 
manager  of  the  Journal.  During  the  year,  a record 
was  set  for  advertising  income  which  was  up 
$1,546.66  over  the  year  before  for  a total  income 
this  year  of  $41,313.67. 

Original  articles  by  South  Dakota  physicians  still 
appear  to  be  the  most  urgent  need  of  the  Journal. 
The  advertising  income  is  such  that  more  papers 
than  ever  can  be  utilized,  but  less  are  actually 
available. 

Medicare 

From  May  1,  1958  to  October  1,  1958,  Medicare 
boomed  along  like  it  had  the  first  year  in  which 
we  handled  $170,000.00  worth  of  business.  On 
October  1,  curtailment  in  the  program  necessitated 
by  Congressional  action,  solved  the  program  par- 
ticularly during  the  last  three  months.  Total  care 
purchased  by  the  government  amounted  to  $161, 
000.00,  about  $9,000.00  less  than  the  year  before. 
Administrative  costs  rose  from  2.5%  to  2.78%  due 
to  the  reduced  volume. 


VA  Home  Town  Care 

VA  Home  Town  Care  saw  payments  of  around 
$18,000.00  to  South  Dakota  physicians,  an  increase 
of  close  to  $2,000.00  over  the  year  before.  New 
contracts  for  the  year  1959-60  had  not  been  ne- 
gotiated at  the  time  of  the  preparation  of  this 
report. 

Board  of  Examiners 

The  executive  secretary  also  functions  as  the 
executive  secretary  of  the  Board  of  Medical  Ex- 
aminers, maintaining  records,  funds  and  corres- 
pondence for  that  body.  Part  of  these  duties  con- 
sist of  arranging  two  Board  meetings  during  the 
year,  one  in  the  Black  Hills  and  one  in  Sioux  Falls. 

Miscellaneous 

Total  funds  handled  by  the  executive  secretary 
approximated  $526,000.00  during  the  year. 

The  executive  secretary  makes  no  specific 
recommendations  for  activities  during  the  coming 
year,  feeling  that  the  duly  constituted  bodies  of 
the  Association  have  all  pertinent  matters  under 
consideration  or  control. 

Legislation 

1959  was  a legislative  year  in  South  Dakota.  Two 
months  were  spent  by  the  executive  secretary  in 
Pierre  counseling  on  legislative  matters.  He  ap- 
peared at  more  than  thirty  committee  meetings 
and  carried  out  the  usual  legislative  activities.  A 
summary  of  legislative  action  was  published 
earlier  in  the  year. 

John  C.  Foster 
Executive  Secretary 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  DELEGATE  TO  AMA 

Your  AMA  Delegate  and  his  Alternate,  Dr.  A.  P. 
Reding  of  Marion,  attended  both  the  annual  ses- 
sion of  the  AMA,  held  in  San  Francisco  in  June, 
1958,  and  the  scientific  session  or  interim  session 
held  in  Minneapolis  in  December,  1958.  Both  Dr. 
Reding  and  myself  have  broadened  the  field  of 
our  acquaintance  within  the  AMA  House  of  Dele- 
gates during  the  last  year  and  both  have  had  the 
pleasant  experience  of  discovering  that  the  State  of 
South  Dakota  is  well  respected  within  the  AMA. 

Reports  of  the  two  AMA  meetings  mentioned 
have  been  detailed  in  the  South  Dakota  State 
Medical  Association’s  Journal  for  the  months  of 
July,  1958,  and  January,  1959.  Copies  of  those 
two  reports  will  be  made  available  to  the  proper 
Reference  Committee. 

No  further  report  at  this  time  would  do  more 
than  reiterate  information  already  presented  by 
the  printed  report.  Dr.  Reding  and  I will  continue 
to  do  our  very  best  in  representing  the  State  of 
South  Dakota  on  a national  level.  We  both  appre- 
ciate the  cooperation  offered  to  us  by  the  State 
Association  membership,  by  the  Council,  and  by 
our  State  headquarters  office. 

Arthur  A.  Lampert,  M.D. 

AMA  Delegate 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  ALTERNATE  DELEGATE  TO  AMA 

It  was  my  privilege,  as  your  Alternate  Delegate, 
to  attend  the  107th  Annual  Meeting  of  the  Amer- 
ican Medical  Association  in  San  Francisco,  Cali- 
fornia, June  23-27,  1958  with  your  Delegate,  Dr. 
A.  A.  Lampert.  Our  complete  report  of  this  meet- 
ing was  published  in  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy  during  the  past  year.  The 
complete  proceedings  of  the  House  of  Delegates 
were  published  in  the  AMA  Journal.  The  Ref- 
erence Committee  may  obtain  this  report  from  our 
staff  if  it  so  desires. 

Some  significant  events  that  did  occur  at  this 
meeting  were:  (1)  Pigeon-holed  a Texas  resolution 
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calling  on  other  stales  to  return  unsigned  Medicare 
contracts.  Instead  the  AMA  pointed  to  its  earlier 
policy  that  leaves  contract  and  fee  schedule 
negotiations  in  the  hands  of  the  state  societies. 

(2)  Rejected  an  Alabama  resolution  calling  on  the 
AMA  to  take  over  hospital  accreditation  program. 
The  House  of  Delegates  pointed  out  that  board  cer- 
tification should  not  be  the  only  factor  considered 
in  granting  or  extending  of  hospital  privileges. 

(3)  Rejected  Social  Security  for  Doctors.  The  House 
turned  down  six  resolutions  (4  from  New  York 
and  2 from  Connecticut)  for  compulsory  or  vol- 
untary social  security  coverage  for  doctors,  or  for 
an  AMA  poll  of  it’s  membership  on  the  subject. 

Of  the  77  resolutions  and  reports  acted  upon, 
however,  the  question  of  action  against  the  United 
Mine  Worker’s  health  program  generated  the  most 
heated  session  of  the  House  of  Delegates. 

I attended  the  Twelfth  Clinical  Meeting  of  the 
American  Medical  Association  held  in  Minn- 
eapolis, December  2-5,  1958. 

Dr.  Lonnie  A.  Coffin  of  Farmington,  Iowa 
special  personal  friend  of  mine,  was  named  the 
1958  General  Practitioner  of  the  Year  by  the 
House  of  Delegates. 

Action  on  the  highly  controversial  “Third  Party’’ 
Medical  Care  Report,  which  has  taken  almost  three 
and  a half  years  to  prepare,  was  postponed  until 
the  Annual  Meeting  in  Atlantic  City  in  June  1959. 
The  reason  for  this  delayed  action  was  that  copies 
of  the  report  had  not  been  received  in  time  for  a 
study  before  the  House  of  Delegates  met.  It  was 
also  urged  that  each  state  should  have  the  oppor- 
tunity to  read  and  discuss  the  report  and  that  a 
poll  should  be  taken  of  the  states  before  the  An- 
nual Meeting  in  June. 

Other  important  issues  were:  Care  of  Ihe  Aged. 
Osteopathy,  and  Medical  Education  Fund  Raising. 

May  I express  my  appreciation  to  the  S.  D.  State 
Medical  Association  for  allowing  me  to  serve  as 
your  Alternate  Delegate  at  these  two  meetings. 
I wish  to  thank  Dr.  A.  A.  Lampert,  your  Delegate, 
for  his  cooperation  and  help  at  these  meetings. 

A.  P.  Reding,  M.D. 

Alternate  Delegate  to  AMA 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 

REPORT  OF  THE  COUNCIL 

There  were  four  Council  meetings  held  during 
the  year,  three  regular  meetings  and  a special 
meeting  on  April  5,  1959,  for  consideration  of  the 
Commission  on  Medical  Care  Plans  Report  to  the 
AMA. 

During  the  year  the  following  physicians  were 
appointed  to  office  by  the  Council: 

Secretary-Treasurer — A.  P.  Reding,  M.D. 

(3  year  term) 

Chairman  of  the  Council — T.  H.  Sattler,  M.D. 

Editor  of  the  S.  D.  Journal  of  Medicine  and 
Pharmacy — R.  E.  Van  Demark,  M.D. 

The  Council  took  action  to  assess  all  members 
of  the  Association  $25.00  to  finance  prosecutions  of 
illegal  practitioners.  They  also  moved  to  support 
legislation  for  an  annual  renewal  fee  of  Basic 
Science  certificate  holders.  A.  H.  Hoyne,  M.D. 
was  selected  General  Practitioner  of  the  Year  from 
South  Dakota,  and  R.  R.  Fisk,  M.D.,  was  made  an 
Honorary  member  during  the  year. 

The  Council  considered  office  space  for  the  Asso- 
ciation office  and  moved  to  purchase  land  for  a 
future  building  of  the  Association,  and  to  discuss 
this  need  with  local  districts  to  see  if  such  a build- 
ing could  be  built. 

The  minutes  of  all  the  Council  meetings  have 
been  published  in  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy. 

T.  H.  Sattler,  M.D. 

Chairman  of  the  Council 

The  Reference  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  COUNCILOR 
FIRST  DISTRICT 

Membership:  44 
Officers: 

President — G.  H.  Steele,  M.D. 

Vice-President — W.  E.  Gorder,  M.D. 

Secretary-Treasurer — A.  C.  Vogele,  M.D. 
Directors: 

J.  A.  Eckrich,  M.D.— 2 years 

M.  R.  Gelber,  M.D. — 1 year 

E.  J.  Perry,  M.D. — 3 years 
Censors: 

P.  G.  Bunker,  M.D. — 2 years 

M.  E.  Sanders,  M.D. — 1 year 

J.  C.  Rodine,  M.D. — 3 years 
Delegates: 

E.  A.  Rudolph,  M.D. 

R.  K.  Rank,  M.D. 

Alternates: 

A.  C.  Vogele,  M.D. 

G.  H.  Steele,  M.D. 

The  Aberdeen  District  Medical  Society  holds 
monthly  dinner  meetings  on  the  first  Wednesday 
of  each  month  from  September  to  June.  The  fol- 
lowing is  a list  of  the  speakers. 

September:  The  meeting  was  held  at  St.  Lukes 
Hospital  with  A.  C.  Vogele,  M.D.  demon- 
strating cardiac  arrest,  dog  subject. 

October  31 — Annual  fall  hunting  meeting. 

November  1-2 — Scientific  programs  were  given 
by  the  following  members  of  the  Mayo 
Clinic:  James  T.  Priestly,  M.D.;  Herbert  W. 
Schmidt,  M.D.;  John  S.  Welch,  M.D.;  H.  L. 
Williams,  M.D.,  and  Mr.  Ed  Weld. 

December — The  nominating  committee  presented 
their  recommendations  for  the  1959  officers. 

January — At  the  close  of  the  business  meeting, 
P.  V.  McCarthy,  M.D.,  showed  a motion  pic- 
ture entitled  “Care  of  the  Cardiac  in  the 
Home.” 

February — The  program  was  presented  by  Angus 
Bowes,  M.D.,  who  spoke  on  modern  methods 
of  psychiatric  therapy. 

March — H.  W.  Farrell,  M.D.,  of  Sioux  Falls,  was 
the  guest  speaker  and  discussed  diabetes 
mellitus  in  the  juvenile  age  group. 

April — Robert  Bormes,  M.D.,  talked  on  the  Sig- 
nificance of  Rectal  Polyps  in  Carcinoma  of 
the  Rectum. 

May — William  Taylor,  M.D.,  spoke  on  the  Use  of 
the  Artificial  Kidney  in  Acute  and  Chronic 
Renal  Disease. 

P.  V.  McCarthy,  M.D. 

Councilor,  First  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SECOND  DISTRICT 

Membership:  25 

Special  Activities  for  the  Year: 

1.  Cooperation  with  the  schools  in  providing  pre- 
school physical  examinations. 

2.  Again  carried  out  Immunization  Programs  in 
the  city  and  rural  school. 

3.  Conducted  a series  of  four  free  polio  clinics  to 
provide  the  first  two  polio  shots  for  individ- 
uals unable  to  afford  the  immuniations.  A 
total  of  seven  thousand  injections  were  given. 

Review  of  Meetings: 

April  1,  1958:  Program:  “Gastric  Polyposis” 

Dr.  Huppler,  Watertown 
May  6,  1958:  Business  Meeting 
Sept.  2,  1958:  “Indigent  Care” 

John  Foster,  Sioux  Falls 
October  6,  1958:  Business  Meeting 
November  4,  1958:  Business  Meeting 
December  2,  1958:  Election  of  Officers 
President — C.  B.  Brewster,  M.D. 

Vice-Pres. — T.  J.  Wrage,  Jr.,  M.D. 
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Sec.-Treas. — G.  E.  Tracy,  M.D. 

Censor — D.  N.  Fedt,  M.D. 

Delegate — 1 year — G.  R.  Bartron,  M.D. 
Delegate — 2 years — M.  C.  Rousseau,  M.D. 
Alternate  Delegates — D.  N.  Fedt,  M.D.,  and 
D.  K.  Haggar,  M.D. 

January  6,  1959:  “Hemolytic  Disease  of  the  New- 
born” Dr.  Stanage,  Yankton 
February  10,  1959:  Annual  Visitation  by  Dr. 

A.  A.  Lampert,  President,  SDSMA 
March  3,  1959:  Business  Meeting 
This  Society  notes  with  regret  the  death  of  one 
of  its  members,  Myron  Larson,  M.D. 

John  J.  Stransky,  M.D. 

Councilor,  Second  District 
The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
THIRD  DISTRICT 

The  first  meeting  was  held  on  Thursday,  June 
the  12th,  1958  at  the  Brookings  Country  Club.  It 
was  more  or  less  a social  meeting  as  there  was  no 
scientific  paper.  At  the  business  meeting  it  was 
decided  that  the  Third  District  would  participate 
in  the  essay  contest  although  the  State  Association 
had  decided  not  to  sponsor  it  on  a state  level. 

The  second  meeting  of  the  Third  District  Med- 
ical Society  was  held  on  Thursday,  August  the 
14th,  1958,  at  the  Madison  Country  Club.  The 
scientific  meeting  was  by  Dr.  A.  K.  Myrabo  of 
Sioux  Falls  on  “the  importance  of  the  P.B.I.  in  the 
diagnosis  of  thyroid  disease.”  At  the  business  meet- 
ing which  followed,  it  was  decided  to  assess  each 
member  $25.00  for  a fund  to  prosecute  illegal  prac- 
titioners in  accordance  with  the  program  favored 
by  the  Council.  A copy  of  this  resolution  was  to  be 
forwarded  to  all  other  districts.  Dr.  D.  S.  Baugh- 
man of  Madison  was  renominated  as  the  Third 
District’s  choice  as  physician  of  the  year  and  he 
was  recommended  as  the  District’s  candidate  for 
the  State  and  National  Physician’s  Award. 

The  third  meeting  was  held  on  Thursday,  Oct. 
23rd,  1958,  at  Volga,  South  Dakota.  The  scientific 
program  consisted  of  an  illustrated  and  latern 
slide  talk  by  Dr.  K.  A.  Laughren  of  the  Mayo 
Clinic  Staff.  The  subject  was  the  “Surgical  treat- 
ment of  varicose  veins  and  stasis  ulcers.”  A lengthy 
question  and  answer  period  followed.  At  the  reg- 
ular business  meeting,  local  business  of  the  society 
was  accomplished. 

The  fourth  meeting  of  the  Third  District  Medical 
Society  was  held  on  Thursday,  December  11,  1958, 
at  the  Indian  Tea  Room  in  Flandreau,  South  Da- 
kota. There  was  a talk,  with  a question  and  answer 
period  by  Mr.  John  Bjork  who  is  social  counsellor 
and  psychiatric  social  worker  at  the  Indian  School. 
Following  this  there  was  a business  meeting  where 
local  matters  were  taken  up  including  election  of 
officers.  Drs.  Roberts  Turner,  and  Kershner  were 
elected  president,  vice-president,  secretary  and 
treasurer,respectively.  The  delegates  were  Drs. 
Dean  Austin  and  J.  A.  Anderson,  alternates  were 
Drs.  H.  R.  Wold,  J.  A.  Muggly,  and  Donald  Scheller. 
The  censors,  C.  A.  Turner,  R.  L.  Hillan,  and  S. 
Friefeld. 

The  fifth  meeting  of  the  Society  was  held  on 
Thursday,  February  12,  1959,  at  the  Sawnee  Hotel, 
Brookings,  S.  D.  The  scientific  meeting  consisted 
of  a talk  by  Dr.  Richard  Leander,  psychiatrist  of 
Sioux  Falls.  The  subject  was  “Psychiatry  as  a med- 
ical Specialty.”  President  Roberts  next  introduced 
Dr.  Buchanan  who  was  substituting  for  Dr.  Lam- 
pert. At  the  business  meeting  the  main  order  of 
business  was  the  discussion  following  the  report 
on  the  commission  on  medical  care  plans.  As  Dr. 
Dean  C.  Austin  of  Brookings  was  not  present  at 
the  meeting,  a letter  was  read  from  him  giving 
his  interpretations  and  impressions  of  the  plan. 
The  discussion  at  this  meeting  was  very  fiery  and 


it  culminated  in  a motion  that  the  Third  District 
Society  go  on  record  opposing  the  report  on  med- 
ical care  plans  by  the  AMA  and  this  was  unan- 
imously carried. 

The  final  meeting  of  the  Third  District  Medical 
Society  was  on  Thursday,  April  9,  1959,  at  the  City 
Cafe  in  Arlington,  S.  D.  The  scientific  meeting 
consisted  of  an  illustrated  talk  by  Dr.  John  Gregg 
of  Sioux  Falls  on  “Why  Doesn’t  My  Child  Talk.” 
At  the  business  meeting  the  chairman  of  the  essay 
contest  committee  reported  on  the  completion  of 
the  contest  with  the  two  winners  having  been 
awarded  first  and  second  prize.  It  was  also  re- 
ported that  the  State  Council  had  ignored  the 
unanimous  vote  opposing  the  report  on  Medical 
Care  Plans  by  the  AMA  of  the  Third  District 
Medical  Society. 

The  Third  District  has  had  its  typically  good 
year  with  its  also  typically  controversial  and 
heated  business  meetings. 

M.  C.  Tank,  M.D. 

Councilor,  Third  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
FOURTH  DISTRICT 

Membership  in  the  Fourth  District  Medical  So- 
ciety for  the  year  consisted  of  22  paid  up  members, 
two  honorary  members,  two  government  physicians 
(courtesy  members),  and  one  government  physician 
on  the  half  fee  basis. 

One  death  has  occurred  within  our  district.  Dr. 
Eugene  Flynn  having  passed  away  May  2,  1959, 
following  a massive  cerebral  hemorrhage. 

Meetings  were  held  during  the  year,  with  a study 
on  traffic  safety,  a discussion  of  relative  value  fee 
schedules,  and  medical  care  plans. 

The  president  of  the  state  society.  Dr.  A.  A. 
Lampert  of  Rapid  City,  paid  an  official  visit  to 
the  society  in  September,  1958. 

The  officers  for  the  present  year,  elected  in  the 
January  1959  meeting  are:  President — Joseph  C. 
Murphy,  M.D.,  Murdo;  Vice-President  — M.  M. 
Morrissey,  M.D.,  Pierre;  Secretary-Treasurer  — 
J.  T.  Cowan,  M.D.,  Pierre. 

All  meetings  of  the  Council  during  the  year  were 
attended  by  the  Councilor. 

L.  C.  Askwig,  M.D. 

Councilor,  Fourth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
FIFTH  DISTRICT 

The  Huron  District  Medical  Society  held  four 
meetings  during  the  year  1958-1959.  The  first  meet- 
ing was  held  on  October  9,  1958,  at  which  time  our 
state  president.  Dr.  Lampert,  and  our  executive 
secretary,  John  Foster,  visited  us.  A frank  dis- 
cussion was  had  considering  the  prosecution  of 
illegal  practitioners.  A few  other  points  of  in- 
terest were  discussed  by  our  visitors. 

On  October  18  and  19,  the  Huron  District  again 
sponsored  the  local  Pheasant  Seminar.  The  pro- 
gram on  Saturday,  October  18,  1958,  was  as  follows: 

9:00  A.M.  Registration  at  St.  John’s  Hospital 
Auditorium 

9:30  to  Scientific  presentations 
11:00  A.M.  Edmund  Burke,  M.D.,  Mayo  Clinic 
“Nephritis  in  Childhood,  Criteria  for 
Diagnosis  and  Prognosis” 

William  Smith,  M.D.,  Minneapolis 
“Our  Old  Friend,  Pruritis  Ani” 

12:00  Noon  Pheasant  Season  begins 

8:00  P.M.  Football  Game 

Huron  College  vs.  Black  Hills  Teacher 

The  program  on  October  19,  1958,  was  as  follows: 

9:30  to  Raymond  Healty,  M.D.,  North  Miami 
11:00  A.M.  Beach,  Florida 
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“Physical  Medicine  and  Rehabilitation” 
Frederick  Fischer,  M.D.,  Detroit 
“Common  Orthopedic  Problems” 

12:00  Noon  Hunting  Again 
8:00  P.M.  Stag  — Huron  Country  Club 

It  was  felt  that  the  Seminar  was  well  attended. 
The  speakers  presented  very  interesting  papers 
which  led  to  good  discussions  following  the  presen- 
tations. 

The  annual  meeting  was  held  December  11,  1958 
at  which  time  we  met  with  our  local  senators  and 
reperesentatives  of  our  area.  The  problems  con- 
cerning medicine  and  health  were  very  thoroughly 
discussed.  The  views  of  the  doctors  were  explained 
to  the  guests.  The  guests  asked  numerous  ques- 
tions which  were  answered.  It  was  felt  that  such 
a meeting  was  very  informative  and  worthwhile. 

The  March  17,  1959,  meeting  was  held  especially 
to  discuss  the  “Report  of  the  Commission  on  Med- 
ical Care  Plans  of  the  American  Medical  Associa- 
tion.” After  much  discussion  of  the  report,  the 
Councilor  was  instructed  to  accept  parts  of  the 
report,  and  to  make  such  changes  in  other  parts 
of  the  report  as  seemed  advisable  and  to  vote  ac- 
cordingly at  the  meeting  of  the  Council.  Consider- 
able leeway  was  given  to  the  Councilor  in  the 
action  he  might  take  at  the  Council  meeting.  The 
relative  fee  schedule  was  discussed  and  a few 
changes  suggested. 

The  following  officers  were  elected  for  the  com- 
ing year: 

President — Roscoe  Dean,  M.D. 

Vice  President — Clifford  Gryte,  M.D. 

Secretary-Treasurer — Fred  Leigh,  M.D. 

Paul  H.  Hohm,  M.D. 

Councilor,  Firth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SIXTH  DISTRICT 

The  Sixth  District  Medical  Society  has  had  four 
regular  meetings  this  year  and  the  committees  of 
the  District  have  been  extremely  active. 

The  Sixth  District  sponsored  the  South  Dakota 
Hunter’s  meeting  and  this  was  deemed  a success 
with  most  of  those  attending  expressing  their  ap- 
preciation to  the  South  Dakota  State  Medical  Asso- 
ciation for  sponsoring  such  a meeting. 

The  first  meeting  was  September  8,  1958,  at 
which  time  there  was  a discussion  of  the  previous 
meeting  of  the  Council  and  the  House  of  Delegates. 
Dr.  A.  H.  Hoyne’s  name  was  recommended  by  the 
District  to  be  brought  before  the  Council  for  Gen- 
eral Practitioner  of  the  Year.”  A short  discussion 
of  Medicare  was  given  and  Dr.  E.  B.  Morrison  of 
the  Crippled  Children’s  Hospital  of  Sioux  Falls, 
spoke  on  Cerebral  Palsy  and  the  organization  of 
the  School. 

On  November  26,  1958,  a dinner  meeting  was 
held.  John  C.  Foster,  Executive  Secretary,  attended 
this  meeting.  He  gave  a brief  presentation  on  the 
Care  of  Indigents  in  South  Dakota.  Dr.  L.  W. 
Tobin  gave  a report  on  the  Driver’s  Safety  Pro- 
gram and  the  officers  were  elected  for  the  follow- 
ing year.  They  are  as  follows: 

President — R.  G.  Gere,  M.D. 

Vice  President  and  Chairman  of  the  Program 
Committee — W.  S.  Peiper,  M.D. 

Secretary-Treasurer — D.  Weatherill,  M.D. 

Delegates — Harold  Lloyd,  Sr.,  M.D.,  L.  W.  Tobin, 
M.D. 

Alternate  Delegates — D,  Weatherill,  M.D.,  A.  I. 
Portella,  M.D. 

The  program  consisted  of  a talk  on  “The  present 
Medico-Legal  Problem”  given  by  Mr.  Ellsworth 
Evans,  attorney,  from  Sioux  Falls. 

On  February  11,  1959,  the  regular  meeting  of 
the  Sixth  District  was  held.  A report  was  given 
on  pending  legislation  and  a discussion  was  held 


on  the  AMA  report  of  Medical  Service  Plans  and 
Care.  Dr.  Roy  C.  Knowles  spoke  on  the  present 
work  at  the  Mental  Health  Center  at  Sioux  Falls, 
S.  D. 

On  May  13,  1959,  there  was  very  little  regular 
business.  An  excellent  program  was  presented  by 
the  Council  on  Medical  Insurance  which  consisted 
of  three  Insurance  Executives  from  Sioux  Falls. 
There  was  a great  deal  of  discussion  on  coopera- 
tion of  the  Profession  with  private  insurance  com- 
panies in  solving  the  problems  of  the  aged  med- 
ically indigent  and  thereby  defeating  the  Forand 
type  legislation. 

Preston  Brogdon,  M.D. 

Councilor,  Sixth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
SEVENTH  DISTRICT 

The  Seventh  District  Medical  Society  has  125 
members  which  includes  nine  honorary  members, 
two  in  Military  Service,  and  one  on  leave  of 
absence. 

Eight  meetings  were  held  during  the  year,  each 
with  a scientific  program  and  a business  session. 
The  business  of  the  Society  is  discussed  and 
policies  formulated  by  a Board  of  Directors  of  the 
Society.  They  meet  before  the  regular  District 
meeting  and  take  action  on  all  business  and  then 
present  their  decisions  to  the  membership  at  the 
regular  meeting. 

The  officers  of  the  Society  are  as  follows: 
President — C S.  Larson,  M.D. 

Vice  President — Howard  Shreves,  M.D. 

Secretary — A.  K.  Myrabo,  M.D. 

Treasurer — D.  L.  Ensberg,  M.D. 

C.  J.  McDonald,  M.D. 

Councilor,  Seventh  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
EIGHTH  DISTRICT 

The  Yankton  District  Medical  Society  held  its 
first  meeting  of  the  year  on  June  11,  1958.  Dr. 
Gregg  Evans  spoke  on  the  “Inter  Professional 
Health  Council’  and  Dr.  Charles  Mitchell  of  Sioux 
Falls,  spoke  on  “Hemolytic  Disease  of  the  New 
Born.” 

The  second  meeting  was  held  at  Yankton  State 
Hospital  on  September  10,  1958.  Dr.  S.  E.  Ziffren 
of  the  University  of  Iowa  spoke  on  “Surgical 
Problems  of  the  Aged.” 

The  October  meeting  was  held  on  October  22. 
Dr.  Salhoinick  of  the  University  of  Nebraska'  spoke 
on  “Hormonal  Basis  of  Amenorrhea.” 

On  December  3,  Dr.  Lyndon  King,  Jr.,  of  Sioux 
Falls,  spoke  to  the  District  Society  on  “Common 
Dematologic  Problems.” 

The  last  meeting  of  the  year  was  held  on  March 
16,  at  the  Blacksteer  in  Yankton.  It  was  a scientific 
meeting  only  and  other  physicians  in  the  area  were 
invited  to  attend.  Dr.  Edwin  B.  Astwood,  Pro- 
fessor of  Medicine  at  Tufts  Medical  College  spoke 
on  “Medical  Management  of  Thyroid  Disease.”  A 
question  and  answer  period  followed  his  talk. 

Officers  elected  for  this  year  are  as  follows: 

President — A.  C.  Michael,  M.D. 

Vice  President — W.  F.  Stanage,  M.D. 

Secretary — Hugo  Andre,  M.D. 

Treasurer — T.  Price,  M.D. 

T.  H.  Sattler,  M.D. 

Councilor,  Eighth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 

REPORT  OF  THE  COUNCILOR 
NINTH  DISTRICT 

During  the  past  year  the  Ninth  District  Medical 
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Society  has  been  active  in  many  phases  of  public 
relations  and  legislative  activity. 

Our  TV  programs  have  been  cut  down  in  num- 
ber this  year  because  of  difficulty  in  finding  a 
spot  on  the  TV  schedules.  Three  panel  discussions 
were  held  as  follows: 

“Heart  Disease” 

E.  T.  Ruud,  M.D.,  Moderator 
“Rehabilitation” 

N.  R.  Whitney,  M.D.,  Moderator 
“Medical  Education” 

J.  T.  Elston,  M.D.,  Moderator 
Four  films  from  the  AMA  Film  Library  were 
also  televised  at  various  intervals.  The  Society 
and  the  local  JC’s  co-sponsored  a one-shot  polio 
immunization  clinic  at  which  time  580  immuniza- 
tions were  given. 

During  the  year  Dr.  Carl  A.  Soe,  previously  of 
Lead,  and  now  retired  in  California,  Dr.  F.  S. 
Howe,  Deadwood,  and  Dr.  H.  L.  Crane  of  Washing- 
ton, D.  C.,  were  recommended  to  and  accepted  by 
the  State  Society  for  honorary  membership.  Dur- 
ing the  year  loss  of  members  by  death  were  three: 
W.  A.  Dawley,  M.D.,  Rapid  City;  G.  F.  Zarbaugh, 
M.D.  and  W.  M.  Edyvean,  M.D.,  both  of  Dead- 
wood. 

New  officers  of  the  Ninth  District  are  as  follows: 
President — R.  A.  Boyce,  M.D. 

Vice  President — W.  A.  Geib,  M.D. 
Secretary-Treasurer — J.  T.  Elston,  M.D. 

Censor — B.  S.  Clark,  M.D.  — • 3 year  term 
J.  D.  Bailey,  M.D. 

Councilor,  Ninth  District 
The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
TENTH  DISTRICT 

District  meetings  held  at  offices  of  Dr.  R.  J. 
Quinn  and  Dr.  E.  P.  Sweet  in  Burke,  South  Dakota, 
September  23,  1958.  Dr.  Art  Lampert  was  guest  for 
the  evening.  Mass  casualty  care  was  discussed,  and 
plans  were  made  for  a casualty  plan  for  each 
small  hospital  in  the  district.  The  district  also 
voted  unanimously  for  the  assessment  for  the 
rosecution  of  illegal  practitioners.  A short  social 
our  was  enjoyed  later,  and  some  present  felt  that 
medical  fees  would  have  to  be  raised  in  our  Dis- 
trict since  the  president  could  not  make  a natural 
straight  beat  a full  house. 

Dr.  R.  J.  Quinn,  Burke,  South  Dakota,  has  re- 
tired and  moved  to  Sioux  Falls,  where  he  trans- 
ferred to  the  7th  District  Medical  Society.  Our 
District  will  miss  Dr.  Quinn,  and  we  feel  that  the 
7th  District  has  gained  as  excellent  member. 

On  February  24,  1959,  another  meeting  was  held 
at  Rosebud  Community  Hospital  in  Winner,  South 
Dakota.  Election  of  officers  was  held  and  Dr. 
E.  P.  Sweet  of  Burke  was  elected  president.  Dr. 
Lakstigala  of  White  River  was  elected  Secretary- 
Treasurer.  Dr.  Sweet  of  Burke  was  also  elected  as 
Delegate  to  the  1959  State  Association  meeting. 
The  application  of  Dr.  Richard  Lillard,  District  3, 
for  transfer  of  membership  was  accepted.  The 
chief  item  of  business  was  the  report  of  the  Com- 
mission on  Medical  Care  Plans.  The  vote  was 
unanimous  to  reject  the  Commission’s  report  al- 
though it  was  voted  to  commend  the  committee 
for  its  great  effort.  A short  social  hour  followed. 

On  April  23,  1959,  the  meeting  was  held  at  the 
Rosebud  Indian  Hospital,  Rosebud,  South  Dakota. 
This  was  a scientific  meeting  and  four  interesting 
cases  were  presented  for  diagnosis  and  discussion. 
The  members  were  shown  the  Indian  Hospital 
which  is  modern  and  well  staffed.  The  District 
was  pleased  to  note  the  excellence  of  medicine 
practiced  at  the  Reservation  Hospital  in  spite  of 
the  government  red  tape,  and  felt  that  this  ex- 
cellence was  the  effort  of  the  physicians  there. 


Dr.  Harold  Phelps  left  for  residency  in  Radio- 
logy at  Glochner-Penrose  Hospital  in  Colorado 
Springs,  Colo. 

Dr.  Richard  Lillard  of  Madison,  South  Dakota, 
moved  to  Winner,  South  Dakota,  on  April  1,  1959, 
and  is  associated  with  Dr.  R.  H.  Hayes. 

The  problem  of  great  distance  always  plagued 
this  District  and  yet,  in  the  past  year,  more  District 
cooperation  and  enthusiasm  was  noted  than  at  any 
time  in  the  past. 

R.  H.  Hayes,  M.D. 

Councilor,  Tenth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORT  OF  THE  COUNCILOR 
TWELFTH  DISTRICT 

The  Twelfth  District  Medical  Society  held  three 
meetings  the  past  year.  At  the  September  meeting 
Dr.  Lampert,  President  of  the  SDSMA,  addressed 
the  group.  Executive  Secretary,  John  Foster,  also 
spoke  to  the  group. 

At  the  November  meeting.  Dr.  Robert  Nelson 
of  the  Donahoe  Clinic,  Sioux  Falls,  spoke  to  the 
group  on  chest  injuries. 

At  the  March  meeting.  Dr.  Karlins  of  Webster 
gave  an  interesting  discussion  on  metacarpal  frac- 
tures illustrated  b^y  photographs  of  radiographs. 
Election  of  officers  was  held  and  the  old  officers 
were  unanimously  re-elected  as  follows: 

President — W.  C.  Brinkman,  M.D. 

Secretary-Treasurer — D.  A.  Gregory,  M.D. 

Delegate — H.  H.  Brauer,  M.D. 

Alternate  Delegate — P.  D.  Peabody,  M.D. 

At  the  March  meeting  a discussion  was  held 
about  the  $25.00  assessment  to  aid  in  prosecution 
of  violators  of  the  basic  science  law.  It  was  de- 
cided that  the  12th  District  Society  members 
should  not  pay  the  assessment.  A date  has  been 
set  for  the  next  meeting  in  July  to  be  held  at 
Sisseton. 

During  the  year,  the  following  have  been  present 
at  meetings:  Brinkman,  Czajkowskyj,  Brauer,  Batt, 
Karlins,  Johnson,  Peabody,  Zeidaks,  Lovering,  Lie, 
Janavs,  Keller,  Gregory. 

E.  A.  Johnson,  M.D. 

Councilor,  Twelfth  District 

The  Reference  Committee  recommends  acceptance  of 
this  report. 


REPORTS  OF  COMMITTEES 
AS  ADOPTED  BY  THE 
HOUSE  OF  DELEGATES 

REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  Committee  on  Scientific  Work  submits  the 
following  scientific  meeting  for  1959: 

Film  — Recognition  and  Management  of  Res- 
piratory Acidosis 

“Specific  and  Non-Specific  Measures  for  Cardiac 
Decompensation  by  M.  W.  Anderson,  M.D., 
Mayo  Clinic 

“The  Otolaryngologists  Role  in  Respiratory  Di- 
seases” by  J.  B.  Gregg,  M.D.,  Iowa  City,  Iowa 
“Management  of  Asthma:  The  Patients  Respon- 
sibility” by  L.  C.  Prickman,  M.D.,  Mayo  Clinic 
“Crushing  Injuries  of  the  Chest”  by  John  J. 

Feehan,  M.D.,  Rapid  City 
“Selection  of  Cases  for  Cardiac  Surgery”  by 
G.  I.  Blount,  M.D.,  Denver 
“Diagnostic  Procedures  in  Human  Leptospirosis” 
by  Charles  Cox,  Ph.D.,  U.  of  S.  D. 
“Pre-Invasive  Carcinoma  of  the  Cervix”  by 
Elizabeth  Mussey,  M.D.,  Mayo  Clinic 
“Endometrial  Hyperplasia  — Secondary  to  Di- 
minished Liver  Function”  by  Brooks  Ranney, 
M.D.,  Yankton 
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“Hormonal  Therapy  in  Obstetrics  and  Gyne- 
cology by  Leonard  Aaro,  M.D.,  Mayo  Clinic 
“The  Incompetent  Cervix”  by  H.  H.  Theissen, 
M.D.,  Rapid  City 

“The  Stress  Urinary  Incontinence  in  the  Female” 
by  F.  S.  Stahmann,  M.D.,  Sioux  Falls 
“Unrecognized  Foreign  Bodies  in  the  Air  and 
Food  Passages”  by  Paul  Bunker,  M.D.,  Aber- 
deen 

“Eye  Grounds  in  General  Disease”  by  P.  J.  Lein- 
felder,  M.D.,  U.  of  Iowa 

“Carcinoma  of  the  Oro-phaynix”  by  H.  Mason 
Morfit,  M.D.,  Denver 

“Treatment  and  Mistreatment  of  Corneal  Ulcers” 
by  E.  Sterling  Palmerton,  M.D.,  Rapid  City 
Film  — “Pediatric  Anesthesiology” 

“The  Multiple  Handicapped  Child”  by  John  F. 

Leeds,  M.D.,  Hot  Springs 
“The  Allergic  Dermatoses”  by  Donald  C.  Nilsson, 
M.D.,  Omaha 

“Interpretation  of  Cardiac  Murmers  in  Children” 
by  Willis  Stanage,  M.D.,  Yankton 
“Control  of  Staphylococcal  in  New-born  Nur- 
sery” by  N.  R.  Whitney,  M.D.,  Rapid  City 
“The  Management  of  the  Child  with  Bronchial 
Asthma”  by  Donald  C.  Nilsson,  M.D.,  Omaha 
“A  Rational  Approach  to  a School  Health  Pro- 
gram” by  Warren  Anderson,  M.D.,  Sioux  Falls 
“Crash  Injuries,  Spine,  Pelvis  and  Femur,  Im- 
mediate Care”  by  Richard  H.  Jones,  M.D., 
Minneapolis 

“General  and  Operative  Treatment  of  Herniated 
Disc”  by  Frederick  G.  Rosendahl,  M.D.,  Minn- 
eapolis 

“Use  of  Excretory  Urolography  and  Cystography 
in  General  Practice”  by  T.  H.  Sweeter,  M.D., 
Minneapolis 

“Common  Foot  Problems”  by  Richard  H.  Jones, 
M.D., Minneapolis 

“Fractures  in  Children”  by  Frederick  G.  Rosen- 
dahl, M.D.,  Minneapolis 

“The  Present  Status  of  Carcinoma  of  the  Pros- 
tate” by  Reuben  Flocks,  M.D.,  Iowa  City 
“How  Often  is  Fatigue  a Symptom  of  the  Under- 
function of  the  TTryroid?”  by  E.  H.  Rynearson, 
M.D.,  Mayo  Clinic 

“The  Vagaries  of  Chronic  Nervous  Exhaustion” 
by  Howard  R.  Rome,  M.D.,  Mayo  Clinic 
“The  Significance  of  Anemia  in  the  Chronic 
Fatigue  State”  by  John  Elston,  M.D.,  Rapid 
City 

“How  Often  is  Fatigue  a Symptom  of  the  Under- 
function of  the  Glands  of  Internal  Secretion 
Other  Than  Thyroid?”  by  E.  H.  Rynearson, 
M.D.,  Mayo  Clinic 

“Vocational  Maladjustment  and  Chronic  Fatigue 
— Typical  Case  Histories’  by  Leighton  R.  Pal- 
merton, EdD.,  South  Dakota  School  of  Mines 
“Fatigue  as  a Mask  of  Anxiety”  by  Howard  R. 
Rome,  M.D.,  Mayo  Clinic 

Committee  on  Scientific  Work 
A.  A.  Lamport,  M.D.,  Chr. 

R.  A.  Buchanan,  M.D. 

A.  P.  Reding,  M.D. 

C.  R.  Stoltz,  M.D. 

The  Reference  Committee  congratulates  the  Scientific 
Work  Committee  for  the  excellent  program  they  have 
arranged.  IV e move  are  adoption  of  this  portion  of  the 
report. 


REPORT  OF  THE  COMMITTEE 
ON  LEGISLATION 

This  Committee  held  a meeting  at  Huron,  South 
Dakota  on  December  13th.  All  committee  mem- 
bers, except  one,  were  present.  At  that  meeting  all 
legislative  items  of  current  importance  on  the 
state  and  national  level  were  considered.  Follow- 
ing the  meeting  the  recommendations  of  the  Com- 
mittee were  presented  in  a report  to  the  Council 
of  the  South  Dakota  State  Medical  Association  and 


such  report  is  appended  to  this  statement. 

As  a result  of  action  taken  by  this  Committee 
and  the  Association,  a delegation  of  four  traveled 
to  Washington,  D.  C.  for  conference  with  our  two 
senators  and  two  representatives  on  proposed 
health  legislation  before  the  present  Congress.  This 
group  consisted  of  our  president  Dr.  Lampert,  our 
executive  secretary  John  C.  Foster,  and  two  mem- 
bers of  the  Legislative  Committee,  Doctors  Brog- 
don  and  Brown.  At  these  meetings  in  Washington 
on  March  15,  16,  and  17,  individual  conferences 
were  held  with  Senator  Mundt,  Senator  Case, 
Representative  Berry,  and  Representative  Mc- 
Govern. In  addition  two  conferences  were  held 
with  the  staff  of  the  Washington  headquarters  of 
the  American  Medical  Association. 

Among  the  items  considered  in  these  conferences 
were  bills  concerned  with  the  following: 

1.  Keogh  legislation  for  tax  deferment  for  the 
self-employed. 

2.  A proposal  to  provide  health  care  for  the  aged 
as  embodied  in  the  Forand  Bill. 

3.  Federal  employee  health  insurance. 

4.  Liberalization  of  the  definition  of  disability 
for  aid  to  the  disabled. 

5.  The  establishment  of  an  international  research 
fund. 

6.  The  provision  of  Hill-Burton  grants  to  non- 
profit mental  health  centers. 

7.  Provision  of  loan  guarantees  for  the  construc- 
tion of  nursing  homes. 

Your  Committee  believes  that  much  can  be  ac- 
complished by  such  conferences  and  recommends 
that  they  be  continued  by  the  Association  on  an 
annual  or  bi-annual  basis. 

In  addition  to  the  above  a substantial  amount  of 
activity  was  carried  on  by  correspondence  and 
telephone.  This  concerned  liaison  between  the  leg- 
islative activities  of  AMA  and  our  State  Associa- 
tion, as  well  as  between  our  State  Association  and 
its  component  District  Societies. 

This  Committee  cannot  emphasize  too  strongly 
the  need  for  each  member  of  our  Association  to 
become  well  informed  on  proposed  health  legisla- 
tion before  our  national  congress  so  that  he  may 
make  known  his  thinking  in  an  effective  way  to 
our  representatives  in  Washington. 

Report  to  the  Council 

The  Legislative  Committee  of  the  South  Dakota 
State  Medical  Association  met  on  December  13, 
1958,  at  Huron,  South  Dakota,  with  the  following 
members  present:  Drs.  Lewis,  Bunker,  Van  De- 
mark, Swanson,  and  Brown.  Dr.  Ruud  was  absent. 
Karl  Goldsmith,  John  Foster,  and  Phyllis  Sund- 
strom  were  also  present.  The  following  subjects 
were  given  consideration  and  action  taken  on  each 
item  is  noted. 

1.  Licensure  and  Registration  of  Masseurs  and 
Masseuses  — A proposed  bill  was  submitted  to  the 
Association  by  its  sponsors  and  was  given  con- 
sideration. Your  Committee  recommends  that  our 
Association  oppose  enactment  of  this  bill. 

2.  Certification  of  Psychologists  — This  bill  was 
presented  our  Association  by  organization  of  clin- 
ical psychologists  of  the  State  and  would  provide 
for  certification  (in  fact  licensure)  of  psychologists 
by  a State  Board  for  that  purpose.  Your  Com- 
mittee believes  and  recommends  that  the  psy- 
chologists should  form  a Board  of  Certification  for 
their  profession  on  a national  level  and  that  new 
State  legislation  is  not  indicated.  Your  Committee 
also  recommends  that  if  such  a bill  is  introduced 
that  this  Association  actively  oppose  it. 

3.  Revisions  in  the  Law  Covering  Chiropody  and 
Podiatry  — - After  studying  this  bill  your  Com- 
mittee is  opposed  to  the  proposed  changes  in  the 
Chiropody  law  and  recommends  that  any  such  bill, 
if  introduced,  be  opposed  by  this  Association. 

4.  Implied  Consent  Law  — The  intent  of  this 
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Utah  law  has  been  found  desirable  by  the  Traffic 
Safety  Committee  of  our  Association  and  the 
Governor’s  Committee  on  Traffic  Safety  and  it  is 
our  understanding  that  a bill  to  accomplish  this 
purpose  will  be  introduced.  Your  Committee 
recommends  that  the  Assoication  support  this  bill. 

5.  Driver  Qualification  Law  — A list  of  driver 
qualification  requirements  and  other  data  has  been 
developed  by  the  Traffic  Safety  Committee  of  the 
South  Dakota  State  Medical  Association  working 
in  cooperation  with  the  Governor’s  Committee  on 
'Traffic  Safety.  It  is  our  understanding  that  a bill 
will  be  drawn  and  presented  at  the  next  legisla- 
tive session  embodying  these  principles.  Your 
Committee  recommends  that  our  Association  sup- 
port this  bill. 

6.  Workmen’s  Compensation  Law  Revisions  — It 
is  our  understanding  that  the  Workmen’s  Cornpen- 
sation  Committee  has  been  working  on  a bill  to 
accomplish  some  of  the  past  and  preserit  objec- 
tives of  this  Association.  'This  work  is  being  done 
in  cooperation  with  other  groups,  but  at  the  present 
time,  is  not  finished.  It  is  our  understanding  that 
this  bill  will  provide  for  an  extension  of  medical 
and  hospital  benefits  and  the  establishment  of  a 
relative  value  fee  schedule.  The  Committee  recom- 
mends that  this  bill  be  supported  by  the  Associa- 
tion. 

7.  Coroner’s  Law  — Provision  of  the  State’s  At- 
torney Ordering  Autopsies  — On  reviewing  past 
actions,  the  Committee  recognizes  that  the 
Coroner’s  Bill  introduced  by  our  Association  at  the 
last  session  of  the  legislature  met  with  severe  op- 
position because  of  its  complicated  nature.  There 
is  reasonable  liklihood  that  the  same  will  occur 
again.  We  recommend  support  of  any  effort  to 
improve  the  law  and  cooperation  with  the  State 
Bar  Association  in  promulgating  such  legislation. 
The  Committee  further  feels  that  this  Association 
should  work  with  the  Judicial  Council  of  the  legal 
profession  for  further  indicated  improvements  in 
the  law  at  subsequent  legislative  sessions,  and  sug- 
gests that  the  appropriate  committee  of  this  Asso- 
ciation work  with  the  Judicial  Council  of  the  legal 
profesesion  during  the  interim  between  legislative 
sessions. 

8.  Indigent  Care  — Your  Committee  recommends 
support  for  an  appropriation  to  implement  the  en- 
abling legislation  which  was  passed  at  the  legis- 
lative session  two  years  ago. 

9.  Revision  of  the  Basic  Science  Law  to  Provide 
Higher  Fees,  Etc.  — Your  Committee  has  reviewed 
the  action  of  the  Council  on  this  subject  at  its’  May 
meeting  and  agrees  with  its  action.  "The  Committee 
believes  that  the  bill  to  accomplish  this  purpose 
should  be  drawn  and  introduced  by  the  Basic 
Science  Board  and  that  it  should  be  supported  by 
this  Association. 

10.  Increase  in  Monthly  Rate  for  Custodial  Senile 
or  Aged  at  Yankton  State  Hospital  — • Your  Com- 
mittee considered  recommendations  advanced  by 
the  Mental  Health  Committee  of  our  Association  in 
combination  with  the  Professional  Advisory  Com- 
mittee of  the  South  Dakota  Mental  Health  Asso- 
ciation with  regard  to  revision  of  South  Dakota 
laws  relating  to  the  mentally  ill  and  mentally  re- 
tarded. Your  Committee  realizes  that  some  action 
is  indicated  in  this  field,  but  that  no  definite  course 
of  action  has  been  proposed  up  to  this  time.  The 
Committee  believes  that  any  proposed  legislation 
in  this  field  should  be  considered  sympathetically, 
but  this  can  only  be  done  at  a later  date  when  it 
is  finalized. 

11.  Protection  of  Survey  Records,  Etc.  ■ — The 
Committee  has  received  recommendations  from 
the  Ob-Gym  Society  listing  the  desired  contents  of 
such  a bill  to  protect  records.  When  a specific  bill 
in  this  field  is  received  by  the  Committee,  it  will 
be  reviewed  and  recommendation  presented  to  the 
Council. 


COMMITTEE  ON  LEGISLATION 

H.  Russell  Brown,  M.D.,  Chr. 

P.  G.  Bunker,  M.D. 

H.  R.  Lewis,  M.D. 

R.  E.  Van  Demark,  M.D. 

E.  T.  Ruud,  M.D. 

Charles  Swanson,  M.D. 

Your  Reference  Committee  believes  the  medical  pro- 
fession should  be  especially  pleased  ’with  the  results 
obtained  by  the  Medical  Association  in  obtaining  the 
passage  of  a large  number  of  bills  they  sponsored  or  sup- 
ported, and  aiding  in  the  defeat  of  bills  ’which  ’were 
detrimental  to  the  public  ’welfare. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  PUBLICATIONS  COMMITTEE 

During  the  past  fiscal  year  the  South  Dakota 
Journal  of  Medicine  published  1360  pages,  an  in- 
crease of  104  pages  over  the  year  before  and  320 
over  the  year  previous  to  that.  Editorial,  scientific 
and  new  material,  a total  of  589  - V4,  a decrease 
of  0 from  the  year  before.  The  advertising  showed 
an  increase  of  an  additional  121  pages  to  a total  of 
770%  pages. 

Respectfully  submitted, 

THE  PUBLICATIONS  COMMITTEE 
R.  E.  Van  Demark,  M.D.,  Chr. 

T.  H.  Sattler,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  SCHOOL  AFFAIRS 

The  Medical  School  Affairs  Committee  met  Jan- 
uary 17,  1959,  at  Huron,  S.  D. 

Dr.  Saxton  moved  that  the  Committee  recom- 
mend to  the  Council  of  the  South  Dakota  State 
Medical  Association  the  allocation  of  funds  for 
two  medical  student  scholarships  in  the  amount 
of  $100.00  each,  and  also  $50.00  to  help  defray  the 
cost  of  a delegate  to  the  Student  AMA  annual 
meeting.  Seconded  by  Dr.  Price  and  carried. 

Dr.  Hard  gave  the  following  resume  of  Medical 
Association  activities  at  the  University  of  South 
Dakota  Medical  School:  1)  Report  on  last  year’s 
operation;  2)  Legislation:  a)  Budget,  b)  Research 
building  addition. 

Dr.  Jones  moved  that  the  Committee  recom- 
mend to  the  Council  of  the  South  Dakota  State 
Medical  Association  that  the  requested  appro- 
priations for  the  Research  building  addition  be  so 
approved.  Seconded  by  Dr.  Saxton  and  carried. 
c)Body  Bequest  I^aw.  d)  Teacher  Retirement.  Dr. 
Saxton  moved  that  the  Committee  recommend  to 
the  Council  of  the  South  Dakota  State  Medical 
Association  support  of  the  Teacher  Retirement 
legislation.  Seconded  by  Dr.  Jahraus  and  carried; 
3)  Consideration  of  tuitions;  4)  AMEF  Contribu- 
tions; 5)  Heart  Investigatorship;  6)  Committee 
Action. 

Respectfully  submitted, 
COMMITTEE  ON  MEDICAL 
SCHOOL  AFFAIRS 
C.  B.  McVay,  M.D.,  Chr. 

R.  C.  Jahraus,  M.D. 

Ronald  Price,  M.D. 

F.  R.  Williams,  M.D. 

Warren  Jones,  M.D. 

W.  H.  Saxton,  M.D. 

Your  Reference  Committee  congratulates  the  Medical 
School  Affairs  Committee  for  their  continuous  good  ’work. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

The  committee  met  in  Sioux  Falls  on  September 
9,  1958,  and  after  lengthy  discussions,  made  the 
following  recommendations  to  the  Council: 

1.  That  the  committee  investigate  the  operation 
of  other  successful  Medical  Defense  Com- 
mittees. 
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2.  That  the  committee  investigate  the  legal 
aspects  of  an  active  Medical  Defense  Com- 
mittee. 

3.  That  the  committee  continue  its  study  and 
make  a report  to  the  Council  at  the  January 
meeting  with  a proposed  change  in  the  by- 
laws of  the  Association,  if  deemed  advisable. 

The  Chairman  of  the  Medical  Defense  Commit- 
tee met  in  Sioux  Falls  on  December  11,  1958  with 
the  Chairman  of  the  Grievance  Committee,  Dr. 
L.  J.  Pankow,  who  is  also  a member  of  the  Med- 
ical Defense  Committee.  The  Executive  Secretary, 
John  C.  Foster,  and  Ellsworth  Evans,  President 
of  the  South  Dakota  Bar  Association  were  also 
present  at  this  meeting. 

During  this  meeting  our  committee  was  assured 
that  the  Bar  Association  would  cooperate  with  the 
Medical  Association  in  trying  to  obtain  more  com- 
plete information  regarding  malpractice  suits.  The 
executive  office  has  endeavored  to  get  doctors  to 
report  suits  of  malpractice  to  the  Medical  Defense 
Committee,  but  the  response  has  been  poor. 

The  South  Dakota  Insurance  Commissioner  and 
the  insurance  carriers  have  not  given  us  the  in- 
formation desired  to  ascertain  why  the  malprac- 
tice rates  in  South  Dakota  are  much  higher  than 
in  our  neighboring  states.  It  was  the  opinion  of 
the  members  present  at  this  meeting  that  Mr.  Ells- 
worth Evans,  President  of  the  South  Dakota  Bar 
Association,  might  be  able  to  get  information  from 
the  insurance  carriers  that  would  help  us  get  lower 
rates  by  a group  liability  policy. 

The  committee  is  planning  a meeting  in  May. 
Any  further  recommendations  will  be  submitted  at 
the  annual  meeting  in  Rapid  City,  June  20-23. 
Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  DEFENSE 
A.  P.  Reding,  M.D.,  Chr. 

L.  J.  Pankow,  M.D. 

D.  R.  Mabee,  M.D. 

H' c move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Committee  reports  the  following  deceased 
physicians  in  the  State  during  the  past  year: 

M.  W.  Larson,  M.D.,  Watertown,  passed  away 
May  7,  1958. 

Hans  Jacoby,  M.D.,  Huron,  passed  away  May 
14,  1958. 

W.  A.  Dawley,  M.D.,  Rapid  City,  passed  away 
in  June,  1958. 

Maynard  Eggers,  M.D.,  Sioux  Falls,  passed  away 
June  9,  1958. 

H.  M.  Dehli,  M.D.,  Colton,  passed  away  June  25, 
1958. 

E.  A.  Wilkinson,  M.D.,  Highmore,  passed  away 
June  1,  1958. 

J.  F.  Brenckle,  M.D.,  Mellette,  passed  away  in 
June  of  1958. 

C.  F.  Morsman,  M.D.,  Hot  Springs,  passed  away 
September  24,  1958. 

Walter  Van  Demark,  M.D.,  Sioux  Falls,  passed 
away  August  8,  1958. 

E.  A.  Pittenger,  M.D.,  Aberdeen,  passed  away 
September  26,  1958. 

O.  R.  Wright,  M.D.,  Huron,  passed  away  Novem- 
ber 8,  1958. 

Otto  Groebner,  M.D.,  Sioux  Falls,  passed  away 
December  21,  1958. 

F.  F.  Keene,  M.D.,  Wessington  Springs,  passed 
away  in  January  of  1959. 

John  A.  Dillon,  M.D.,  formerly  of  Rapid  City, 
passed  away  November  18,  1958. 

William  Edyvean,  M.D.,  Deadwood,  passed  away 
November  13,  1958. 

G.  F.  Zarbaugh,  M.D.,  Deadwood,  passed  away 
February  27,  1959. 

Respectfully  submitted, 
COMMITTEE  ON  NECROLOGY 


J.  T.  Cowan,  M.D.,  Chr. 

J.  C.  Murphy,  M.D. 

L.  L.  Parke,  M.D. 

Your  Reference  Committee  notes  the  passing  of  the 
physicians  named  in  this  report,  and  recommends  adoption 
of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  CANCER 

Members  of  the  South  Dakota  Medical  Society 
form  the  professional  board  of  the  South  Dakota 
Division  of  the  American  Cancer  Society.  They  are: 
George  F.  McIntosh,  M.D.;  Leroy  C.  Askwig,  M.D.; 
Myron  C.  Tank,  M.D.;  Donald  H.  Breit,  M.D.; 
Bernard  T.  Lenz,  M.D.;  Paul  V.  McCarthy,  M.D. 

The  death  of  Hans  Jacoby,  M.D.  was  a great  loss 
to  the  board.  He  had  served  since  the  organization 
of  the  Society  in  1946.  He  was  always  generous 
with  his  time  and  talents  in  promoting  the  So- 
ciety’s progress. 

One  of  the  chief  aims  of  the  Society  is  educa- 
tional. This  year  three  teaching  nurses  from  the 
state  were  sent  to  the  Advanced  Course  in  Cancer 
Nursing  at  New  York  University  and  the  New 
York  Memorial  Hospital.  It  is  felt  that  this  pro- 
gram has  been  an  exceptional  one  in  bringing 
back  to  South  Dakota  nursing  techniques  which 
have  been  widely  disseminated  through  the  nurs- 
ing profession. 

The  growth  of  the  Papanicolaou  technique 
throughout  the  state  has  been  rapid.  At  present 
this  type  of  work  requires  great  efforts  by  our 
pathologists.  To  aid  in  this  endeavor  the  Cancer 
Society  is  now  supporting  one  trained  technician 
in  a three  month  course  at  the  Mayo  Clinic  as  a 
cytology  Screener.  A second  technician  has  ar- 
ranged to  undertake  this  course  starting  this  fall. 

Frank  J.  Abts,  M.D.  and  Dr.  W.  L.  Hard  repre- 
sented the  Division  at  the  American  Cancer  So- 
ciety’s midwestern  meeting  in  Minneapolis  in 
January,  on  the  role  of  the  physician  and  the 
American  Cancer  Society. 

Three  cancer  registries  were  set  up  this  year, 
making  a total  of  four  in  the  state:  St.  John’s, 
Rapid  City;  St.  Luke’s,  Aberdeen;  Bennett  Mem- 
orial, Rapid  City;  and  Sacred  Heart,  Yankton. 

$61,308.90  was  given  for  research  on  national 
and  state  level  — $3500  of  this  amount  was  di- 
rected to  our  University  Medical  School. 

The  Society  maintains  at  its  offices  in  Watertown 
an  excellent  library  of  films  and  slides  which  are 
available  to  the  medical  profession  of  the  state. 

During  the  year  the  Society  was  able  to  make 
available  to  a limited  number  of  individuals 
monies  from  its  loan  fund  and  suppled  dressings  in 
a number  of  incidents. 

Respectfully  submitted, 
COMMITTEE  ON  CANCER 
P.  V.  McCarthy,  M.D.,  Chr. 

J.  V.  McGreevy,  M.D. 

G.  F.  McIntosh,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  TUBERCULOSIS 

We  are  pleased  to  report  that  the  death  rate 
from  tuberculosis  continues  to  decline.  We  must 
remember,  however,  that  tuberculosis  still  con- 
tinues to  be  one  of  the  major  causes  of  disability 
in  the  United  States,  and  that  it  must  be  thought 
of  in  any  diagnosis.  With  continued  early  diagnosis 
and  adequate  treatment  it  will  be  possible  to  elim- 
inate tuberculosis  as  one  of  the  major  causes  of 
death  and  disability. 

With  the  continued  decrease  in  tuberculosis  we 
feel  that  some  consideration  should  be  directed 
toward  a campaigning  that  will  be  more  reward- 
ing, in  so  far  as  finding  cases  of  tuberculosis  is 
concerned.  We  wish  to  reiterate  our  former  posi- 
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tion  that  the  X-ray  Campaign  should  not  be  aban- 
doned, however  we  wonder  if  more  coverage  will 
not  be  secured  and  if  more  tuberculosis  will  not  be 
detected  if  mass  Tuberculin  testing  in  schools  is 
carried  out. 

X-raying  is  of  no  value  unless  the  original  focus 
of  infection  is  searched  out.  Likewise  Tuberculin 
testing  is  of  no  value  unless  an  adequate  follow 
up  program  is  carried  out.  Once  it  has  been  dem- 
onstrated that  there  is  a focus  of  infection  in  a 
locality,  it  is  the  duty  of  the  Local  Health  Author- 
ities and  the  Public  Health  Department  to  detect 
the  source  of  the  infection  and  assist  with  the 
elimination. 

Respectfully  submitted, 

COMMITTEE  ON  TUBERCULOSIS 
W.  L.  Meyer,  M.D.,  Chr. 

Saul  Friefeld,  M.D. 

R.  J.  Bareis,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

The  Committee  met  twice,  once  in  Huron,  S.  D., 
and  once  in  Sioux  Falls,  to  discuss  the  formation  of 
a policy  for  the  South  Dakota  State  Medical  Asso- 
ciation regarding  it’s  position  relative  to  Public 
Health  agencies.  Opinions  were  sought  from 
various  agencies. 

Allowing  for  flexability  necessai^  to  adjust  to 
local  situations,  we  suggest  the  basic  policy  of  the 
State  Medical  Association  be  that  all  Public  Health 
Agencies,  state,  county,  or  local,  should  limit  their 
activities  to  matters  of  public  sanitation  and  the 
control  of  contagious  diseases. 

The  Committee  feels  that  functions  primarily 
diagnostic  or  therapeutic  do  not  fall  within  the 
realm  of  public  health. 

Respectfully  submitted, 

COMMITTEE  ON  PUBLIC  HEALTH 
N.  E.  Wessman,  M.D.,  Chr. 

A.  K.  Myrabo,  M.D. 

T.  E.  Mead,  M.D. 

Your  Committee  recommends  the  adoption  of  the  report. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  MATERNAL  AND  CHILD  WELFARE 

On  the  basis  of  questionaire  information  the 
Committee  on  Maternal  and  Child  Welfare  made 
a summary  of  obstetric  analysia  and  anesthesia  in 
South  Dakota  which  was  presented  to  the  last 
State  Medical  Association  meeting.  This  summary 
was  published  in  the  Journal  and  reprints  of  the 
publication  have  been  sent  to  all  obstetric  and 
anesthesia  departments  in  every  hospital  in  the 
State  of  South  Dakota. 

Members  of  the  Committee  on  Maternal  and 
Child  Welfare  were  active  in  presenting  to  the 
state  legislature  a bill  to  protect  survey  records 
from  court  use.  This  bill,  which  was  passed  dur- 
ing the  recent  legislature,  makes  it  illegal  to 
subpoena  records  from  study  committees  of  the 
State  Health  Department,  State  Medical  Associa- 
tion, Allied  Medical  Societies,  and  Hospital  Staffs. 

The  Committee  on  Maternal  and  Child  Welfare 
has  recommended  that  the  State  Medical  Associa- 
tion create  a perinatal  mortality  study  committee. 
Respectfully  submitted, 

COMMITTEE  ON  MATERNAL  AND 
CHILD  WELFARE 
Brooks  Ranney,  M.D.,  Chr. 

L.  W.  Tobin,  M.D. 

W.  A.  Anderson,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

The  state  Committee  on  Diabetes  was  active  only 
prior  to  and  during  the  National  Diabetes  Detec- 


tion Week,  November,  1950.  The  district  medical 
societies  were  contacted  to  organize  local  diabetes 
detection  and  education  drives.  Testing  and  pub- 
licity material  was  made  available  to  them  through 
the  American  Diabetes  Association  at  no  cost  to  the 
district  societies.  Unfortunately,  only  three  dis- 
tricts cooperated  in  the  campaign.  Therefore,  we 
would  not  consider  this  an  adequate  statewide 
coverage.  We  would  strongly  suggest  that  the  dis- 
trict societies  become  more  aware  of  the  urgent 
need  for  the  use  of  the  diabetes  detection  services 
that  are  available. 

During  this  week,  12,218  persons  were  tested. 
There  were  101  positive  reactors;  24  of  these  were 
previous  known  diabetics,  leaving  77  new  positive 
reactors. 

From  these  figures,  it  is  quite  evident  that 
there  are  many  undetected  diabetics  in  the  State 
of  South  Dakota  that  should  be  under  physicians 
care.  We  therefore,  strongly  urge  that  the  Coun- 
cil and  Delegates  advise  their  local  organizations 
now  so  that  plans  can  be  made  to  have  active  co- 
operation in  all  districts  this  coming  year. 
Respectfully  submitted, 

COMMITTEE  ON  DIABETES 
E.  W.  Sanderson,  M.D. 

M.  E.  Sanders,  M.D. 

C.  F.  Gryte,  M.D. 

Your  Committee  congratulates  the  Committee  on  Dia- 
betes for  their  excellent  participation  in  the  Diabetes 
Drive,  and  recommends  adoption  of  this  report. 


REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  of  the  South  Dakota 
State  Medical  Association  consists  of  the  President, 
Vice-President,  Secretary-Treasurer,  Speaker  of 
the  House  of  Delegates,  and  Chairman  of  the 
Council. 

Until  early  April  of  1959,  no  specific  problems 
were  referred  to  the  Executive  Committee.  At  that 
time,  the  Executive  Committee  was  given  the  task 
of  obtaining  land  for  a proposed  Medical  Associa- 
tion building  in  Sioux  Falls,  and  also  the  task  of 
developing  a brochure  concerning  the  proposed 
building  which  would  permit  the  House  of  Dele- 
gates at  its  annual  meeting  in  1959  to  either  accept 
the  proposal  or  reject  it.  If  acceptance  occurs, 
plans  which  will  result  in  the  construction  of  such 
a building  will  proceed  at  a rapid  pace  and  it  is 
entirely  feasible  to  believe  the  Association  could 
occupy  new,  adequate,  headquarters  by  early  in 
the  year,  1960. 

The  Association  has  purchased  a lot  with  a 
frontage  of  200  feet  with  a depth  of  140  feet  on 
Lake  Avenue,  just  off  Highway  38A.  The  pro- 
posed building  would  be  of  one  story,  brick  and 
Haydite  block  construction,  housing  nine  private 
offices,  a meeting  room  approximately  35  feet  by 
20  feet,  a lobby  and  reception  area,  two  larger 
offices  for  clerical  personnel,  plus  utility  and  lava- 
tory space.  The  estimated  cost  of  the  building, 
plus  land,  equipped,  would  be  in  the  vicinity  of 
seventy  five  thousand  to  eighty  thousand  dollars. 
The  Executive  Committee  proposes  that  this 
amount  be  secured  by  loans  from  physicians,  to 
be  repaid  with  interest  of  3 ¥2%  over  a period  of 
twenty  years.  Income  from  the  rental  of  space  to 
Blue  Shield,  Board  of  Examiners,  Journal,  Med- 
icare and  the  Association,  plus  additional  health 
organizations  will  be  utilized  to  amorize  the  loans. 
The  building  will  be  so  constructed  that  it  can  be 
extended  to  the  west,  or  a wing  built  directly  to 
the  south. 

In  addition  to  the  major  problem  of  developing 
a plan  for  a proposed  building,  the  Executive  Com- 
mittee has  been  active  in  the  consideration  of  the 
problem  of  developing  a relative  value  fee  study 
and  would  refer  the  interested  individual  to  the 
report  of  the  Blue  Shield  Board.  Further,  the 
Executive  Committe  has  embarked  upon  a study  of 
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the  activities  of  the  entire  Association  headquar- 
ters, attempting  to  make  available  accurate  finan- 
cial information  as  it  exists  today,  and  attempting 
to  present  a plan  by  which  probably  necessary  en- 
largement could  be  handled.  This  latter  study  is 
in  the  process  of  being  developed  and  will  be 
presented  to  the  Council  during  the  year  of  1959 
and  1960  for  their  consideration  and  presentation 
to  the  House  of  Delegates  in  1960. 

Respectfully  submitted, 

THE  EXECUTIVE  COMMITTEE 
A.  A.  Lampert,  M.D.,  Chr. 

R.  A.  Buchanan,  M.D. 

C.  R.  Stoltz,  M.D. 

T.  H.  Sattler,  M.D. 

A.  P.  Reding,  M.D. 

Magni  Davidson,  M.D. 

Your  Committee  expresses  appreciation  to  the  Executive 
Committee  for  their  fine  tvork  during  the  year,  and 
recommends  adoption  of  this  report. 


REPORT  OF  THE  GRIEVANCE  COMMITTEE 

To  the  Officers  and  Members  of  the  South  Da- 
kota State  Medical  Association: 

There  has  been  no  physical  meeting  of  the 
Grievance  Committee  during  the  year,  all  matters 
having  been  handled  by  correspondence  or  by 
explanatory  or  conciliatory  letters  to  the  parties 
concerned. 

Up  to  the  date  of  this  report  there  have  been 
handled  the  following  matters  of  grievance,  each 
of  which  is  briefly  described  and  commented  upon: 

31.  A case  presented  by  a doctor,  who,  following 
an  attempt  to  collect  an  account  against  a woman 
patient,  was  threatened  with  a suit  for  $5,000.00 
for  alleged  improper  conduct  of  a physical  exam- 
ination. The  patient’s  minister  had  also  written 
a letter  to  the  doctor  which  was  accusatory  and 
threatening.  On  the  advice  of  the  Association’s 
attorney,  this  extortion  matter  was  turned  over  to 
the  Medical  Defense  Committee.  It  is  not  known 
what  happended  since  that  time. 

32.  A matter  of  a misunderstanding  between  a 
college  student  and  a physician  who  had  refracted 
him  and  furnished  glasses.  Advice  to  both  parties 
assisted  in  strainghtening  out  the  matter,  in  a 
manner  apparently  satisfactory  to  both  parties. 
The  committee  feels  that  good  public  relations 
were  obtained  in  this  case  that  could  have  made 
an  enemy  of  the  patient,  for  his  lifetime. 

33.  A patient  seen  by  a doctor  under  one  of  the 
State’s  Medical  Care  Programs  filed  a complaint 
against  a group  of  doctors  in  another  city  because 
the  physio-therapist  applied  neck  traction  in  a 
different  manner  than  had  been  done  previously 
by  the  first  doctor.  The  patient  claimed  non- 
benefit and  undue  pain  and  discomfort,  if  not 
permanent  injury  from  the  traction.  Investigation 
revealed  that  the  records  of  the  first  doctor  showed 
a telephonic  order  to  the  therapist  for  the  treat- 
ment she  given.  It  is  believed  that  the  explana- 
tory letter  the  patient  received  from  the  committee 
settled  the  complaint.  Nothing  further  has  been 
heard. 

34.  A doctor  left  his  community,  and  entered 
military  service.  He  turned  all  his  accounts  re- 
ceivable over  to  a collection  agency.  The  patient 
retained  an  attorney  to  resist  payment  on  the  basis 
of  excessive  charges.  Investigation  indicated  that 
the  excess  probably  was  the  amount  of  the  collec- 
tion service  charge  added  to  the  bill  by  the  collec- 
tion agency.  The  committee  advised  the  collection 
agency  and  the  patient  to  meet  and  work  out  a 
settlement  of  the  bill.  Nothing  further  has  been 
heard. 

35.  This  case  was  reported  in  the  South  Dakota 
Medical  Journal,  and  has  received  national  recog- 
nition through  “Medical  Economies.”  A physician 
rendered  his  statement  and  bill  to  an  insurer  for 
the  work  he  had  done  in  a compensation  injury, 


and  the  company  paid  the  bill,  in  the  amount  of 
$425.00,  and  then  discovered  that  the  legal  limit  of 
liability  in  South  Dakota  was  $300.00.  They  asked 
a return  of  the  excess  fee,  which  was  not  done. 
They  wrote  the  Industrial  Commissioner  of  the 
State,  and  finally  agreed  to  abide  by  the  ruling  of 
this  Committee.  We  ruled  that  since  the  fee  was 
not  excessive,  and  had  been  paid  as  proper  by  the 
company,  and  the  injured  had  been  dismissed  with 
no  charge  remaining  against  him,  that  the  com- 
pany was  in  error  to  ask  for  its  return.  The  de- 
cision was  accepted  by  the  company,  but  imder 
mild  protest. 

36  & 7.  The  Industrial  Commissioner  for  South 
Dakota  sent  two  files  of  charges  by  different  doc- 
tors in  one  community  for  care  of  separate  acci- 
dents. This  was  at  the  request  of  the  Insurer,  who 
contended  that  the  fees  were  excessive  per  se,  and 
that  the  charges  were  not  such  as  were  accepted  by 
the  profession  under  the  charges  allowed  by  “Med- 
icare.” The  charges  were  studied,  'and  although 
perhaps  not  such  as  might  be  average  for  the  State, 
were  not  necessarily  excessive.  The  Industrial 
Commissioner  was  informed  that  “Medicare”  pay- 
ments was  not  a measure  of  general  fees  accept- 
able to  the  Doctors  of  the  State,  but  were  suggested 
fees  for  care  of  a specific  limited  type  of  patient, 
and  could  not  be  accepted  by  us  as  a limit  on 
charges  for  other  work.  What  final  action  was 
taken  as  to  payment  by  the  insurance  company  is 
not  known  to  us. 

38.  A doctor  wrote  in  because  of  dissatisfaction 
by  a patient  at  the  charge  made  for  caring  for 
their  minor  child.  A conciliatory  and  explanatory 
letter  from  the  chairman  seems  to  have  ended  this 
difficulty,  for  no  more  has  been  heard  on  the 
matter. 

59.  This  was  a wailing  plea  for  information  as 
to  the  cause  of  a woman’s  22  month  old  daughter 
death.  She  assured  the  committee  that  she  had  no 
intention  of  entering  a suit;  no  desire  to  make 
trouble  for  the  Doctor;  and  no  desire  to  “get 
even”;  she  felt  that  she  had  been  given  a run 
around  as  to  the  cause  of  death,  and  wanted  to 
know.  The  doctor  answered  my  request  for  in- 
formation and  furnished  hospital  records,  but  it  is 
doubted  that  even  he  was  too  certain  of  the  cause 
of  death.  The  chairman  of  the  committee  took  it 
upon  himself  to  analyse  the  symptoms  and  treat- 
ments with  the  failure  of  the  patient  to  respond, 
and  arrived  at  a probable  diagnosis.  This  opinion 
was  written  to  the  Mother,  with  an  explanation 
that  it  was  rny  opinion  only,  and  to  this  date  no 
further  word  has  been  received.  This  is  a recent 
matter,  however,  and  more  could  be  forthcoming 
in  the  future.  The  doctor  had  admitted  that  he 
could  not  be  sure  of  anything  he  told  because  the 
child  was  not  left  in  the  hospital  as  he  had  re- 
quested, but  had  been  home  for  some  time  im- 
mediately prior  to  death.  This  case  emphasises  the 
value  of  retaining  the  best  possible  personal  rela- 
tions between  the  doctor  himself  and  his  patient’s 
family. 

310.  This  was  a gripe,  and  it  cannot  be  called 
anything  else.  She  is  apparently  mad  at  the  world, 
but  especially  at  internists,  fee-splitters,  and  those 
doctors  who  do  not  listen  to  her  story  and  com- 
plaints, as  she  knows,  she  says,  what  is  wrong 
with  her,  but  no  doctors  will  listen  to  her.  The 
general  tone  of  the  letter  was  such  that’ a soothing 
letter  was  written  to  her,  with  a suggestion  that 
there  was  one  specialty  of  medicine,  psychiatry, 
that  the  doctors  DID  listen  to  the  patients,  and 
suggested  that  she  get  a list  of  such  men  in  the 
vicinity  of  her  home,  and  consult  him.  This  too  is 
a recent  complaint,  and  more  may  come  from  it. 

311.  This  is  actually  a complaint  against  a Sioux 
Falls  Hospital,  and  indirectly  against  her  un-named 
doctor.  She  stopped  at  the  hospital  and  wanted 
them  to  treat  her  sinus  or  give  her  something  for 
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the  pain.  The  hospital  called  her  doctor,  and  he 
asked  that  she  come  to  his  office.  She  refused, 
and  felt  that  with  all  the  money  the  public  has 
contributed  to  hospitals,  they  should  do  more  for 
the  public.  She  further  declared  herself  as  from 
henceforth  being  against  aid  to  Hospitals.  A letter 
from  the  chairman  of  the  committee  tried  to  ex- 
plain that  hospitals  are  not  allowed  to  care  for  pa- 
tients without  orders  from  a physician,  and  that 
the  interns  in  a hospital  were  limited  to  doctors 
orders.  This  too  is  a recent  complaint,  and  more 
may  come  from  it. 

The  above  is  a report  of  the  activities  and  the 
handling  of  all  grievances  and  complaints  that 
have  come  to  our  attention  since  the  annual  report 
of  last  year,  up  to  and  including  the  13th  day  of 
April,  1959.  It  is  respectfully  submitted  to  the  of- 
ficers and  members  of  the  South  Dakota  State 
Medical  Association  at  its  annual  assembly  for  the 
year  1959,  by 

THE  GRIEVANCE  COMMITTEE 

L.  J.  Pankow,  M.D.,  Chr. 

D.  A.  Gregory,  M.D. 

A.  W.  Spiry,  M.D. 

D.  S.  Baughman,  M.D. 

A.  P.  Peeke,  M.D. 

The  Reference  Committee  recommends  that  the  report 
of  the  Grievance  Committee  be  accepted  ’with  paragraph 
no.  9 being  deleted  from  the  report  and  move  the  adoption 
of  the  report. 


REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

The  Committee  on  Mental  Health  has  met  three 
times  during  the  last  year  and  has  studied  the 
basic  changes  it  deems  desirable  in  that  portion 
of  Title  30  of  the  code  which  deals  with  the  com- 
mittment and  hospitalization  of  the  mentally  ill. 
Further  study  will  be  made  leading  to  a proposed 
revision  of  Title  30  for  presentation  before  the  next 
legislature.  The  committee  studied  and  endorsed 
the  Interstate  Compact  on  Mental  Health,  which 
was  ratified  by  the  last  legislature. 

The  committee  feels  that  there  should  be  a 
licensing  of  nursing  homes  for  the  care  of  those 
mentally  ill  patients,  mostly  senile  patients,  who 
can  not  profit  by  hospitalization  at  Yankton  State 
Hospital.  There  are  approximately  400  such  pa- 
tients at  Yankton  State  Hospital  now,  who  could 
perhaps  be  benefited  by  returning  to  the  home 
community  if  the  community  has  proper  facilities 
for  their  care.  This  would  free  the  staff  at  Yank- 
ton State  Hospital  to  devote  more  energy  to  the 
treatment  of  those  patients  who  can  benefit  by 
treatment. 

The  committee  feels  that  every  physician  in  the 
State  should  be  concerned  over  meager  salary  ap- 
propriations at  Yankton  State  Hospital,  which  pro- 
vide only  approximately  $3.00  per  day  for  patient 
care.  Such  inadequate  appropriations  can  result 
only  in  sub-standard  treatment  in  spite  of  a ded- 
icated staff. 

Respectfully  submitted, 

THE  MENTAL  HEALTH  COMMITTEE 

E.  S.  Watson  ,M.D.,  Chr. 

George  Smith,  M.D. 

R.  C.  Knowles,  M.D. 

H.  E.  Davidson,  M.D. 

C.  G.  Baker,  M.D. 

R.  E.  Cooper,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 


REPORT  OF  THE  BENEVOLENT 
FUND  COMMITTEE 

The  Benevolent  Fund  was  originally  established 
by  the  Auxiliauy  with  annual  allotments  from  the 
State  Association.  This  was  started  during  the  time 
of  economic  depression  with  the  dire  need  of  some 
physicians.  Better  times  soon  followed,  but  with 
marked  wisdom  the  Fund  has  been  continued  as  a 


bulwark  against  disasters.  After  creating  an  ap- 
preciable amount  of  $5,000.00  it  was  the  opinion 
of  the  Society  that  the  monies  be  used  under  cer- 
tain conditions  for  student  loans,  bearing  interest 
at  term  rates. 

The  money  now  at  hand  in  this  fund,  as  well  as 
an  itemization  of  loans  is  as  follows: 

May  7,  1959 

Government  Bonds  $3,700.00 

Loans  5,500.00 

Cash  1,054.78 


TOTAL  $10,254.78 

One  loan  was  paid  during  the  year,  the  loan  was 
not  due  until  June  of  1960. 

The  Benevolent  Fund  Committee  took  action 
during  the  year  to  assist  a physician  in  financial 
difficulties.  The  Committee  moved  to  temporarily 
assist  this  individual  in  the  amount  of  $50.00  per 
month  for  one  year,  with  the  recommendation  of 
the  District  Councillor  and  approval  of  the  Council. 

The  Committee  strongly  feels  that  this  Fund  is 
very  worthwhile  in  all  its  intent  and  purpose  — 
and  the  use  it  is  now  being  put  to  is  most  credit- 
able. We  strongly  urge  the  Association  to  continue 
its  annual  allotments  and  never  rescind  its  per- 
manency. 

Respectfully  submitted  for  the  fiscal  year  1958- 
1959. 

THE  BENEVOLENT  FUND  COMMITTEE 

Wm.  Donahoe,  M.D.,  Chr. 

J.  C.  Hagin,  M.D. 

F.  C.  Totten,  M.D. 

Your  Committee  recommends  adoption  of  this  report. 


REPORT  OF  THE  COMMITTEE  ON  RHEUMATIC 
FEVER  AND  HEART  DISEASE 

The  program  of  low  cost  penicillin  under  the 
auspices  of  the  South  Dakota  Heart  Association 
and  the  State  Department  of  Public  Health  has 
been  in  affect  for  approximately  nine  months. 
There  have  been  at  the  last  report  sixty-five  par- 
ticipants in  this  program.  All  indications  show 
that  it  has  been  most  successful.  The  only  recom- 
mendation that  the  Committee  has  is  that  it  be 
extended  to  a broader  coverage.  At  the  present 
the  program  has  been  limited  to  the  medical  in- 
digent patient.  At  least  from  our  experience  it  has 
been  shown  that  rheumatic  fever  is  a rare  bird  in 
the  well-to-do  family.  It  usually  picks  the  lower 
income  bracket  and  also  two  or  three  members  of 
one  family,  therefore,  the  financial  hazard  of 
carrying  on  any  extensive  program  is  usually  a 
big  burden.  Being  that  this  is  under  the  control 
of  the  doctors  and  the  doctors  still  have  the  final 
word  and  the  follow  up  on  the  patient.  I see  no 
means  of  harm  or  abuse  of  the  program  as  it  is 
presently  set  up  in  the  State  of  South  Dakota. 

RHEUMATIC  FEVER  & HEART  DISEASE 

COMMITTEE 

Respectfully  submitted, 

J.  W.  Argabrite,  M.D.,  Chr. 

B.  T.  Lenz,  M.D. 

H.  W.  Farrell,  M.D. 

Your  Reference  Committee  recommends  the  adoption  of 
the  Rheumatic  Fever  and  Heart  Disease  Committee  report. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

The  Committee  on  Medical  Economics  has  not 
held  a meeting  during  the  past  year.  The  com- 
mittee has  considered,  by  mail,  several  proposals 
for  group  malpractice  insurance,  but  has  no 
recommendations  to  make  at  the  present  time. 

COMMITTEE  ON  MEDICAL  ECONOMICS 
M.  Davidson,  M.D.,  Chr. 

Abner  Willen,  M.D. 

R.  H.  Hayes,  M.D. 

We  move  the  adoption  of  this  portion  of  the  report. 
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SPECIAL  COMMITTEES 
REPORT  OF  RADIO  BROADCAST 
AND  TELECAST  COMMITTEE 

The  Committee’s  main  function  is  to  assure  the 
wide  spread  and  continuous  use  of  AMA  radio 
transcriptions  by  the  various  radio  stations 
throughout  the  State. 

The  Committee  has  no  meetings  during  the 
year.  However,  Committee  activities  were  co- 
ordinated by  telephone  and  letter.  The  Committee 
objective  is  two-fold:  (1)  to  have  the  radio  trans- 
criptions used  on  a weekly  basis  by  the  stations 
throughout  the  State,  (2)  to  provide  for  the  ad- 
vanced programing  of  these  weekly  transcriptions 
for  a twelve  month  period.  This  objective  has  been 
accomplished  completely  in  some  areas  and  only 
partially  in  others. 

Respectfully  submitted, 

THE  RADIO  BROADCAST  & TELECASTS 

COMMITTEE 

John  J.  Stransky,  M.D.,  Chr. 

R.  A.  Boyce,  M.D. 

F.  D.  Leigh,  M.D. 

Robert  Olson,  M.D. 

J.  C.  Rodine,  M.D. 

S.  B.  Simon,  M.D. 

J.  P.  Steele,  M.D. 

The  Committee  recommends  that  the  Report  of  the 
Radio  Broadcast  Committee  be  accepted  and  recommends 
a more  complete  utilization  of  these  media  of  communica- 
tions for  the  dissemination  of  accurate  medical  in- 
formation and  improved  public  relations  by  the  various 
districts  of  the  Association. 


REPORT  OF  THE  AMEF  COMMITTEE 

Again,  as  in  the  last  few  years,  the  AMEF  Com- 
mittee conducted  a letter  solicitation  type  cam- 
paign as  this  method  has  been  found  to  be  more 
practical  for  our  state.  It  is  with  sincere  thanks 
that  the  committee  wishes  to  express  it’s  appre- 
ciation to  A.  A.  Lampert,  M.D.,  John  C.  Foster, 
Executive  Secretary,  and  Dr.  Walter  L.  Hard, 
Dean  of  the  School  of  Medicine,  for  their  help  in 
formulating  appealing  letters,  which  were  sent  to 
the  doctors  of  South  Dakota  and  the  alumni  of  the 
School  of  Medicine.  The  response  was  satisfactory 
although  less  than  last  year. 

According  to  the  National  Committee’s  report 
there  was  a total  increase  of  $148,000  nationally. 
So  it  is  with  regret  that  your  committee  must  re- 
port that  for  South  Dakota  there  was  a decrease 
of  $2,032  in  contributions  in  1958  compared  to  1957. 
The  total  amount  contributed  by  physicians  in 
South  Dakota  in  1957  was  $8,647.00,  while  the 
final  figure  for  this  year(  1958)  was  $6,615.00.  The 
number  of  contributors  for  1958  was  62  less  than  in 
1957,  when  228  responded  to  the  appeal  to  help 
support  medical  education.  Only  166  made  con- 
tributions this  year. 

The  committee  would  like  to  make  an  earnest 
plea  to  every  doctor  in  the  state  to  make  a special 
effort  to  support  this  important  project  in  1959. 

Respectfully  submitted, 

THE  AMEF  COMMITTEE 

A.  P.  Reding,  M.D.,  Chr. 

B.  F.  King,  M.D. 

O.  J.  Mabee,  M.D. 

H.  L.  Saylor,  M.D. 

S.  F.  Sherrill,  M.D. 

The  Committee  recommends  that  the  report  of  the 
AMEF  Committee  he  accepted,  nvith  compliments  for  its 
continued  and  preserving  efforts. 


REPORT  OF  THE  EDITORIAL  COMMITTEE 

The  Editorial  Committee  regrets  to  report  the 
continued  decrease  in  the  number  of  papers  sub- 
mitted by  the  South  Dakota  physicians;  a propor- 
tionally greater  number  of  papers  being  submitted 
by  out-of-state  physicians.  We  recommend  that 


all  speakers  at  district  meetings  be  contacted  by 
the  secretary’s  of  the  respective  districts  for  a 
copy  of  their  papers  to  be  submitted  to  the  State 
Journal  for  publication. 

Respectfully  submitted, 

THE  EDITORIAL  COMMITTEE 

R.  E.  Van  Demark,  M.D.,  Chr. 

Harold  Lowe,  M.D. 

H.  R.  Wold,  M.D. 

G.  S.  Paulson,  M.D. 

M.  L.  Spain,  M.D. 

T.  W.  Reul,  M.D. 

Mary  Price,  M.D. 

Amos  Mitchell,  M.D. 

The  Committee  recommends  that  the  report  of  the 
Editorial  Committee  be  accepted.  The  Committee  again 
strongly  emphasizes  the  need  for  increased  scientific  con- 
tributions to  the  Journal.  If  these  articles  are  not  con- 
tributed in  the  near  future,  vee  feel  some  program  for 
increased  incentive  should  be  investigated. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  LICENSURE 

The  Board  of  Medical  Examiners  held  their  two 
regular  meetings  during  the  year.  The  August 
meeting  was  held  in  Rapid  City  and  the  January 
meeting  was  held  in  Sioux  Falls. 

Nine  physicians  wrote  the  examinations  in  1958 
and  1959,  and  twenty  six  physicians  were  licensed 
by  reciprocity  in  South  Dakota.  Four  D.  P.  phys- 
icians completed  four  years  of  temporary  licensure 
and  were  granted  full  licensure. 

Dr.  Davidson  attended  the  Federation  of  State 
Medical  Boards  in  Chicago  in  February. 
Respectfully  submitted, 

COMMITTEE  ON  MEDICAL  LICENSURE 
Magni  Davidson,  M.D.,  Chr. 

D.  L.  Kegaries,  M.D. 

C.  E.  Kemper,  M.D. 

The  Committee  recommends  acceptance  of  the  report  of 
the  Medical  Licensure  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  VETERANS  ADMINISTRATION, 
MILITARY  AFFAIRS 

The  Committee  wishes  to  draw  attention  to 
President  Eisenhower’s  policy  on  Veteran’s  Care: 

(1)  “Continuance  of  complete,  high  quality  hos- 
pital care  of  all  veterans  in  need  of  such  care  for 
service-connected  disabilities.  Such  care  will  be 
provided  in  hospitals  of  the  Veterans  Administra- 
tion, other  Federal  hospitals,  and  local  community 
hospitals,  in  the  discretion  of  the  Administrator.” 

(2)  “Continuance,  within  the  capacity  of  the 
125,000  authorized  beds  in  Veterans  Administration 
hospitals,  of  the  care  of  war  veterans  with  non- 
service connected  disabilities,  recognizing  the  basic 
responsibility  lies  with  other  governmental  juris- 
dictions for  providing  hospital  care  for  all  citizens 
who  are  unable  to  defray  the  expense  of  hospital- 
ization.” 

(3)  “Shifting  of  beds  or  hospitals  from  one  type 
of  use  to  another  by  the  Administrator  of  Veterans’ 
Affairs  as  may  be  permitted  by  law  and  advances 
in  medical  treatments.” 

(4)  “With  the  approval  of  the  President  and  sub- 
ject to  the  availability  of  funds,  construction  to 
provide  beds  or  hospitals  for  replacement  and 
modernization  or  to  compensate  for  major  geo- 
graphic shifts  in  veteran  population,  all  within  the 
over-all  total  of  125,000  authorized  laeds. 

The  committee  feels  that  this  is  a great  step  for- 
ward in  dealing  with  the  present  problem. 

The  American  Medical  Association  is  to  be  con- 
gratulated for  its  campaign  and  should  continue 
with  its  publicity.  Negotiations  are  now  under  way 
by  the  Council  on  the  Home  Town  Care  of  Vet- 
erans Plan  for  a contract  for  the  coming  year  with 
the  Veterans  Administration.  We  recommend  con- 
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tinuance  of  our  present  intermediary  contract 
rather  than  by  designated  physicians  or  direct 
agreement  type. 

Respectfully  submitted, 

VETERANS  ADMINISTRATION  & 

MILITARY  AFFAIRS  COMMITTEE 

L.  C.  Askwig,  M.D.,  Chr. 

M.  R.  Gelber,  M.D. 

G.  H.  Steele,  M.D. 

T.  J.  Billion,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Veterans  Administration  and  Mil- 
itary Affairs,  but  nvould  like  to  direct  the  attention  of 
the  delegates  to  their  reference  to  Part  II  of  President 
Eisenhonver’s  policy  on  veterans’  care.  It  is  our  opinion 
that  the  majority  of  the  physicians  feel  that  care  of  non- 
service  connected  disabilities  is  not  entirely  a government 
responsibility.  It  is  a v-'ell  knovon  fact  that  this  program 
is  much  abused. 

VA  Care  — The  Committee  recommends  that  the  House 
of  Delegates  concur  in  the  recent  action  of  the  Council  in 
refusing  to  sign  the  Letter  of  Agreement,  vuhich  Letter  of 
A greement  vuould  remove  the  Association  as  the  intermed- 
iary agent  betvseen  the  individual  practicing  physician 
and  the  Veterans  Administration. 


REPORT  OF  THE  SPAFFORD  MEMORIAL 
FUND 

Clayton  B.  Ofstad,  Beresford,  was  the  recipient 
of  the  Spafford  Memorial  Award  in  June  of  1958. 
This  award  is  given  each  year  to  the  student  who, 
in  the  opinion  of  the  Committee,  has  made  the 
most  satisfactory  progress  in  the  study  of  Latin, 
preferably  Vergil. 

This  Award  was  established  by  the  South  Dakota 
Medical  Association  and  other  friends  of  Dr.  Spaf- 
ford in  recognition  of  his  many  years  of  service  as 
a member  of  the  State  Board  of  Regents  of  Edu- 
cation and  especially  of  his  interest  in  the  study 
of  the  ancient  classics. 

Respectfully  submitted, 

SPAFFORD  MEMORIAL  FUND  COMMITTEE 

T.  E.  Eyres,  M.D.,  Chr. 

The  Committee  recommends  the  acceptance  of  the 
Spafford  Memorial  Fund  Committee. 


REPORT  OF  THE  PREPAYMENT  & INSURANCE 
PLANS  COMMITTEE 

There  was  no  action  taken  by  this  Committee 
during  the  year  for  this  report.  However,  this  Com- 
mittee is  also  the  medical  portion  of  the  Blue 
Shield  Board  of  Directors,  and  they  met  three 
times  during  the  year. 

Blue  Shield  reports  are  separate  from  this  Com- 
mittee and  may  be  found  in  the  Blue  Shield  An- 
nual Report. 

Respectfully  submitted, 

PREPAYMENT  AND  INSURANCE  PLANS 

COMMITTEE 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

Paul  Hohm,  M.D. 

E.  A.  Johnson,  M.D. 

A.  A.  Lamport,  M.D. 

Roscoe  Dean,  M.D. 

Robert  Monk,  M.D.  (moved) 

The  Committee  recommends  the  acceptance  of  the  Re- 
port of  the  Prepayment  and  Insurance  Plans  Committee. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 
This  year  is  the  14th  year  since  the  establishment 
of  this  Committee.  This  year  the  National  Rural 
Health  Conference  was  held  in  Wichita,  Kansas. 
The  slogan  for  this  meeting  was  “New  Horizons 
in  Medicine.” 

I might  mention  here,  that  this  time  of  the  year 
we  are  always  plagued  with  bad  weather,  and  this 
time  we  had  a very  severe  blizzard  for  Kansas 
and  Nebraska  that  cut  down  on  the  attendance 


the  first  day,  but  the  total  attendance  was  some- 
where around  1000  for  the  three  days  that  we  were 
there.  Some  of  the  main  points  discussed  there 
were  (1)  Why  the  high  costs  of  hospital  care,  (2) 
Why  insurance  costs  are  going  up,  (3)  Why  are 
Medical  drugs  so  expensive,  (4)  an  excellent 
presentation  by  Mrs.  Anderson,  a doctor’s  wife, 
who  told  about  herself  and  her  husband,  and  his 
friend  and  his  wife,  who  started  up  a clinic  in  a 
small  town  which  had  no  doctor  or  clinic,  and  some 
of  her  experiences  and  reactions  of  a city  girl 
who  had  gone  out  as  a doctor’s  wife  to  a rural 
community.  This  was  very  interesting  and  very 
informative.  I think  that  if  more  young  doctors 
and  their  wives  could  have  heard  this  talk,  it 
would  have  spelled  the  difference  between  trying 
to  specialize  and  break  into  a large  community 
or  starting  right  out  in  general  practice  and  mak- 
ing themselves  generally  useful  and  having  a very 
profitable,  happy  time  doing  this.  A very  excel- 
lent presentation  was  given  in  regard  to  animal 
diseases,  and  how  they  are  transmissable  from 
domestic  and  wild  animals.  An  excellent  talk 
was  given  in  regard  to  dental  care  and  the  use  of 
flourides  in  water  for  the  young  growing  children 
and  the  protection  of  their  teeth. 

At  this  meeting  more  than  at  any  other,  the 
matter  of  mental  health  was  stressed.  I was  asked 
to  give  a paper  on  Mental  Health  in  Rural  Practice, 
in  which  I tried  to  present  a picture  of  South 
Dakota  and  its  Rural  Health  Program,  its  problems 
and  some  of  its  successes,  and  the  goals  which  are 
trying  to  be  achieved.  This  year  we  did  not  put 
on  any  special  program  in  the  state  for  Rural 
Health  Work. 

I want  to  take  this  opportunity  to  thank  the 
South  Dakota  Medical  Association  for  giving  me 
this  opportunity  to  work  in  this  capacity. 
Respectfully  submitted, 

RURAL  MEDICAL  SERVICE  COMMITTEE 
A.  P.  Peeke,  M.D.,  Chr. 

E.  F.  Kalda,  M.D. 

G.  J.  Bloemendaal,  M.D. 

The  Committee  recommends  the  acceptance  of  the 
Report  of  the  Committee  on  Rural  Medical  Service,  and 
commends  them  for  their  continued  active  voork  toveard 
improving  South  Dakota’s  rural  health. 


REPORT  OF  THE  NURSING 
TRAINING  COMMITTEE 

This  program  is  progressing  very  nicely.  Sev- 
eral students,  upon  graduation,  have  worked  or  are 
working  in  our  rural  hospitals  in  the  State.  We 
feel  that  the  program  is  worthwhile  to  the  schools 
and  to  the  small  hospitals.  Several  other  hospitals 
have  asked  about  receiving  students  but  at  present 
the  hospitals  now  receiving  students  can  handle  all 
the  students  assigned  to  the  program. 

During  the  year  1958  the  following  schools  of 
Nursing  participated  in  the  program. 

students 


Presentation  School — Sioux  Falls  43 

Presentation  School — Aberdeen  21 

Sacred  Heart — Yankton  13 

Augustana  College — Sioux  Falls  9 

South  Dakota  State  College — Brookings  8 
Sioux  Valley — Sioux  Falls  2 

Total  96 

Rural  Hospitals  Receiving  Students 

Number  of  students  having 
Rural  Nursing  in  Hospital 
Community  Bailey — Chamberlain  32 

Memorial  Hospital — Gettysburg  32 

St.  Michael’s  Hospital — Tyndall  17 

Hand  County  Memorial  Hospital — Miller  6 
Indian  Hospital — Rosebud  4 
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Indian  Hospital — Sisseton  3 

John  Bums  Memorial  Hospital — Belle 

Fourche  2 

Total  96 

Respectfully  submitted, 

NURSING  TRAINING  COMMITTEE 
J.  A.  Muggly,  M.D.,  Chr. 

C.  L.  Vogele,  M.D. 

D.  J.  Buchanan,  M.D. 

The  Committee  recommends  the  acceptance  of  the  Re- 
port of  the  Nursing  Training  Committee.  We  note  an 
increase  in  the  numbers  of  nursing  students  participating 
in  the  rural  nursing  program  and  feel  this  is  undoubtedly 
due  to  the  continued  efforts  of  this  Committee. 


REPORT  OF  THE  WORKMEN'S 
COMPENSATION  COMMITTEE 

The  Committee  moved  into  high  gear  preceding 
the  Legislative  Session,  and  in  December  of  1958, 
met  at  the  offices  of  the  South  Dakota  Medical 
Association,  with  Drs.  H.  R.  Lewis,  George  Smith 
and  R.  Giebink,  being  present.  Also,  Dr.  A.  A. 
Lamport,  the  State  President,  and  John  Foster, 
Executive  Secretary,  met  with  the  Committee. 
Following  this  meeting,  a joint  meeting  was  held 
with  representative  members  of  the  Greater  South 
Dakota  Association,  and  with  representation  of 
the  Workmen’s  Compensation  Insurance  Carriers. 
At  this  meeting,  the  advisability  of  changes  in  the 
Workmen’s  Compensation  Law  was  discussed  from 
various  angles  and  tentative  arrangements  were 
made  for  a second  meeting  to  be  held  at  Pierre 
during  the  Legislative  Session.  Before  this  time, 
the  Executive  Secretary  was  instructed  to  obtain 
information  as  to  the  additional  cost  to  the  em- 
ployer that  proposed  changes  in  the  Compensation 
Law  would  involve.  It  was  pointed  out  that 
South  Dakota,  among  fifty-six  different  Work- 
men’s Compensation  areas,  was  the  lowest  in  hos- 
pital and  medical  payments  and  in  many  other 
respects  also  trailed  the  field. 

The  next  meeting  was  held  at  Pierre  in  Feb- 
raury,  1959.  This  meeting  was  held  with  represen- 
tatives of  the  Greater  South  Dakota  Association, 
who  in  general,  represent  the  employers  of  the 
State.  The  insurance  group  was  also  invited.  They 
were  not  present.  However,  there  were  several 
members  of  the  State  Hospital  Association  present. 
Previous  to  this  meeting,  it  was  decided  by  the 
Committee  that  although  complete  medical  cov- 
erage was  recommended  by  the  Association,  that 
this  high  goal  is  impossible  to  realize  at  the  present 
Legislative  Session,  and  a compromise  proposal, 
patterned  after  Iowa’s  Compensation  Laws,  was 
felt  to  be  a good  target  to  shoot  for.  The  major 
features  of  the  Iowa  law,  which  the  Committee 
felt  desirable,  was  a $500.00  maximum  surgical 
and  a $1,000.00  maximum  hospital  coverage  with 
an  additional  $1,000.00  which  could  be  used  at  the 
discretion  of  the  Commissioner  of  Insurance,  either 
for  additional  hospital  or  medical  coverage  or  both. 
Another  desirable  feature  of  the  Iowa  law  was  that 
payment  for  special  nurses  was  to  be  covered  re- 
gardless of  the  medical-hospital  limits. 

After  much  discussion  and  argument,  the 
Greater  South  Dakota  Association  met  separately 
and  later  informed  the  Committee  they  would  be 
willing  to  go  along  with  a change  in  the  medical- 
hospital  coverage  which  would  maintain  the  pres- 
ent limits,  but  add  an  additional  $1,000.00  coverage 
to  be  used  at  the  discretion  of  the  State  Insurance 
Commissioner,  either  for  additional  hospital  or 
medical  coverage  or  be  divided  between  the  two, 
depending  upon  the  situation.  It  was  the  feeling 
of  the  Committee  that  this  was  a reasonable  offer 
inasmuch  as  it  is  the  first  commitment  that  we 
have  ever  obtained  from  the  employers  group. 

It  was  also  agreed  by  the  Committee  that  during 


the  present  Legislative  Session,  the  State  Associa- 
tion should  sponsor,  if  necessary,  a bill  providing 
for  the  recommended  changes  in  the  Workmen’s 
Compensation  Law  instead  of  endorsing  other  bills 
that  were  introduced,  for  example,  by  the  labor 
group. 

Eventually,  the  bill  that  was  passed  by  the  Leg- 
islature was  essentially  the  same  as  the  agreement 
reached  at  the  meeting  with  the  employers  group 
and  was  thought  by  the  members  of  the  Committee 
to  be  a good  initial  step  in  obtaining  improve- 
ment in  the  inadequate  Workmen’s  Compensation 
Law.  There  are  many  other  changes  which  are 
needed,  but  we  feel  that  additional  study  by  the 
Association  and  by  the  Committee  will  be  neces- 
sary. Perhaps,  one  of  the  first  such  changes  would 
be  the  provision  for  unlimited  coverage  for  special 
nurses  and  ambulance  expense  necessary  in  the 
treatment  of  compensation  cases.  Another  pro- 
posal which  has  been  made  is  that  a simplified 
book  of  instructions  and  information  regarding 
the  operation  of  the  Workmen’s  Compensation 
Law  could  be  printed  and  made  available  to  doc- 
tors, employers,  and  employees,  inasmuch  as  very 
few  if  any  of  the  three  groups  mentioned  are 
very  familiar  with  the  contents  and  operation  of 
the  Compensation  Laws. 

Although  complete  medical  and  hospital  cover- 
age is  desirable,  reaching  this  goal  is  going  to  be 
a slow  procedure  and  I am  afraid,  will  have  to  be 
accomplished  in  short  steps. 

The  uniform  fee  schedule  was  discussed  in  the 
various  meetings  by  the  Committee  members. 
However,  it  is  felt  that,  if  possible,  we  should  not 
have  a compulsory  fee  schedule,  and  that  should 
we  have  a fee  schedule,  it  should  be  used  only  as  a 
reference  schedule  to  be  used  in  settling  disagree- 
ments as  to  charges  for  services.  Such  a relative 
value  fee  schedule  which  is  being  worked  on  now 
would  be  applicable  for  use  in  relation  to  the 
Workmen’s  Compensation  fee  problems. 

Any  suggestions  by  members  of  the  Association 
or  advice  would  be  appreciated. 

Respectfully  submitted, 
WORKMENS  COMPENSATION 
COMMITTEE 
R.  R.  Giebink,  M.D.,  Chr. 

H.  R.  Lewis,  M.D. 

The  Committee  recommends  the  acceptance  of  the  Re- 
port of  the  Committee  on  Workmen’s  Compensation.  Our 
Committee  commends  the  Committee  on  Workmen’s  Com- 
pensation for  the  excellent  results  obtained  during  the 
recent  legislative  session.  Much  nvas  accomplished  and  vse 
concur  voith  the  Report  in  that  further  efforts  for  the  con- 
tinued revision  of  the  W orkmen’s  Compensation  lavs  must 
be  made. 


REPORT  OF  THE  CLINICAL  PATHOLOGY 
COMMITTEE 

During  the  Fall  of  1958  a workshop  on  Pro- 
thrombin Determination  and  Coagulation  Mechan- 
ism was  conducted  by  Dr.  Charles  Mitchell  in  co- 
operation with  the  University  of  South  Dakota 
School  of  Medicine.  These  workshops  continued  to 
elect  the  interest  of  Medical  Technicians  and 
Technologists  in  the  State  and  result  in  improved 
laboratory  techniques  for  the  patient’s  benefit. 

Tentative  plans  have  been  made  to  conduct  a 
workshop  on  Glucose  Determination  in  the  Fall  of 
1959  conducted  by  Dr.  Leonard  Carefoot  at  the 
University  of  South  Dakota  School  of  Medicine. 
Completion  of  plans  for  this  workshop  will  be 
made  following  approval  of  the  budget  for  the 
Committee  on  Clinical  Pathology  for  1959-60. 

A Nation  wide  accreditation  program  of  Blood 
Transfusion  Services  has  been  initiated  by  the 
American  Association  of  Blood  Banks  and  the 
Joint  Blood  Council.  The  accreditation  program 
will  be  implemented  on  a state  basis  by  providing 
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inspectors  to  visit  Transfusions  Services  which 
voluntarily  request  inspection.  The  importance  of 
such  a program  for  the  education  of  the  blood 
bank  personnel,  hospital  administrators  and  phys- 
icians cannot  be  overemphasized  and  will  result  in 
a continuing  improvement  of  Blood  Transfusion 
Services  in  the  State.  It  is  hoped  that  in  con- 
junction with  the  accreditation  program  that  a 
beginning  can  be  made  on  furnishing  unknown 
specimens  for  examination  by  laboratories  volun- 
tarily desiring  to  participate. 

Respectfully  submitted, 

CLINICAL  PATHOLOGY  COMMITTEE 
W.  A.  Geib,  M.D.,  Chr. 

R.  L.  Carefoot,  M.D. 

A.  K.  Myrabo,  M.D. 

The  Committee  I'ecommends  that  the  Report  of  the  Com- 
mittee on  Clinical  Pathology  be  accepted. 

REPORT  OF  THE  REHABILITATION 
COMMITTEE 

No  meetings  were  held  during  the  year. 

H.  L.  Ahrlin,  M.D.,  Chr. 

R.  E.  Van  Demark,  M.D. 

Paul  Bunker,  M.D. 

D.  Hillan,  M.D. 

Wm.  Church,  M.D. 

The  Committee  notes  that  no  report  was  submitted  by 
the  Rehabilitation  Committee. 


REPORT  OF  THE  PRESS-RADIO  COMMITTEE 

No  meetings  were  held  during  the  year. 

S.  M.  Brzica,  M.D.,  Chr. 

F.  D.  Leigh,  M.D. 

E.  A.  Rudolph,  M.D. 

The  Committee  also  notes  that  no  report  was  submitted 
by  the  Press-Radio  Code  Committee. 


REPORT  OF  THE  INDIGENT  CARE 
COMMITTEE 

There  was  no  formal  meeting  of  the  Indigent 
Care  Committee  during  the  past  year.  Members 
of  the  Committee  and  the  Secretary  of  the  Medical 
Association  appeared  before  the  Legislative  Re- 
search Council,  local  and  State  legislature.  County 
Commissioner  groups,  and  Welfare  Society  meet- 
ings, and  feel  that  we  would  like  to  submit  again 
to  the  House  of  Delegates  for  adoption  the  same 
four  points  as  approved  in  1958. 

1.  That  the  South  Dakota  State  Medical  Associa- 
tion support  a program  of  indigent  care  that 
will  equalize  the  quantity  and  quality  of  such 
care  in  the  State  of  South  Dakota. 

2.  That  free  choice  of  physician  by  the  indigent 
be  granted  and  the  county  physician  type  of 
care  eliminated. 

3.  That  a uniform  fee  schedule  be  presented  by 
the  Association  for  care  of  the  indigent  either 
in  a State  or  County  program. 

4.  That  a “Medicare”  type  of  statewide  indigent 
care  program  be  operated  through  the  Asso- 
ciation, by  agreement  with  State  authorities. 

Respectfully  submitted, 

INDIGENT  CARE  COMMITTEE 

H.  P.  Adams,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

P.  V.  McCarthy,  M.D. 

R.  F.  Hubner,  M.D. 

A.  P.  Peeke,  M.D. 

R.  A.  Boyce,  M.D. 

E.  J.  Perry,  M.D. 

C.  A.  Johnson,  M.D. 

The  Committee  accepts  the  report  of  the  Indigent  Care 
Committee  and  recommends  that  the  program  as  outlined, 
be  emphasized  during  the  coming  year. 


REPORT  OF  THE  CIVIL  DEFENSE  COMMITTEE 
No  activity  by  this  Committee  during  the  year. 
The  medical  portion  of  the  State  Civil  Defense  is 
under  the  direction  of  the  State  Health  Officer  to 


whom  the  Association  has  given  complete  co- 
operation. 

We  urge  each  community  to  formulate  plans  for 
civil  defense  in  its  own  area. 

Respectfully  submitted, 

CIVIL  DEFENSE  COMMITTEE 
L.  C.  Askwig,  M.D.,  Chr. 

P.  V.  McCarthy,  M.D. 

G.  Bloemendaal,  M.D. 

The  Committee  recommends  the  acceptance  of  the  Re- 
port of  the  Committee  on  Civil  Defense. 


REPORT  OF  THE  COMMITTEE 
ON  IMPROVEMENT  OF  PATIENT  CARE 

Two  meetings  of  the  Joint  Commission  for  the 
Improvement  of  the  Care  of  the  Patient  have  been 
held  during  the  past  year,  both  in  St.  John’s  Hos- 
pital in  Huron.  Because  of  convenience  in  timing, 
future  meetings  will  be  held  as  dinner  meetings 
in  a hotel  in  Huron. 

Programs  presented  were  “Staphyloccocci  Infec- 
tions” by  Dr.  B.  T.  Lenz,  and  a role  playing 
presentation  by  the  Joint  Commission  for  the  Im- 
provement of  the  Care  of  the  Patient  organization 
of  St.  John’s  Hospital  in  Huron. 

Topics  offered  for  discussion  were: 

1.  Restrictions  to  be  placed  on  visitors  to  hos- 
pitals. 

2.  Care  of  indigent  patients. 

3.  Sales  tax  on  hospitals. 

4.  Physical  examinations  and  hospitalization  of 
hospital  personnel. 

5.  Is  the  South  Dakota  Joint  Commission  for 
the  Improvement  of  the  Care  of  the  Patient 
fulfilling  the  purposes  for  which  it  was  or- 
ganized? 

Miss  Zella  Messner  of  the  South  Dakota  Depart- 
ment of  Health  is  to  select  her  own  committee 
and  develop  new  regulations  for  visitors  to  hos- 
pitals. 

The  four  parent  organizations  will  divide  annual 
organizational  expenses  equally  as  follows: 


S.  b.  Medical  Association  $15.00 

S.  D.  League  for  Nursing  7.50 

S.  D.  Nurses’  Association  7.50 

S.  D.  Hospital  Association  $15.00 


Respectfully  submitted, 
IMPROVEMENT  OF  PATIENT 
CARE  COMMITTEE 
D.  J.  Buchanan,  M.D.,  Chr. 

R.  Delaney,  M.b. 

M.  Sanders,  M.D. 

C.  L.  Vogele,  M.D. 

C.  F.  Gryte,  M.D. 

J.  A.  Muggley,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Improvement  of  Patient  Care. 


REPORT  OF  THE  COMMITTEE 
ON  SCHOOL  HEALTH 

Your  School  Health  Committee  wishes  to  make 
the  following  report  for  the  past  year. 

Over  the  years  and  under  the  direction  of  other 
committees  much  work  in  school  health  problems 
has  been  done.  It  was  only  in  1955,  however,  that 
a School  Health  Committee  as  such  came  into 
being.  During  the  past  three  years,  a number 
of  worthwhile  recommendations  were  made: 

#1.  Every  District  Medical  Society  should  have 
an  active  committee  on  school  health. 

®2.  General  participation  and  cooperation  of 
every  physician  with  local  school  health 
service  programs. 

S3.  The  medical  profession  should  assist  in  the 
development  of  adequate  cumulative  health 
records  and  facilitation  of  the  proper  inter- 
pretation of  data  among  school,  family  doc- 
tor, and  parents. 

It  is  all  too  apparent  that  on  a state-wide  basis 
these  recommendations  have  received  only  lip 
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service  or  no  attention  at  all.  It  behooves  us  all  to 
focus  our  attention  on  the  responsibilities  we  owe 
as  a Society  and  also  as  individual  physicians. 

What  are  the  responsibilities  of  the  Society? 

On  a National  basis,  the  Medical  Societies  seem 
to  accept  as  their  role  in  the  school  health  pro- 
gram the  following  functions  at  least,  and  in  many 
cases,  many  more: 

51.  Participation  in  formulating  recommenda- 
tions for  the  control  of  communicable  di- 
seases in  school  children. 

52.  Help  design  standards  and  procedures  for  the 
medical  examination  of  school  children. 

53.  Help  formulate  procedures  for  a two-way 
exchange  of  information  about  children  be- 
tween school  health  personnel  and  the  family 
physician. 

54.  Participation  in  developmnt  of  cumulative 
school  health  records. 

55.  Participation  in  developing  patterns  for  as- 
suring needed  medical  care  for  school  chil- 
dren whose  families  cannot  afford  to  pay  for 
services. 

56.  Recommend  standard  procedures  for  emer- 
gency care  of  accidents  and  sudden  illness  at 
school. 

57.  Assistance  in  formulating  policies  for  school 
health  of  participants  in  intra-mural  and 
intra-school  sports. 

98.  Assistance  in  development  of  standards  for 
pre-employment  and  periodic  health  cer- 
tification of  school  personnel. 

99.  Assistance  in  establishment  of  health  ap- 
paisal  standards,  including  medical  exam- 
inations, teachers’  observations,  and  such 
screening  tests  as  visual,  auditory,  TV,  etc. 
Where  do  we  stand  on  a state-wide  basis? 

91.  Many  schools  are  in  the  position  of  having 
no  health  record  of  any  kind.  The  State 
Health  Department  of  Health  has  a form 
available  upon  request  but  schools  are  not 
required  to  have  the  records;  also,  it  would 
appear  that  the  form  now  available  is  in  need 
of  revision. 

92.  Many  schools  have  no  information  as  to  the 
physical  condition  of  their  pupils.  A pupil 
may  have  a serious  cardiac,  visual,  hearing, 
central  nervous  system  disease,  etc.,  without 
any  awareness  of  the  condition  by  the 
teacher  or  allowance  being  made. 

93.  Many  schools  have  no  immunization  records. 
The  pupils  may  enter  and  graduate  without 
the  staff  knowing  what  diseases  the  child  has 
had  or  has  protection  against.  In  many 
schools,  no  attempts  are  made  to  maintain 
immunity,  much  less  obtain  the  original 
series. 

94.  No  uniform  recommendations  as  to  the  con- 
trol of  communicable  diseases  are  being 
carried  out. 

Need  we  mention  more? 

It  certainly  must  be  shockingly  aware  to  all  of 
us  that  the  present  situation  should  not  be  al- 
lowed to  exist.  We  are  not  laying  the  blame  at 
anyone’s  doorstep,  nor  are  we  unrealistic  enough 
to  feel  the  situation  can  be  changed  overnight. 
Only  by  a concerted  combined  effort  of  parents, 
PTA’s,  educators,  health  officers,  doctors,  dentists, 
and  allied  organizations,  will  it  ever  be  accom- 
plished. 

It  does,  however,  behoove  us  as  physicians  to 
make  some  concrete  recommendations  as  to  what 
should  be  considered  as  basic  requirements  for  a 
minimum  school  health  program.  Many  State 
Medical  Associations  have  such  stated  recom- 
mendations on  record.  It  is  time  that  the  South 
Dakota  State  Association  does  likewise. 

The  School  Health  Committee  has,  therefore, 
submitted  the  following  recommendations.  This 
should  be  considered  as  a starting  point  and  over 


the  years,  a more  complete  and  revised  policy 
should  come  into  being. 

“LET  IT  BE  RESOLVED,  That  the  Committee 
on  School  Health  of  the  State  Medical  Society  of 
South  Dakota  sets  forth  the  following  principles 
for  the  guidance  of  parents,  teachers,  physicians, 
and  all  parties  concerned  with  the  educational 
system  of  our  State: 

91.  Parents  have  the  primary  responsibility  for 
the  health  of  their  children.  The  health 
efforts  of  schools,  health  departments,  and 
other  agencies  should  be  so  conducted  as  to 
help  parents  recognize  and  assume  their 
responsibilities. 

92.  School  health  policies  should  be  formulated 
to  achieve  the  maximum  cooperation  and  co- 
ordination within  each  school  and  each  school 
system,  and  between  the  school  and  the  com- 
munity. 

93.  Committees  should  be  organized  on  various 
levels — school,  city,  district  — the  members 
to  vary  from  parents,  teachers  and  nurses,  if 
possible,  in  the  single  schools,  to  include  all 
interested  groups  when  available  at  district 
level.  At  district  level  this  school  commit- 
tee or  council  might  include  representatives 
of  the  following  groups:  School  administra- 
tors, nurses,  teachers,  PTA’s,  medical  pro- 
fession, dental  profession,  health  agencies, 
civic  agencies,  and  custodians.  Suggestions 
they  develop  for  changes  in  school  health 
procedures  should  be  presented  to  the  proper 
administrators  for  approval  and  action. 

94.  The  publication  “Suggested  School  Health 
Policies”  available  through  the  State  De- 
partment of  Health,  should  be  acquired  and 
used  as  a guide  in  all  schools  unless  other 
specific  policies  have  been  formulated,  and 
as  an  aid  for  future  revisions  of  present 
policy. 

95.  Every  pupil  should  have  a cumulative  health 
record  maintained  in  the  school. 

96.  Every  pupil  should  have  an  immunization 
record  and  a concerted  effort  made  to  main- 
tain protection  by  encouraging  proper  im- 
munization and  boosters. 

97.  Every  school  should  have  a planned  written 
program  for  the  care  of  emergencies.  In  case 
of  accident  or  sudden  illness,  the  school 
should  have  responsibility  for  giving  im- 
mediate care,  for  notifying  parents,  for 
getting  children  home  or  to  some  place  of 
safety,  and  for  guiding  parents,  where  neces- 
sary, to  sources  of  treatment. 

98.  A proper  chart  referrable  to  communicable 
disease  control  should  be  readily  available 
in  each  school  for  uniform  conformance  by 
parents  and  teachers  alike.” 

This  completes  our  Resolution:  however,  we 
recommend  that  the  Association  encourage  con- 
sideration by  the  representatives  who  will  be  on 
the  above  district  committees  of  the  following  sug- 
gestions: 

91.  A uniform  communicable  disease  chart  be 
devised  by  this  committee  and  its  use  sug- 
gested for  all  schools. 

92.  A uniform  health  record  be  recommended  to 
the  schools  and  State  Health  Department 
based  on  a revised  form  rather  than  the 
State  Health  form  now  available. 

93.  A uniform  immunization  policy  to  be  worked 
out  through  cooperation  of  the  State  Medical 
Association,  state  officers  of  the  American 
Academy  of  Pediatrics,  and  the  State  De- 
partment of  Health. 

94.  Whenever  possible,  the  family  physician 
should  conduct  the  entrance  and  periodic 
examinations  of  school  children  and  perform 
the  diagnostic  procedures  for  those  referred 
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for  what  appear  to  be  specific  health  prob- 
lems. 

#5.  A state-wide  form  be  devised  for  recording 
the  physical  findings  and  recommendations 
of  the  family  physician.  This  form  would 
then  be  sent  to  the  school  to  become  a part 
of  the  cumulative  health  record. 

S6.  The  pamphlet  “Handbook  for  Emergencies,” 
available  from  the  Office  of  Civil  Defense, 
might  serve  as  a guide  for  an  emergency 
program. 

We  request  that  this  resolution  and  its  ac- 
companying recommendations  be  adopted  by  the 
House  of  Delegates. 

THE  COMMITTEE  ON  SCHOOL 
HEALTH 

Respectfully  submitted, 

W.  R.  Anderson,  M.D.,  Chr. 

T.  E.  Eyres,  M.D. 

G.  Q.  Olson,  M.D. 

The  Committee  recommends  acceptance  of  the  report 
of  the  Committee  on  School  Health.  W e ’would  like  to 
call  the  attention  of  all  Society  members  to  this  excellent 
and  thorough  report.  fV e sincerely  feel  that  the  recom- 
mendations and  resolutions  of  the  School  Health  Com- 
mittee be  studied  by  all  members  and  action  be  taken  at 
the  District  level  so  that  these  recommendations  may  be 
brought  to  the  attention  of  local  authorities. 


REPORT  OF  THE  COMMITTEE 
ON  BUDGET  AND  AUDIT 

The  report  of  the  Committee  with  recommended 
budget  and  the  audit  of  funds  was  presented  to  the 
House  of  Delegates  at  the  1958  annual  meeting. 
The  report  was  approved. 

The  Committee  wishes  to  report  that  for  the  year 
1958-59  we  have  remained  essentially  within  our 
budget  allowances.  The  finances  of  our  Associa- 
tion are  in  satisfactory  condition.  The  audit  will 
be  prepared  by  a Certified  Public  Accountant  and 
presented  to  the  House  of  Delegates  during  our 
annual  meeting  in  Rapid  City  June  20-23,  1959. 

Respectfully  submitted, 

THE  BUDGET  AND  AUDIT 

COMMITTEE 

A.  P.  Reding,  M.D.,  Chr. 

A.  A.  Lamport,  M.D. 

C.  Rodney  Stoltz,  M.D. 

The  Committee  recommends  the  approval  of  the  Report 
of  the  Budget  and  Audit  Committee  and  commends  the 
officers  and  administrators  of  the  Association  for  keeping 
a <well  managed  and  solvent  organization  and  may  it  ever 
be  so. 


REPORT  OF  THE  COMMITTEE 
ON  AGING 

This  Committee  has  not  formally  met  during  the 
past  year.  But  considerable  data  has  been  re- 
ceived by  this  committee  largely  from  the  Com- 
mittee on  Aging  of  the  A.M.A.,  and  from  the  Na- 
tional Committee  on  the  Aging,  of  the  National 
Social  Welfare  Assembly;  all  of  which  have  been 
circulated  through  the  office  of  the  members  of 
your  committee. 

One  member  of  this  committee  attended  the 
A.M.A.  Planning  Conference  on  the  Medical  So- 
ciety Action  in  the  Field  of  Aging  in  Chicago, 
13-14  September  1958.  Another  member  attended 
the  meeting  of  the  National  Committee  on  Aging 
in  Washington,  D.  C.,  June  13  and  14,  1959. 

Therefore  the  function  of  this  committee  has 
been  the  accumulation  of  data  on  the  subject  of 
Aging,  and  a study  of  methods  of  dissemination 
of  these  data.  This  past  year  has  seen  several 
meetings  of  State  representatives  with  the  AMA. 
Committee  on  Aging,  in  an  attempt  to  discover 
the  needs  and  observations  in  the  different  por- 
tions of  the  United  States.  The  entire  field  of 
study  is  still  in  a state  of  flux,  although  progress- 
ively more  stable.  There  has  been  a startling  show 


of  interest  in  this  study,  at  national  level,  and  in 
the  medical  societies  of  many  of  the  States. 

It  is  anticipated  that  a Governor’s  Committee 
on  Aging  will  soon  be  appointed  by  Gov.  Herseth 
for  the  State  of  South  Dakota.  The  latter  has  been 
informed  of  our  interests  from  the  medical  point 
of  view,  by  our  executive  secretary,  Mr.  Foster. 
This  will  lead  to  State-wide  study  of  the  care  of 
the  Aging;  all  in  preparation  for  the  White  House 
meeting  on  the  care  of  the  Aging,  scheduled  for 
1961  by  President  Eisenhower. 

Your  committee  on  Aging  had  no  specific  recom- 
mendations, other  than  that  members  of  the  House 
of  Delegates  keep  a close  eye  on  the  issues  per- 
taining to  care  of  the  Aged,  for  this  is  likely  to 
become  a strong  political  issue,  and  could  cause 
a crippling  blow  to  American  economy. 

Respectfully  submitted, 

THE  COMMITTEE  ON  AGING 
Warren  Jones,  M.D.,  Chr. 

R.  J.  Bareis,  M.D. 

M.  M.  Morrissey,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Aging. 


REPORT  OF  THE  COMMITTEE 
ON  THE  FALL  HUNTER'S  MEDICAL  MEETING 

As  Chairman  of  the  1958  Fall  Hunter’s  Meeting 
held  in  Mitchell,  South  Dakota,  I wish  to  submit 
my  report. 

Generally  speaking,  this  last  session  was  a very 
successful  meeting.  I would  say  that  the  vast 
majority  of  the  medical  men  who  attended  the 
meeting  were  more  than  satisfied  with  the  meeting 
itself,  with  the  hunting  accommodations,  and 
in  fact,  felt  that  they  had  an  excellent  bargain  for 
their  money. 

It  would  appear  that  most  of  the  difficulties  en- 
countered previously  were  ironed  out  on  this 
second  go  around  as  everything  went  quite 
smoothly. 

Financially,  it  was  a minor  success  as  there  was 
a definite  surplus  at  the  close  of  the  session. 

Respectfully  submitted, 
COMMITTEE  ON  THE  FALL 
HUNTER’S  MEDICAL  MEETING 
W.  A.  Delaney,  M.D.,  Chr. 

H.  R.  Lewis,  M.D. 

L.  W.  Tobin,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  the  Hunters  Medical  Meeting  and 
recommends  the  continuance  of  this  program. 


REPORT  OF  THE  COMMITTEE 
ON  THE  CORONER'S  LAW 

The  Coroner’s  Law  Committee  recommended 
that  a Model  Coroner’s  Law  Bill  be  introduced  into 
the  1959  session  of  the  Legislature.  The  South 
Dakota  State  Medical  Association  introduced  and 
supported  many  Bills  for  the  1959  Legislature  and 
because  of  the  large  volume  of  other  important 
legislation  the  Council  deemed  it  advisable  not  to 
introduce  a Coroner’s  Law  Bill  at  the  recent 
legislative  session. 

The  Coroner’s  Law  Committee  recommends: 

(1)  That  the  House  of  Delegates  through  the 
Coroner’s  Law  Committeee  request  that  the  Legis- 
lative Research  Council  of  the  South  Dakota  Legis- 
lature study,  hold  hearings,  and  present  a Bill  for 
introduction  to  the  1961  session  of  the  Legislature 
concerning  changes  in  the  present  Coroner’s  Law. 

(2)  That  the  Coroner’s  Law  Committee  of  the 
S.D.S.M.A.  and  such  other  professional  and  lay 
groups  who  are  interested  in  possible  changes  in 
the  present  Coroner’s  Law  meet  with  the  Legis- 
lative Research  Council  during  1959-60. 

(3)  That  the  Coroner’s  Law  Committee  of  the 
S.D.S.M.A.  be  continued  until  satisfactory  legis- 
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lation  for  investigations  of  deaths  of  medico-legal 
nature  is  enacted  in  South  Dakota. 

Respectfully  submitted, 

THE  COMMITTEE  ON 
CORONER’S  LAW 
W.  A.  Geib,  M.D.,  Chr. 

M.  M.  Morrissey,  M.D. 

R.  H.  Hayes,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  the  Coroners  Law  and  emphasizes 
the  value  of  the  Committee’s  recommendations  for  action 
to  he  taken  during  the  1961  legislative  session. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICO-LEGAL  CONFERENCE 

The  second  Medico-Legal  Conference  was  held 
in  Huron,  in  September,  1958.  The  meeting  was 
not  as  well  attended  as  we  had  hoped,  but  several 
conflicts  developed  after  the  dates  had  been  set, 
such  as  hunting  season.  Young  Republicans  meet- 
ing, and  several  other  meetings.  Those  who  at- 
tended were  impressed  with  the  program  which 
consisted  of  a group  from  the  Law  Department  of 
the  AMA  and  also  attorneys  and  physicians  from 
South  Dakota.  We  would  recommend  that  another 
meeting  be  held  in  the  future,  preferably  in  a 
larger  city,  so  attendance  would  be  better. 

Respectfully  submitted, 

THE  COMMITTEE  ON  MEDICO- 
LEGAL CONFERENCE 
C.  L.  Swanson,  M.D.,  Chr. 

Ted  Hohm,  M.D. 

P.  P.  Brogdon,  M.D. 

W.  A.  Geib,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Medico-legal  Conference  and  recom- 
mends the  continuance  of  the  bi-annual  Medico-legal  Con- 
ference. 


REPORT  OF  THE  LIAISON  COMMITTEE 
WITH  THE  SOUTH  DAKOTA 
PHARMACEUTICAL  ASSOCIATION 

The  Liaison  Committee  with  the  South  Dakota 
State  Pharmaceutical  Association  had  no  meetings 
the  past  year. 

All  problems  that  have  come  up  the  past  year 
have  been  minor  and  have  been  handled  by  cor- 
respondence with  the  other  members. 

Respectfully  submitted, 

THE  LIAISON  COMMITTEE 
R.  A.  Buchanan,  M.D.,  Chr. 

R.  H.  Hayes,  M.D. 

L.  C.  Askwig,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Liason  Committee  with  the  Pharmaceutical  Asso- 
ciation. 

REPORT  OF  THE  COMMITTEE 
ON  TRAFFIC  SAFETY 

Since  its  inception,  this  Committee  has  de- 
liberately confined  its  activities  to  two  broad  areas: 
(1)  Submission  and  promotion  of  passage  of  state 
legislation  which  will  effect  increased  traffic 
safety.  (2)  Organization  and  promotion  of  a pro- 
gram of  statewide  education  relating  to  traffic 
safety. 

The  Committee  met  at  Huron  on  August  20, 
1958.  All  Committee  members  were  present  as  was 
John  Foster,  Executive  Secretary.  At  this  meeting, 
three  specific  objectives  were  outlined:  (1)  Sub- 
mission of  an  implied  consent  law  to  the  state 
legislature.  (2)  Active  suport  for  a comprehensive 
drivers  law.  (3)  Establishment  of  traffic  safety 
committees  in  each  district  of  the  State  Medical 
Association. 

The  State  Medical  Association  played  a very 
direct  role  in  securing  passage  of  the  implied  con- 
sent law.  The  bill  was  drafted  by  the  Traffic 
Safety  Committee  with  the  help  of  Mr.  Foster  and 
Mr.  Goldsmith.  The  bill  was  patterned  after  the 


Utah  law  and  included  a section  providing  pro- 
tection for  the  physician  and  laboratory  person- 
nel who  performed  the  test.  The  bill  was  intro- 
duced at  the  request  of  the  Medical  Association. 
The  Executive  Secretary  and  members  of  the 
Traffic  Safety  Committee  appeared  before  com- 
mittees of  both  the  House  and  the  Senate  to  speak 
in  favor  of  passage  of  the  bill.  This  bill  was  passed 
by  both  the  Senate  and  the  House  and  was  signed 
into  law  by  Governor  Herseth.  The  law  becomes 
effective  July  1,  1959. 

The  Committee  gave  active  support  to  the 
drivers  license  bill  both  before  and  after  its  intro- 
duction in  the  House.  This  was  patterned  almost 
completely  after  the  uniform  vehicle  code.  The 
bill  passed  with  very  few  changes  being  made  in  it. 
It  likewise  was  signed  into  law  by  Governor 
Herseth  and  becomes  effective  July  1,  1959. 

Dr.  Lampert  sent  requests  to  each  District  Med- 
ical Society  urging  them  to  form  a traffic  safety 
committee.  Most  of  the  districts  have  done  this 
and  many  of  the  committees  have  been  active  in 
their  support  of  traffic  safety  legislation  and  edu- 
cation. 

Members  of  the  State  Committee,  Sioux  Falls 
Traffic  Safety  Committee,  and  John  Foster  took 
part  in  a half  hour  panel  discussion  T.V.  program 
covering  traffic  safety  problems  in  general  and 
South  Dakota’s  particular  legislative  needs  in  the 
field  of  traffic  safety. 

John  Foster  again  played  an  active  role  in 
presenting  lectures  on  traffic  safety  to  various 
public  and  private  groups.  Members  of  the  Traffic 
Safety  Committee  also  gave  lectures  on  traffic 
safety  to  various  groups  in  their  own  areas. 

There  is  much  still  to  be  accomplished  by  both 
the  State  Traffic  Saftey  Committee  and  the  var- 
ious district  Traffic  Safety  Committees.  A long 
range  program  of  education  relating  to  traffic 
safety  should  be  the  objective  of  all  these  Com- 
mittees. 

Respectfully  submitted, 

THE  COMMITTEE  ON  TRAFFIC 

SAFETY 

John  J.  Stransky,  M.D.,  Chr. 

R.  L.  Lillard,  M.D. 

H.  L.  Saylor,  M.D. 

The  Committee  recommends  the  acceptance  of  the  report 
of  the  Committee  on  Traffic  Safety.  fV e wish  to  con- 
gratulate the  Committee  on  the  attainment  of  the  worth- 
while goals  at  the  last  legislative  session.  The  long 
range  educational  program  as  recommended  by  the  report 
should  be  implemented  by  all  districts  during  the  coming 

year.  

SUGGESTED  BY  LAWS  FOR  A MEDICAL 
DEFENSE  COMMITTEE  FOR  THE  STATE 
MEDICAL  ASSOCIATION 
ORGANIZATION 

The  Committee  shall  consist  of  five  (5)  members 
appointed  by  the  President  of  the  Medical  Asso- 
ciation with  the  advice  of  the  Executive  Commit- 
tee of  the  Council  for  terms  of  five  years,  except 
that  the  first  members  of  the  Committee  shall  be 
so  appointed  that  the  term  of  one  member  shall 
be  for  one  year,  that  of  one  member  for  a term 
of  two  years,  that  of  one  member  for  a term  of 
three  years,  that  of  one  member  for  a term  of 
four  years,  and  that  of  one  member  for  a term  of 
five  years. 

Every  member  of  the  South  Dakota  Bar  who  is 
in  good  standing,  actively  engaged  in  trial  prac- 
tice, and  familiar  with  malpractice  suits,  shall  be 
potential  ex-officio  legal  members  of  such  Com- 
mittee, and  the  President  of  the  Medical  Associa- 
tion shall  designate  one  of  such  attorneys  to  be  a 
member  of  such  Committee  for  each  separate  meet- 
ing. Due  consideration  shall  be  given  by  the 
President  to  the  appointment  of  the  attorney,  if 
any,  who  is  familiar  with  the  matter  which  is  to  be 
considered  by  such  Committee. 
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Every  member  of  the  Medical  Association  shall 
be  a potential  member  of  this  Committee.  The 
chairman  may  call  any  member  for  a case  with 
approval  of  the  Executive  Committee. 

DUTIES 

The  Committee’s  express  purpose  is  to  review 
the  facts  and  circumstances  leading  to  all  and  any 
mal-practice  proceedings  or  threatened  proceedings 
brought  against  any  member  of  the  South  Dakota 
State  Medical  Association. 

This  Committee  does  not  offer  legal  council  to 
the  member  which  is  threatened  or  has  an  im- 
pending suit  brought  against  him,  but  is  organized 
for  the  express  purpose  of  reviewing  these  cases 
and  deciding  on  the  merit  of  the  suit  or  threatened 
suit  and  to  express  to  the  individual  member  its 
advice  to  that  member  on  professional  conduct  in 
the  event  of  the  said  threatened  or  impending  suit, 
if  he  so  desires. 

The  Committee  shall  have  the  power  to  sum- 
mons any  member  of  the  Association  or  the  Asso- 
ciation employees  to  any  meeting  of  said  Com- 
mittee and  refusal  of  the  member  or  employee  of 
said  Assoication  shall  be  cited  before  the  Council 
for  appropriate  action  and  in  case  of  an  Associa- 
tion member  any  advice  from  the  Committee  or 
further  action  of  the  impending  or  threatened  suit 
will  be  withdrawn. 

The  Committee  will  receive  reports  on  threat- 
ened or  impending  suits  from  any  member  of  the 
Medical  Association  or  his  legal  representative. 
GENERAL  PROCEDURE 

A report  should  be  sent  by  the  physician  prefer- 
ably before  suit  is  brought  (when  threatened  by  a 
patient  to  sue  or  not  later  than  15  days  after  legal 
notice  being  brought  to  the  physician  that  suit 
has  been  filed.  Failure  to  do  this  may  constitute 
forfeiture  of  any  action,  advice,  or  help  from  this 
Committee. 

The  said  Notice  shall  be  sent  in  writing  to  the 
executive  secretary  of  the  Medical  Association  who 
in  turn  will  notify  the  chairman  of  the  committee. 

The  Committee  shall  in  itself  elect  a chairman 
and  vice-chairman  of  the  Committee  and  this 
chairman  shall  call  meetings  when  needed  and 
the  vice-chairman  in  the  absence  of  the  chairman. 

All  reports  and  all  testimony  made  before  this 
Committee  shall  be  entirely  confidential  and  re- 
ported only  on  the  written  permission  of  the  in- 
dividual physician  involved  in  the  proceedings 
except  that  the  Council  of  the  Medical  Association 
shall  review  all  cases  at  the  next  regular  session 
of  the  Council  after  a meeting  takes  place. 

A set  of  forms  shall  be  provided  by  the  State 
Medical  Association  for  reporting  of  the  case  and 
a form  for  granting  authorization  of  a legal  repre- 
sentative testimony  shall  be  provided  in  addition 
to  this  a narrative  report  of  the  circumstances 
leading  to  the  threatened  or  impending  suit  to  be 
provided  not  longer  than  five  days  after  the  filing 
of  the  formal  report  to  the  Committee. 

The  Committee  approves  the  report  of  the  Special  Com- 
mittee appointed  by  the  Council  to  study  the  Medical  De- 
fense and  Grievance  Committee , to  dravu  up  rules  and 
regulations  for  these  committees.  The  Committee  vuishes 
to  dravi  attention  to  the  suggested  rules  and  regulations 
for  a Medical  Defense  Committee  of  the  SDSMA.  This 
report  is  knovsn  as  Addendum  fil  and  considers  the 
organization  duties  and  general  procedure  for  a Medical 
Defense  Committee. 


PROPOSED  AMENDMENT  TO  THE  BY-LAWS 
OF  THE  SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

Any  member  of  this  Association  who  shall  will- 
fully refuse  or  fail  to  assist  or  cooperate  with  the 
investigations  of  any  of  the  standing  committees, 
especially  the  Grievance  Committee  and  the 
Medical  Defense  Committee,  may  be  subject  to 
disciplinary  action  by  the  Council  of  the  Associa- 


tion. Such  disciplinary  action  shall  be  taken  by 
the  issuance  of  a citation  directed  to  the  member 
which  citation  shall  specify  the  time  and  place  of 
hearing  thereon  and  shall  be  served  either  per- 
sonally or  by  registered  mail  upon  such  citation 
such  member  shall  be  given  full  opportunity  to 
explain  his  refusal  to  cooperate  with  such  com- 
mittee or  committees. 

The  Council,  upon  such  hearing,  may  excuse  the 
non-cooperation,  censor  the  member,  suspend  him 
for  a definite  period  of  time,  or  expel  him  from 
membership.  If  the  circumstances  warrant,  and 
by  a majority  vote  of  the  members  of  the  Council, 
such  citation  may  provide  that  such  a member 
is  suspended  until  the  time  of  the  hearing  fixed 
by  such  citation. 

The  Committee  recommends  the  acceptance  of  the  sug- 
gested amendment  to  the  By-laws  as  proposed  by  the 
above  special  Committee.  Hereafter  this  will  be  known  as 
Section  18  of  Chapter  7. 


RESOLUTION  SMATHERS  BILL  (S-1979) 
Introduced  by  Dr.  Stoltz 

WHEREAS,  the  South  Dakota  State  Medical 
Association  has  previously  endorsed  and  supported 
the  Keogh-Simpson  Bill  (HR- 10)  to  relieve  tax  in- 
equity against  self-employed  persons,  and 

WHEREAS,  Senator  George  A.  Smathers  of 
Florida  has  introduced  almost  identical  legislation 
(S-1979),  and 

WHEREAS,  the  Smathers  Bill  (S-1979)  differs 
from  the  Keogh-Simpson  Bill  (HR-10)  only  in  that 
it  provides  for  the  legislation  to  be  effective  in  the 
taxable  year  1961,  and 

WHEREAS,  this  difference  between  the  bills 
seems  to  be  a wise  suggestion  in  that  it  should 
allay  the  fears  of  inflationary  effects  of  the  Keogh- 
Simpson  legislation  (HR-10)  expressed  by  the  ad- 
ministration, 

THEREFORE,  NOW  BE  IT  RESOLVED  that  the 
South  Dakota  State  Medical  Association  endorse 
and  actively  support  the  Smathers  Bill(S-1979), 
and, 

BE  IT  FURTHER  RESOLVED  that  the  South 
Dakota  Congressional  Delegation  and  Senator 
Smathers  be  informed  of  this  action  and  their 
active  support  solicited. 

The  Reference  Committee  approves  resolution  #1  which 
is  concerned  with  the  Smathers  Bill  known  as  S-1979, 
and  recommends  that  the  resolution  be  adopted. 


RESOLUTION:  SOCIAL  SECURITY 
COVERAGE  FOR  PHYSICIANS 

WHEREAS:  The  recent  straw  vote  taken  among 
members  of  the  South  Dakota  State  Medical  Asso- 
ciation regarding  inclusion  of  physicians  under 
Social  Security  resulted  in  response  from  less  than 
58%  of  the  membership,  and, 

WHEREAS:  The  straw  vote  mentioned  above  re- 
sulted in  only  51  more  of  those  responding  in- 
dicating they  were  in  favor  of  inclusion,  and 

WHEREAS:  It  seems  inconsistent  to  vote  in 
favor  of  inclusion  of  physicians  under  Social 
Security  and  still  be  opposed  to  the  socialization 
of  medical  practice. 

THEREFORE  BE  IT  RESOLVED.  That  the 
South  Dakota  State  Medical  Association  go  on 
record  as  being  opposed  to  compulsory  inclusion 
of  physicians  under  Social  Security  and  that  our 
delegate  to  the  American  Medical  Association  be 
instructed  to  make  our  position  known  and  that  he 
oppose  compulsory  inclusion  of  physicians  under 
Social  Security. 

The  Reference  Committee  recommends  that  resolution 
t2  which  deals  with  Social  Security  coverage  for  phys- 
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icians  be  rejected.  The  Committee  feels  that  ’we  cannot 
disregard  the  ’ivill  of  the  majority  of  the  doctors  partici- 
pating in  the  recent  poll  conducted  by  the  South  Dakota 
State  Medical  Association.  fV e are  in  general  accord 
with  paragraph  #3  of  this  resolution,  but  cannot  assume 
that  the  above  voters  were  not  also  cogizant  of  the  ap- 
parent opposing  views. 


DISTINGUISHED  SERVICE  AWARDS 

Started  in  1951 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen  (deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1957 —  Mrs.  Lucille  Dory,  Watertown 

1958 —  Drs.  J.  C.  Hagin,  M.  W.  Pangburn,  and 
James  DeGeest,  Miller 

1958 — J.  F.  Brencke,  M.D.,  Superior,  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 

1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 
1959 — R.  M.  Kilgard,  M.D.,  Watertown 


FIFTY  YEAR  CLUB  MEMBERS 

J.  L.  Chassell,  M.D.,  Belle  Fourche 
F.  L.  Class,  M.D.,  Huron 

M.  E.  Cogswell,  M.D.,  Wolsey 

V.  W.  Embree,  M.D.,  Pierre 

W.  D.  Farrell,  M.D.,  Aberdeen 
F.  W.  Freyberg,  M.D.,  Mitchell 
E.  E.  Gage,  M.D.,  Sioux  Falls 

E.  H.  Grove,  M.D.,  Arlington 
J.  A.  Hohf,  M.D.,  Yankton 

F.  S.  Howe,  M.D.,  Deadwood 
A.  H.  Hoyne,  M.D.,  Salem 

A.  S.  Jackson,  M.D.,  Rapid  City 
R.  J.  Jackson,  M.D.,  Hot  Springs 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 
F.  F.  Keene,  M.D.,  Wessington  Springs 

(deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen 

N.  T.  Owen,  M.D.,  Rapid  City 
T.  F.  Riggs,  M.D.,  Pierre 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

F.  W.  Valkennar,  M.D.,  Chancellor 

C.  H.  Weishaar,  M.D.,  Aberdeen 

O.  R.  Wright,  M.D.,  Huron  (deceased) 


AUDIT  AND  APPROPRIATIONS 
COMMITTEE  MEETING 
Saturday,  June  20,  1959 
Sheraton  Johnson  Hotel 

Rapid  City,  South  Dakota 

The  Audit  and  Appropriations  Committee  met  in 
Suite  806-807  at  3:00  P.M.  Present  were  Drs.  A.  P. 
Reding,  Chairman;  A.  A.  Lampert;  C.  Rodney 
Stoltz;  and  Executive  Secretary  Foster. 

Dr.  Lampert  moved  that  the  Committee  accept 
the  1958-1959  CPA  audit  of  the  South  Dakota  State 
Medical  Association.  Dr.  Stoltz  seconded  the  mo- 
tion and  it  was  carried.  A discussion  was  held  on 
the  proposed  budget  for  1959-1960  and  a few 
changes  made.  Dr.  Lampert  moved  that  the  pro- 
posed 1959-1960  budget  be  accepted,  with  the 
changes  made.  Dr.  Stoltz  seconded  the  motion  and 
it  was  carried. 

Dr.  Lampert  moved  that  a recommendation  be 
made  to  the  Council  that  a job  and  sala:^  analysis 
be  made  by  a committee  for  consideration  by  the 
Council  at  the  September  Council  meeting.  Dr. 
Reding  seconded  the  motion  and  it  was  carried. 

The  meeting  adjourned  at  4:00  P.M. 


The  Transactions  of  the  South 


Dakota  Medical  Service,  Inc. 


(Blue  Shield) 


Will  Be  Printed  in  the  September 


Issue  of  the  South  Dakota  Journal 


of  Medicine  and  Pharmacy 


The  79th  Annual  Meeting  of  the 


South  Dakota  State  Medical 


Association  Will  Be  Held  in 


Aberdeen,  South  Dakota 


in  May,  1960 
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South  Dakota  State  Medical  Association  Roster- 1959 
Membership  By  Districts 


ABERDEEN 
DISTRICT  No.  1 

Pres.,  G.  H.  Steele,  M.D. 
Sec.,  A.  C.  Vogele,  M.D. 


Alway,  J.  D.  

Avotins,  R.  

Berbos,  J.  N.  

Berzins,  R.  

Bloemendaal,  G.  J. 
Bowes,  H.  Angus  — 

Bunker,  P.  G.  

Calene,  J.  L. 

Aberdeen 

Faulkton 

— - Aberdeen 

Bowdle 

Ipswich 

Aberdeen 

Aberdeen 

Aberdeen 

Cooley,  F.  H.  

Aberdeen 

Currie,  K.  P.  

Britton 

Damm,  W.  P.  

Redfield 

Drissen,  E.  M.  

Britton 

Driver,  I.  

Aberdeen 

Eckrich,  J.  A.  

Aberdeen 

*Elward,  L.  R.  

Doland 

*Farrell,  W.  D.  

Aberdeen 

Gelber,  M.  R. Aberdeen 

Gorder,  Wm Aberdeen 

Graff,  L.  W.  Britton 

Hagan,  A.  S.  Faulkton 

Hudgins,  D.  (M.S.)  Aberdeen 

Keegan,  Agnes  Aberdeen 

King,  B.  F. Aberdeen 

Krijger,  P.  Groton 

Martyn,  W.  E Aberdeen 

Marvin,  T.  R Faulkton 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  Robert  C. Aberdeen 

McCarthy,  P.  V.  Aberdeen 

McIntosh,  G.  F.  Eureka 

Norgello,  V.  Redfield 


Patterson,  D.  Redfield 

Perry,  E.  J. Redfield 

Pfisterer,  T.  R Redfield 

Rank,  R.  K.  Aberdeen 

Rodine,  J.  C.  Aberdeen 

Rudolph,  E.  A.  Aberdeen 

Sanders,  M.  E.  Redfield 

Scheffel,  A.  Redfield 

Sprosts,  K.  Conde 

Steele,  G.  H.  Aberdeen 

Taylor,  Wm.  R. Aberdeen 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

*Weishaar,  C.  E.  Aberdeen 

Zvenjnicks,  K.  Leola 


Allen,  S.  W.  Watertown 

Argabrite,  J.  W. Watertown 

Auskaps,  R. Lake  Norden 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr.  Watertown 

Brakss,  V.  Watertown 

Brewster,  C.  B. Watertown 

Brown,  H.  Russell Watertown 


WATERTOWN 
DISTRICT  No.  2 

Pres.,  C.  B.  Brewster,  M.D. 
Sec.,  G.  E.  Tracy,  M.D. 

Clark,  C.  J.  Watertown 

Fedt,  Donald  Watertown 

Haggar,  D.  K.  Watertown 

Huppler,  E.  J. Watertown 

Kilgard,  R.  M.  Watertown 

Maxwell,  R.  T.  Clear  Lake 

Reul,  T.  W.  Watertown 

Rousseau,  M.  C.  Watertown 


Ryan,  C.  Watertown 

*Schieb,  A.  P.  Watertown 

Stoltz,  C.  R.  Watertown 

Stransky,  J.  J.  Watertown 

Tracy,  G.  E. Watertown 

Walters,  S.  J.  Watertown 

Willen,  A Clark 

Wrage,  T.  R.,  Jr.  Watertown 


Anderson,  J.  A. Madison 

Austin,  D.  C. Brookings 

Baughman,  D.  S. Madison 

Benjamin,  M.  B.  Michigan 

Bose,  R.  M Brookings 

Davidson,  M.  Brookings 

Friefeld,  S.  Brookings 

Henry,  Robert  Brookings 

Hillan,  D.  D.  Madison 


Askwig,  L.  C. Pierre 

Collins,  E.  H Gettysburg 

Cowan,  J.  T. Pierre 

Dzintars,  P.  F. Faith 

*Embree,  V.  W. Pierre 

Fox,  S.  W.  Pierre 

Hayes,  Alfred  (M.S.) 

Horthy,  A.  Kennebec 

Horthy,  K.  Kennebec 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Pres.,  C.  S.  Roberts,  Jr.,  M.D. 
Sec.,  C.  M.  Kershner,  M.D. 

Hura,  R.  Howard 

Kershner,  C.  M.  Brookings 

Krijger,  A.  Lake  Preston 

Marr,  Liselotte  Estelline 

Marr,  Valentine  Estelline 

Muggly,  J.  A. Madison 

Otey,  B.  T. Flandreau 

Patt,  W.  H.  Brookings 

Peeke,  A.  P.  Volga 


PIERRE 

DISTRICT  No.  4 

Pres.,  J.  C.  Murphy,  M.D. 
Sec.,  J.  T.  Cowan,  M.D. 

Illig,  K.  M.  Pierre 

Jahraus,  R.  C.  Pierre 

Janis,  J.  B.  Hoven 

Lindbloom,  B.  O Pierre 

Mangulis,  G.  Phillip 

Morrissey,  M.  M. Pierre 

Murphy,  J.  C.  Murdo 

Orgusaar,  R Florida 


Plowman,  E.  T Brookings 

Roberts,  C.  S.,  Jr. Brookings 

Scheller,  D.  L.  Arlington 

Tank,  M Brookings 

Turner,  C.  R.  Brookings 

Watson,  E.  S.  Brookings 

Westaby,  J.  R Madison 

Whitson,  G.  E.  Madison 

Wold,  H.  R Madison 


*Riggs,  T.  F.  Pierre 

Salladay,  I.  R Pierre 

Simon,  S.  Pierre 

Sundet,  N.  J Kadoka 

Swanson,  C.  L.  Pierre 

Urbanyi,  E.  W.  Gettysburg 

Van  Heuvelen,  G.  J.  Pierre 

Westland,  G.  I.  Onida 


*Indicates  Honorary  Member 


M.S.  Indicates  Military  Service 
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new . . . highly  effective  tranquilizei! 


! 


. . for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


1 Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 

Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 

1 sitivity  reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics. 

I sedatives,  narcotics.  Facilitates  management  of  surgical, 

p obstetric,  and  other  hospitalized  patients.  Indicated  when 

more  than  a mild  sedative  effect  is  desired... and  less  than  psy- 

.cx; 

*-  ' ■*  J 

J':  chosis  is  involved.  Dosage  range:  In  mild  to  moderate  cases: 

p from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 

• j 

500  mg.  daily. 

L LEOERLE  LABORATORIES,  a Division  of  AMERICAN 

1,  $0 

1 CYANAMID  COMPANY,  Pearl  River,  New  York 

1.  . \ . , 

^ j 

SOUTH  DAKOTA 


Adams,  H.  P.  Huron 

Avots-Avotins,  K.  Texas 

Bell,  G.Robert De  Smet 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  Huron 

Carefoot,  R.  L. Huron 

Charbonneau,  Y Huron 

*Cogswell,  M.  E.  — - Wolsey 

Dean,  Roscoe Wess.  Springs 


Auld,  C.  V.  Plankinton 

Binder,  C.  F.  Chamberlain 

Bollinger,  W.  F.  Parkston 

Brogdon,  P.  P.  - Mitchell 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

*Dick,  L.  C. — - Spencer 

Fritz,  W.  H.  Mitchell 

Gere,  R.  G.  Mitchell 

Gillis,  F.  D.,  Jr.  Mitchell 


Akland,  L.  Canton 

Alexander,  J Sioux  Falls 

Anderson,  T.  Sioux  Falls 

Anderson,  W.  R Sioux  Falls 

Angelos,  T.  Canton 

Arneson,  W.  A.  Sioux  Falls 

Aspaas,  P.  K. Dell  Rapids 

Barnett,  G.  L. Sioux  Falls 

Becker,  S.  Sioux  Falls 

Billingsley,  P.  R. Sioux  Falls 

Billion,  T.  J.,  Jr Sioux  Falls 

Breit,  D.  H. Sioux  Falls 

Brzica,  S.  M. Sioux  Falls 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

*Carney,  M.  Kansas 

Chalmers,  J.  H.  Sioux  Falls 

Church,  W.  O Sioux  Falls 

Clark,  J.  C.  Sioux  Falls 

Collins,  R.  E Colorado 

Cottam,  G.  I.  W.  Sioux  Falls 

Cutshall,  V.  H. Sioux  Falls 

Cutshall,  V.  K. Sioux  Falls 

Devick,  J.  C.  Colton 

DeWitt,  W.  — Sioux  Falls 

Dickinson,  J.  Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R. Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E Sioux  Falls 

Driver,  D.  R.  Sioux  Falls 

Duimstra,  F.  Sioux  Falls 

Ehik,  J.  Centerville 

Eirinberg,  I.  Sioux  Falls 

Ensberg,  D. Sioux  Falls 

Epp,  D.  Freeman 

Erickson,  E.  G. Sioux  Falls 


Erickson,  O.  P.  Valley  Springs 
Farrell,  H.  W.  Sioux  Falls 


HURON 

DISTRICT  No.  5 

Pres.,  Roscoe  Dean,  M.D. 
Sec.,  Fred  Leigh,  M.D. 

DeGeest,  J.  H.  Miller 

Gryte,  C.  F.  Huron 

Hagin,  J.  C.  Miller 

Hanisch,  E.  C.,  Jr.,  Huron 

Hanson,  Wm.  O.  De  Smet 

Hofer,  E.  A Huron 

Hohm,  P.  Huron 

Hohm,  T. Huron 

Kilpatrick,  W.  R.  J. Huron 


MITCHELL 
DISTRICT  No.  6 

Pres.,  R.  G.  Gere,  M.D. 

Sec.,  Donald  Weatherill,  M.D. 

Holland,  L.  W.  Chamberlain 

*Hoyne,  A.  H.  Salem 

Lewis,  H.  R.  Mitchell 

Lloyd,  J.  H.  Mitchell 

Lloyd,  J.  H.,  Jr. Mitchell 

Mabee,  D.  R. Mitchell 

Mabee,  O.  J. Mitchell 

McCann,  J.  P. Parkston 

Peiper,  W.  A.  Mitchell 


SIOUX  FALLS 
DISTRICT  No.  7 

Pres.,  C.  S.  Larson,  M.D. 

Sec.,  A.  K.  Myrabo,  M.D. 

Treas.,  D.  L.  Ensberg,  M.D. 

Fisk,  R.  G.  Dell  Rapids 

*Fisk,  R.  R. Flandreau 

Frost,  D.  M.  Sioux  Falls 

*Gage,  E.  E.  Sioux  Falls 

Giebink,  R.  R.  Sioux  Falls 

Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B.  Iowa 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S.  Sioux  Falls 

Hage,  W.  Sioux  Falls 

Hansen,  H.  F.  Sioux  Falls 

Herrick,  T.  G. Sioux  Falls 

Hoskins,  J.  H. Sioux  Falls 

Hyden,  A.  Sioux  Falls 

Ihle,  C.  W Sioux  Falls 

Jameson,  G.  M Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kahler,  E.  S. Sioux  Falls 

Kaufman,  I.  I. Freeman 

Kemper,  C.  E.  Viborg 

King,  L.  Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Knowles,  R.  C. Sioux  Falls 

Kohlmeyer,  F.  C. Sioux  Falls 

Larson,  C.  S Sioux  Falls 

Leander,  R.  B.  Sioux  Falls 

Leraan,  L.  G.  Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Logan,  R.  W.  N.  Mexico 

Low,  Lyman  Lennox 

Magdsick,  C.  C.,  Jr.  Sioux  Falls 

Manning,  D.  H.  Sioux  Falls 

Maresh,  E.  R.  Sioux  Falls 

Mitchell,  C.  B.  Sioux  Falls 

Myrabo,  A.  K.  Sioux  Falls 

McDonald,  C.  J. Sioux  Falls 


Leigh,  F.  D.  Huron 

Lenz,  B.  T.  Huron 

McManus,  T.  B.  Wess.  Springs 

Pangburn,  M.  W.  Miller 

Repsys,  A. Dupree 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr Huron 

Tschetter,  P.  S.  Huron 


Pollerman,  T.  Ohio 

Portela,  A.  J Mitchell 

Porter,  M.  Parkston 

Skogmo,  B.  R.  Mitchell 

Tobin,  F.  J. Mitchell 

Tobin,  L.  W.  Mitchell 

Vonburg,  V.  R.  Mitchell 

Vose,  J.  L.  Mitchell 

Weatherill,  D.  W.  Mitchell 

Weber,  R.  A. Mitchell 


McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V. Sioux  Falls 

McHardy,  B.  R.  Sioux  Falls 

Nelson,  R.  E.  Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 

Ogborn,  R.  J. Sioux  Falls 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L. Sioux  Falls 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Pasek,  E.  A.  Sioux  Falls 

Peik,  D.  J. Sioux  Falls 

Peters,  E.  H. Sioux  Falls 

Petres,  A.  Salem 

Quinn,  R.  H. Sioux  Falls 

*Quinn,  R.  J.  Sioux  Falls 

Reagan,  P.  R.  Sioux  Falls 

Reifel,  A. Sioux  Falls 

Sanderson,  E.  W. Sioux  Falls 

Sercl,  W.  Sioux  Falls 

Shreves,  H.  Sioux  Falls 

Smith,  G.  W.  Sioux  Falls 

Stahmann,  F.  Sioux  Falls 

Steiner,  P.  K. Sioux  Falls 

Stephans,  A.  Hartford 

Stern,  C.  A Sioux  Falls 

Strauss,  B.  Parker 

Suckow,  E.  E.  Illinois 

Toren,  R.  Sioux  Falls 

*Van  Demark,  G.  E.  Sioux  Falls 

Van  Demark,  R.  E.  __  Sioux  Falls 

Van  Lier,  P.  C.  Sioux  Falls 

Villa,  Jose  Freeman 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Wessman,  N.  E.  Sioux  Falls 

Williams,  D.  B.  Sioux  Falls 

Williams,  M.  F.  Sioux  Falls 


*Zimmerman,  Goldie,  E. 

Missoula,  Montana 
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Abts,  F.  J. Yankton 

Andre,  H.  C.  Vermillion 

Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Berg,  S. Tyndall 

Coram,  Frank  J.  (M.S.) 

Dregseth,  K.  Yankton 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Faith,  Margaret Wakonda 

Foley,  R.  J.  Tyndall 

Glood,  D.  Viborg 

Haas,  F.  W.  Yankton 


Ahrlin,  H.  L.  Rapid  City 

Bailey,  J.  D.  Rapid  City 

Bareis,  R.  J.  Rapid  City 

Berry,  J.  T.  (M.S.) 

Behrens,  C.  L. Rapid  City 

Blunck,  C.  J.  Rapid  City 

Borgmeyer,  H.  J.  Rapid  City 

Boyce,  R.  A.  Rapid  City 

Bray,  R.  B. Rapid  City 

Brownell,  M.  D.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

Cameron,  D.  E. Rapid  City 

Chassell,  J.  L.  Belle  Fourche 

Chu,  C.  L Tenn. 

Clark,  B.  S Spearfish 

Clark,  C.  A.  Lead 

Cook,  W.  S Rapid  City 

Cooper,  R.  Rapid  City 

*Crane,  H.  L.  Washington,  D.  C. 

Crowder,  R. Rapid  City 

D’Arata,  F.  J.  __  New  Underwood 

Davidson,  H.  E.  Nebr. 

Dulaney,  C.  H. Ft.  Meade 

Elston,  J.  Rapid  City 

Erickson,  J.  W Rapid  City 

Feehan,  J.  J. Rapid  City 

Finley,  R.  G. Rapid  City 

*Fleeger,  R.  R Lead 

Geib,  W. Rapid  City 

Gilbert,  F.  J Belle  Fourche 

Grau,  H.  J. Rapid  City 

Hamm,  J.  N. Sturgis 

Hare,  H.  J. Rapid  City 

Hare,  Lyle  Spearfish 


Clark,  F.  J.  Gregory 

Hayes,  R.  H.  Winner 

Lakstigala,  Peter White  River 

Lillard,  R.  L.  Winner 


Johnson,  C.  A.  Lemmon 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A. Mobridge 

MacDonald,  R.  G.  Lemmon 


Amundson,  Loren Webster 

Batt,  E.  J.  Sisseton 

Brauer,  H.  H. Sisseton 

Brinkman,  W.  C Sisseton 

Czajkowskyi,  T.  Veblen 

Dietz  (M.S.) 


YANKTON 
DISTRICT  No.  8 

Pres.,  A.  C.  Michael,  M.D. 

Sec.,  Hugo  Andre,  M.D. 

*Hohf,  J.  A.  Yankton 

Honke,  R.  W.  Wagner 

Hubner,  R.  F.  Yankton 

Johnson,  C.  F.  - Yankton 

Kalda,  E.  F.  Platte 

Kelsey,  F.  O.  Vermillion 

Klar,  W.  Geddes 

Lyso,  M.  Yankton 

McVay,  C.  B Yankton 

Moore,  E.  J.  Vermillion 

*Ohlmacher,  J.  C Vermillion 

Price,  Mary  Armour 

Price,  Ronald  Armour 

BLACK  HILLS 
DISTRICT  No.  9 
Pres.,  R.  A.  Boyce,  M.D. 

Sec.,  J.  T.  Elston,  M.D. 

Heidepreim,  G.  Rapid  City 

*Heineman,  A.  A.  Wasta 

Heinzen,  F.  J.  (M.S.) 

Hesz,  A.  B. Hill  City 

Hewitt,  J.  M. Rapid  City 

Hollerman,  W.  W.  Rapid  City 

Hornbeck,  N.  B.  (M.S.) 

*Howe,  F.  S. Deadwood 

Hvam,  Ole  Quinn 

* Jackson,  A.  S.  Rapid  City 

*Jackson,  R.  J.  Rapid  City 

Jacobson,  T.  R Hot  Springs 

Jones,  W.  E Sturgis 

Kegaries,  D.  L.  Rapid  City 

Kelly,  W.  T.  (M.S.) 

Koren,  Paul Rapid  City 

Kucera,  W.  Lead 

Lampert,  A.  A. Rapid  City 

Leeds,  J.  F.  Hot  Springs 

Lewis,  J.  R.  (M.S.) 

Lemley,  R.  E.  Rapid  City 

Lydiatt,  J.  Hot  Springs 

Marousek,  M.  Belle  Fourche 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E.  Deadwood 

Mead,  T.  Spearfish 

Merryman,  M.  P. Rapid  City 

Meyer,  W.  L Sanator 

*Mills,  G.  W Wall 

*Morse,  W.  E.  Rapid  City 

McCroskey,  R.  C. Rapid  City 

Munson,  H.  B.  — Rapid  City 

Nieher,  W.  C.  (M.S.) 

Nozik,  H.  I.  (M.S.) 

ROSEBUD 
DISTRICT  No.  10 

Pres.,  P.  Lakstigala,  M.D. 

Sec.,  R.  H.  Hayes,  M.D. 
Lindholm,  D.  D.  (M.S.) 

Nelson,  M.  (M.S.) 

Roesel,  R.  W. Nebr. 

NORTHWEST 
DISTRICT  No.  11 

Sec.,  B.  P.  Nolan,  M.D. 


Nolan,  B.  P.  Mobridge 

Sabbagh,  M.  Lemmon 

Spiry,  A.  W. Mobridge 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  W.  C.  Brinkman,  M.D. 
Sec.,  D.  A.  Gregory,  M.D. 

Gregory,  D.  A.  Milbank 

Janavs,  V. Milbank 

Johnson,  E.  A.  Milbank 

Judge,  W.  T Milbank 

Karlins,  W.  H.  Webster 


Price,  T.  P.,  Jr.  

Yankton 

Ranney,  B.  

Yankton 

Reaney,  D.  B.  

Yankton 

Reding,  A.  P 

Marion 

Riesberg,  E.  

Yankton 

Riesberg,  H.  

Yankton 

Sattler,  T.  H.  _ 

Yankton 

Stanage,  W.  F. 

Yankton 

SteeleT  J.  P.  

Yankton 

Thompson,  R.  F.  

Yankton 

Tidd,  J.  t;  

Willcockson,  T.  H.  . 

Yankton 

Yankton 

Olsson,  G.  Q.  Rapid  City 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S Rapid  City 

*Owen,  N.  T. Rapid  City 

Palmerton,  E.  S. Rapid  City 

Paulson,  G.  Rapid  City 

Pearce,  Ida  Rapid  City 

Pemberton,  M.  O. Deadwood 

Phillips,  R.  K.  Hot  Springs 

Pokorny,  J.  F.  Newell 

Radusch,  F.  J. Rapid  City 

Roper,  C.  E Hot  Springs 

Ruud,  E.  T.  - Rapid  City 

Saxton,  A.  J. Rapid  City 

Sebring,  F.  U. Martin 

Semones,  A.,  Jr.  Lead 

Sherrill,  S.  F Belle  Fourche 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C. Deadwood 

*Soe,  C.  A.  ....  Shell  Beach,  Calif. 

Spain,  M.  L. Rapid  City 

Stewart,  N.  W Lead 

Stone,  D.  Q.  (M.S.) 

Sullivan,  W.  S.  (M.S.) 

Theissen,  H.  H. Rapid  City 

Wall,  D.  W.  (M.S.) 

Westaby,  R.  S.,  Jr Rapid  City 

White,  F.  T.  (M.S.) 

Whitney,  N.  R.  Rapid  City 

Williams,  F.  R Rapid  City 

Winter,  M.  O.  (M.S.) 

Wood,  G.  F.  Rapid  City 

Yackley,  J.  V Rapid  City 


Sweet,  E.  P.  Burke 

Studenberg,  J.  E.  Winner 

Wright,  J.  C.  (M.S.) 


Torkildson,  G. McLaughlin 

Totten,  F.  C.  Lemmon 

Zandersons,  Vilas  Herried 


Keller,  L.  W.  Webster 

Lie,  Dagfinn Webster 

Lovering,  J.  Sisseton 

Peabody,  P.  D.,  Jr.  Sisseton 

Zeidaks,  O.  Waubay 
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Abts,  F.  J - Yankton 

Adams,  H.  P.  Huron 

Ahrlin,  H.  L.  Rapid  City 

Akland,  L.  Canton 

Alexander,  J Sioux  Falls 

Allen,  S.  W.  Watertown 

Alway,  J.  D Aberdeen 

Amundson,  Loren Webster 

Anderson,  J.  A.  Madison 

Anderson,  T. Sioux  Falls 

Anderson,  W.  R.  Sioux  Falls 

Andre,  H.  C.  Vermillion 

Angelos,  T.  Canton 

Argabrite,  J.  W.  Watertown 

Arneson,  W.  Sioux  Falls 

Askwig,  L.  C Pierre 

Aspaas,  P.  K.  Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  Marian Yankton 

Auld,  M.  A.  Yankton 

Auskaps,  R. Lake  Norden 

Austin,  D.  C. Brookings 

Avots,  Avotins,  K.  Texas 

Avotins,  R.  Faulkton 

Bailey,  J.  D.  Rapid  City 

Bareis,  R.  J. Rapid  City 

Barnett,  G.  L. Sioux  Falls 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Jr.  Watertown 

Batt,  E.  J.  Sisseton 

Baughman,  D.  S. Madison 

Becker,  S.  Sioux  Falls 

Behrens,  C.  L.  Rapid  City 

Bell,  G.  Robert  De  Smet 

Benjamin,  M.  B.  Michigan 

Berbos,  J.  N.  Aberdeen 

Berg,  S Tyndall 

Berry,  J.  T.  (M.S.) 

Berzins,  R.  Bowdle 

Billingsley,  P.  R. Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

Bloemendaal,  G.  J Ipswich 

Blunck,  C.  F. Rapid  City 

Bollinger,  W.  F Parkston 

Borgmeyer,  H.  J.  Rapid  City 

Bose,  R.  M.  Brookings 

Bowes,  H.  Angus  Aberdeen 

Boyce,  R.  A.  Rapid  City 

Brakss,  V.  Watertown 

Brauer,  H.  H.  Sisseton 

Bray,  R.  B.  Rapid  City 

Breit,  D.  H Sioux  Falls 

Brewster,  C.  B.  Watertown 

Brinkman,  W.  C. Sisseton 

Brogdon,  P.  P.  Mitchell 

Brzica,  S.  M.  Sioux  Falls 

Brown,  H.  R.  Watertown 

Brownell,  M.  E.  Rapid  City 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  Huron 

Bunker,  P.  G.  Aberdeen 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

Butler,  J.  M.  Hot  Springs 

Calene,  J.  L.  Aberdeen 

Cameron,  D.  E.  Rapid  City 

Carefoot,  R.  L. Huron 

*Carney,  M.  ..  Manhatten,  Kan. 

Chalmers,  J.  H.  Sioux  Falls 

Charbonneau,  Y.  Huron 

Chassell,  J.  L.  Belle  Fourche 

Chu,  C.  L.  Tenn. 

Church,  W.  C.  Sioux  Falls 

Clark,  B.  S. Spearfish 

Clark,  C.  A. Lead 

Clark,  C.  J.  Watertown 

Clark,  F.  J.  Gregory 


Clark,  J.  C.  Sioux  Falls 

*Cogswell,  M.  E. Wolsey 

Collins,  E.  H.  Gettysburg 

Collins,  R.  E.  Colo. 

Cook,  W.  S.  (M.S.) 

Cooley,  F.  H.  Aberdeen 

Cooper,  R.  Rapid  City 

Coram,  F.  J.  (M.S.) 

Cottam,  G.  I.  W.  Sioux  Falls 

Cowan,  J.  T.  Pierre 

*Crane,  H.  L.  Washington,  D.  C. 

Crowder,  R. Rapid  City 

Currie,  K.  P. Britton 

Czajkowskyi,  T.  Veblen 

Cutshall,  V.  H. Sioux  Falls 

Cutshall,  V.  K — - Sioux  Falls 

D’Arata,  E.  J.  ..  New  Underwood 

Damm,  W.  P.  Redfield 

Davidson,  H.  E. Nebr. 

Davidson,  M Brookings 

Dean,  Roscoe Wess.  Springs 

De  Geest,  J.  M.  Miller 

Delaney,  R. Mitchell 

Delaney,  W.  A.,  Jr.  Mitchell 

Devick,  J.  C.  Colton 

DeWitt,  W.  Sioux  Falls 

*Dick,  L.  C.  Spencer 

Dickinson,  J.  Canistota 

Dietz,  (M.S.) 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R. Sioux  Falls 

Donahoe,  S.  A. Sioux  Falls 

Donahoe,  W.  E.  Sioux  Falls 

Dregseth,  K.  - Yankton 

Drissen,  E.  M.  Britton 

Driver,  D.  R. Sioux  Falls 

Driver,  I.  E Aberdeen 

Duimstra,  F. Sioux  Falls 

Dulaney,  C.  H Ft.  Meade 

Dzintars,  P.  F.  Faith 

Eckrich,  J.  A.  Aberdeen 

Ehik,  J. Centerville 

Eirinberg,  I.  Sioux  Falls 

Elston,  J.  Rapid  City 

*Elward,  L.  R.  Doland 

Embree,  V.  W.  Pierre 

Ensberg,  D. Sioux  Falls 

Epp,  D.  Freeman 

Erickson,  E.  G. Sioux  Falls 

Erickson,  J.  W. Rapid  City 

Erickson,  O.  P.  __  Valley  Springs 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Faith,  Margaret Wakonda 

Farrell,  H.  W.  Sioux  Falls 

*Farrell,  W.  D.  Aberdeen 

Fedt,  Donald  Watertown 

Feehan,  J.  J.  Rapid  City 

Finley,  R.  C — Rapid  City 

Fisk,  R.  G.  Dell  Rapids 

*Fisk,  R.  R.  Flandreau 

*Fleeger,  R.  B.  Lead 

Foley,  R.  J.  Tyndall 

Friefeld,  S.  Brookings 

Fritz,  W.  H.  Mitchell 

Fox,  S.  W.  Pierre 

Frost,  D.  M. - Sioux  Falls 

*Gage,  E.  E.  Sioux  Falls 

Geib,  W.  A.  Rapid  City 

Gelber,  M.  R. Aberdeen 

Gere,  R.  G.  Mitchell 

Giebink,  R.  R.  Sioux  Falls 

Gilbert,  F.  J.  Belle  Fourche 

Gillis,  F.  D.,  Jr.  Mitchell 

Glood,  D.  Viborg 

Gorder,  Wm.  Aberdeen 

Graff,  L.  W.  Britton 

Grau,  H.  J.  Rapid  City 


Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  Sioux  Falls 

Greenfield,  R.  E. Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B. Iowa 

Gregory,  D.  A. Milbank 

*Grove,  A.  F. Dell  Rapids 

Grove,  M.  S. Sioux  Falls 

Gryte,  C.  F Huron 

Haas,  F.  W.  Yankton 

Hagan,  A.  S.  Faulkton 

Hage,  W.  Sioux  Falls 

Haggar,  D.  K.  Watertown 

Hagin,  J.  C.  Miller 

Hamm,  J.  N.  Sturgis 

Hanisch,  E.  C.,  Jr.  Huron 

Hansen,  H.  F.  Sioux  Falls 

Hanson,  W.  O. De  Smet 

Hare,  H.  J.  i....  Rapid  City 

Hare,  Lyle  Spearfish 

Hayes,  Alfred  (M.S.) 

Hayes,  R.  H. Winner 

Heidepreim,  G Rapid  City 

*Heineman,  A.  A. Wasta 

Heinzen,  F.  J.  (M.S.) 

Henry,  Robert  Brookings 

Herrick,  T.  G. Sioux  Falls 

Hesz,  A.  B.  Hill  City 

Hewitt,  J.  M. Rapid  City 

Hillan,  D.  D.  Madison 

Hofer,  E.  A.  Huron 

*Hohf,  J.  A.  Yankton 

Hohm,  Paul  Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W. Chamberlain 

Holleman,  W.  W. Rapid  City 

Honke,  R.  W.  Wagner 

Hornbeck,  N.  B.  (M.S.) 

Horthy,  A.  Kennebec 

Horthy,  K Kennebec 

Hoskins,  J.  H.  Sioux  Falls 

*Howe,  F.  S. Deadwood 

*Hoyne,  A.  H.  Salem 

Hubner,  R.  F.  Yankton 

Hudgins,  D.  (M.S.)  Aberdeen 

Huppler,  E.  G.  Watertown 

Hura,  R.  Howard 

Hvam,  Ole  Quinn 

Hyden,  Anton Sioux  Falls 

Ihle,  C.  W Sioux  Falls 

Illig,  K.  M.  Pierre 

*Jackson,  A.  S. Rapid  City 

* Jackson,  R.  J.  Ramd  City 

Jacobson,  T.  R. Hot  Springs 

Jahraus,  R.  C.  Pierre 

Jameson,  G.  M.  Sioux  Falls 

Janavs,  V.  Milbank 

Janis,  J.  B.  Hoven 

Johnson,  C.  A. Lemmon 

Johnson,  C.  F.  Yankton 

Johnson,  E.  A.  Milbank 

Jones,  W.  E.  Sturgis 

Jones,  W.  L.  Sioux  Falls 

Judge,  W.  T. Milbank 

Kahler,  E.  S.  Sioux  Falls 

Kalda,  E.  F.  Platte 

Karlins,  W.  H.  Webster 

Kaufman,  I.  I. Freeman 

Keegan,  Agnes  Aberdeen 

Kegaries,  D.  L. Rapid  City 

Keller,  L.  W.  Webster 

Kelly,  W.  T.  (M.S.) 

Kelsey,  F.  O.  Vermillion 

Kemper,  C.  E.  Viborg 

Kershner,  C.  M.  Brookings 

Kilgard,  R.  M.  Watertown 

Kilpatrick,  W.  R.  J.  Huron 
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King,  B.  F. Aberdeen 

King,  L„  Jr.  Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Klar,  W.  Geddes 

Knowles,  R.  C. Sioux  Falls 

Kohlmeyer,  F.  C.  Sioux  Falls 

Koren,  Paul Rapid  City 

Krijger,  Anna Lake  Preston 

Krijger,  P. Groton 

Kucera,  W Lead 

Lakstigaia,  Peter White  River 

Lampert,  A.  A.  Rapid  City 

Larson,  C.  S. Sioux  Falls 

Leeds,  J.  F.  Hot  Springs 

Leander,  R.  B. Sioux  Falls 

Leigh,  F.  D.  Huron 

Lemley,  R.  E.  Rapid  City 

Lenz,  B.  T.  Huron 

Leraari,  L.  G.  Sioux  Falls 

Lewis,  H.  R.  Mitchell 

Lewis,  J.  R.  (M.S.) 

Lie,  Dagfinn Webster 

Lietzke,  E.  T. Beresford 

Lillard,  R.  L.  Winner 

Lindbloom,  B.  O.  Pierre 

Lindholm,  D.  D.  (M.S.) 

Lloyd,  J.  H.  Mitchell 

Lloyd,  J.  H.,  Jr.  Mitchell 

Lovering,  J.  Webster 

Logan,  R.  W. N.  Mexico 

Low,  Lyman  Lennox 

Lowe,  H.  E.  Mobridge 

Lowe,  J.  A. Mobridge 

Lydiatt,  J.  Hot  Springs 

Lyso,  M.  Yankton 

Mabee,  D.  R. Mitchell 

Mabee,  O.  J.  Mitchell 

MacDonald,  R.  G. Lemmon 

Magdsick,  C.  C.,  Jr.  Sioux  Falls 

Mangulis,  G. Philip 

Manning,  D.  H.  Sioux  Falls 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Marr,  L.  Estelline 

Marr,  V.  Estelline 

Marvin,  T.  R.  Faulkton 

Martyn,  W.  E.  Aberdeen 

Mattox,  J.  E.  Deadwood 

Mattox,  N.  E. Deadwood 

Maxwell,  R.  T. Clear  Lake 

Mead,  T.  Spearfish 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

*Mills,  G.  W.  Wall 

Mitchell,  C.  B.  Sioux  Falls 

Moore,  E.  J.  Vermillion. 

Morrissey,  M.  M. Pierre 

*Morse,  W.  E.  Rapid  City 

Muggly,  J.  A. Madison 

Munson,  H.  B. Rapid  City 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  C.  Aberdeen 

Murphy,  J.  C.  Murdo 

Myrabo,  A.  K.  Sioux  Falls 

McCann,  J.  P.  Parkston 

McCarthy,  P.  V.  - Aberdeen 

McCroskey,  R.  C.  Rapid  City 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V. Sioux  Falls 

McHardy,  B.  R.  Sioux  Falls 

McIntosh,  G.  F.  Eureka 

McManus,  T.  B. Wess.  Springs 

McVay,  C.  B. Yankton 

Nelson,  M.  H.  (M.S.) 

Nelson,  R.  E.  Sioux  Falls 

Nieher,  W.  C.  (M.S.) 

Nilsson,  F.  C.  Sioux  Falls 


Nolan,  B.  P. Mobridge 

Norgello,  V.  Redfield 

Nozik,  H.  I.  (M.S.) 

Ogborn,  R.  J.  Sioux  Falls 

*Ohlrnacher,  J.  C.  Vermillion 

Olson,  R.  G.  Sioux  Falls 

Olsson,  G.  Q. Rapid  City 

Opheim,  W.  L. Sioux  Falls 

Orgusaar,  R. Florida 

Otey,  B.  T.  Flandreau 

O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S. Rapid  City 

*Owen,  N.  T.  Rapid  City 

Palmerton,  E.  S. Rapid  City 

Pangburn,  M.  W.  — Miller 

Pankow.  L.  J.  Sioux  Falls 

Parke,  L.  L.  Canton 

Pasek,  E.  R Sioux  Falls 

Patt,  W.  H.  Brookings 

Patterson,  D.  Redfield 

Paulson,  G.  S RapM  City 

Pearce,  Ida Rapid  City 

Peeke,  A.  P.  Volga 

Peabody,  P.  D.,  Jr. Sisseton 

Peik,  D.  J. Sioux  Falls 

Pemberton,  M.  O.  Rapid  City 

Peiper,  W. Mitchell 

Perry,  E.  J.  Redfield 

Peters,  E.  H. Sioux  Falls 

Petres,  A.  Salem 

Pfisterer,  T.  R.  Redfield 

Phillips,  R.  K. Hot  Springs 

Plowman,  E.  T.  Brookings 

Pollerman,  T.  Ohio 

Pokorny,  J.  F Newell 

Portela,  A.  J.  Mitchell 

Porter,  M.  Parkston 

Price,  Mary  .Armour 

Price,  Ronald  Armour 

Price,  T.  P.,  Jr.  Yankton 

Quinn,  R.  H.  Sioux  Falls 

*Quinn,  R.  J Sioux  Falls 

Radusch,  F.  J.  Rapid  City 

Rank,  R.  K.  Aberdeen 

Ranney,  Brooks  Yankton 

Reagan,  P.  R.  Sioux  Falls 

Reaney,  D.  B.  Yankton 

Reding,  A.  P.  Marion 

Reifel,  A.  Sioux  Falls 

Repsys,  A.  Dupree 

Reul,  T.  W.  — Watertown 

Riesberg,  Elsa Yankton 

Riesberg,  H. Yankton 

*Riggs,  T.  F. Pierre 

Roberts,  C.  S.,  Jr.  Brookings 

Rodine,  J.  C.  Aberdeen 

Roesel,  R.  W.  Nebr. 

Roper,  C.  E. Hot  Springs 

Rousseau,  M.  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Ruud,  E.  T.  Rapid  City 

Ryan,  C.  F.  Watertown 

Sabbagh,  M.  I^mmon 

Salladay,  1.  R.  Pierre 

Sanders,  M.  E.  Redfield 

Sanderson,  E.  W. Sioux  Falls 

Sattler,  T.  H Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr. Huron 

Scheffel,  A.  Redfield 

*Scheib,  A.  P. Watertown 

Scheller,  D.  L.  Arlington 

Sebring,  F.  U. Martin 

Semones,  A.  Jr. Lead 

Sercl,  W.  F.  Sioux  Falls 

Sherrill,  S.  F. Belle  Fourche 

Shreves,  H. Sioux  Falls 

Simon,  S.  Pierre 


Skogmo,  B.  R.  Mitchell 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C.  Deadwood 

Smith,  G.  W Sioux  Falls 

*Soe,  C.  A.  Lead 

Spain,  M.  L. Rapid  City 

Spiry,  A.  W.  Mobridge 

Sprosts,  K.  Conde 

Stahmann,  F.  Sioux  Falls 

Stanage,  W.  F. Yankton 

Steele,  G.  Aberdeen 

Steele,  J.  P.  Yankton 

Steiner,  P.  Sioux  Falls 

Stephans,  A Hartford 

Stern,  C.  A.  Sioux  Falls 

Stewart,  N.  W.  Lead 

Stoltz,  C.  R. Watertown 

Stone,  D.  Q.  (M.S.) 

Stransky,  J. Watertown 

Strauss,  B.  Parker 

Studenberg,  J.  E.  Winner 

Suckow,  E.  E. Illinois 

Sullivan,  W.  S.  (M.S.) 

Sundet,  N.  J. Kadoka 

Swanson,  C.  L.  Pierre 

Sweet,  E.  P.  Burke 

Tank,  M.  C. Brookings 

Taylor,  Wm.  R. Aberdeen 

Theissen,  H.  H. Rapid  City 

Thompson,  R.  F. Yankton 

Tidd,  J.  T.  Yankton 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W.  Mitchell 

Toren,  R.  Sioux  Falls 

Torkildson,  G.  McLaughlin 

Totten,  F.  C.  Lemmon 

Tracy,  G.  Watertown 

Tschetter,  P.  S.  Huron 

Turner,  C.  R.  Brookings 

Urbanyi,  E.  W.  Gettysburg 

*Van  Demark,  G.  E.  Sioux  Falls 

Van  Demark,  R.  E.  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Van  Lier,  P.  C — Sioux  Falls 

Villa,  J.  P. Freeman 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V Sioux  Falls 

Vonburg,  V.  R.  Mitchell 

Vose,  J.  L. Mitchell 

Wall,  D.  W.  (M.S.) 

Walters,  S.  J.  Watertown 

Watson,  E.  S.  Brookings 

Weatherill,  D.  W.  Mitchell 

Weber,  R.  A. Mitchell 

*Weishaar,  C.  E.  Aberdeen 

Wessman,  N.  E.  Sioux  Falls 

Westaby,  J.  R.  Madison 

Westaby,  R.  S.,  Jr.  ....  Rapid  City 

Westland,  G.  I. OnidA 

White,  F.  T.  (M.S.) 

Whitney,  N.  R.  Rapid  City 

Whitson,  G.  E. Madison 

Willcockson,  T.  H.  Yankton 

Willen,  Abner  Clark 

Williams,  D.  B.  Sioux  Falls 

Williams,  F.  R.  Rapid  City 

Williams,  .M.  F.  Sioux  Falls 

Winter,  M.  D.  (M.S.) 

Wold,  H.  R.  — . Madison 

Wood,  G.  F.  Rapid  City 

Wrage,  T.  R.,  Jr.  Watertown 

Wright,  J.  C.  (M.S.) 

Yackley,  J.  V. Rapid  City 

Zandersons,  V.  Herreid 

Zeidaks,  O.  Waubay 

*Zimmerman,  Goldie  E. 

Missoula,  Montana 
Zvenjnicks,  K.  Leola 


*Indicates  Honorary  Member  M.S.  Indicates  Military  Service 
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The  attendance  at  the  Council  and  House  of  Delegates  Meeting  was  exceptionally  good  and 
much  worth  while  was  accomplished  by  those  bodies. 


Rapid  City  provided  excellent  entertainment  for  the  doctors  and  their  wives  and  I am  sure 
was  enjoyed  by  all. 


The  scientific  program  was  outstanding  with  many  of  our  own  members  contributing 
materially  to  its  excellence. 


The  House  of  Delegates  approved  the  building  of  a Headquarters  Building.  This  is  going 
to  require  the  entire  membership  of  the  State  Association  to  cooperate  with  your  Executive 
committee  to  complete  this  program  as  soon  as  possible. 

Sincerely, 

R.  A.  Buchanan,  M.D. 

President 


i- 


— 350  — 


While  I am  not  given  to  expressing  myself 
in  writing  on  medical  association  matters,  I 
do  feel  compelled  to  draw  the  attention  of 
members  to  a situation  that  to  me  is  most 
interesting  and  gratifying. 

Quite  a number  of  years  ago,  when  I was 
a comparitively  young  member  of  the  asso- 
ciation, another  Mitchell  physician  and  I 
served  as  delegates  to  a state  convention  in 
Sioux  Falls.  It  was  my  first  opportunity  to 
take  part  in  state  association  policy  matters 
so  I looked  forward  to  an  interesting  session. 
To  say  that  I came  away  disillusioned  is  to 
put  it  mildly.  The  scientific  sessions  began 
in  the  morning.  During  the  noon  hour  the 
House  of  Delegates  met  in  a small  dining 
room.  One  elderly  and  dogmatic  individual 
who  seemed  to  be  kingpin  introduced  all  the 
business  and  the  body  automatically  voted 
for  it.  I recall  one  delegate  attempted  to 
place  a motion  before  the  house  and  he  was 
promptly  informed  that  he  was  out  of  order, 
that  the  subject  proposed  was  the  business  of 
the  Council  and  had  already  been  dealt  with. 
As  I recall,  all  matters  coming  before  the 
House  were  disposed  of  by  the  time  the  des- 
sert was  finished.  I left  the  meeting  with  the 
impression  that  there  were  more  satisfying 
ways  of  serving  organized  medicine  and  the 


public  than  as  a member  of  the  House  of 
Delegates. 

This  year  I served  as  an  alternate  from  my 
local  society.  Because  of  previous  experience, 
I somewhat  reluctantly  arrived  at  the  first 
meeting  of  the  House  of  Delegates  which 
was  held  two  days  before  the  scientific  pro- 
gram began. 

What  an  edifying  experience.  Delegate’s 
hand  books  with  all  committee  reports  were 
available  in  advance.  The  first  day’s  sessions 
assigned  reference  committees,  allowed  in- 
troduction of  new  business  and  got  every- 
thing in  top  flight  shape.  The  reference  com- 
mittee meeting,  well-attended,  went  into  ses- 
sion and  some  of  them  worked  until  the  small 
hours  of  the  morning  as  they  discussed  the 
various  activities  of  the  association.  The  next 
day’s  session  was  run  with  dispatch.  Every- 
one had  a chance  to  speak  but  the  meeting 
was  quickly  and  efficiently  run. 

I for  one,  was  impressed.  Our  association  is 
not  run  by  a clique,  it  is  a live  and  vital  or- 
ganization. If  you  haven’t  seen  it  work  at  an 
annual  meeting  — make  it  your  business  to 
do  so. 

F.  J.  Tobin,  M.D. 
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Pop's  Proverbs 

Sometimes  when  you  cast 
your  bread  upon  the 
waters,  the  man  in  the 
white  coat  picks  you  up. 


INTERSTATE  ASSEMBLY 
SCHEDULES  CHICAGO 

The  Interstate  Postgrad- 
uate Medical  Association  of 
North  America  will  be  at  the 
Palmer  House  in  Chicago 
November  2-5,  1959. 

Featured  on  the  program 
will  be  panels  on  “Massive 
Intestinal  Hemorrhage,” 
“Non-toxic  Goiter,”  “Evalua- 
tion of  the  Acute  Abdomen” 
and  many  others. 

Guest  lecturers  include 
Drs.  Alton  Ochsner,  George 
Crile,  William  Mengert,  E.  H. 
Rynearson,  Irvine  Page,  H. 
Marvin  Pollard,  Donald  Hast- 
ings, R.  H.  Flocks,  Walter 
Maddock  and  dozens  of 
others. 

Applications  may  be  ob- 
tained from  Mr.  Roy  Ragatz, 
Box  1109,  Madison,  Wiscon- 
sin. 


This  is  your 

MEDICAL  ASSOClAtlON 


U OF  NEBRASKA 

POSTGRADUATE 

COURSES 

The  University  of  Nebraska 
College  of  Medicine  will  offer 
the  first  of  a ten  course  series 
of  postgraduate  programs 
September  28,  29  and  30.  Dr. 
Enrique  Cabrera,  of  the  In- 
stitute of  Cardiology  in  Mex- 
ico City,  will  team  with  Dr. 
Eugene  Lepeschkin  of  the 
University  of  Vermont  to 
present  the  three  day  course 
in  Advanced  Electrocardio- 
logy. The  course  fee  will  be 
$50.00.  Application  should 
be  made  to: 

Office  of  Medical  Extension 
University  of  Nebraska 

College  of  Medicine 
42nd  and  Dewey; 

Omaha  5,  Nebraska 


NEWS  NOTES 
Dr.  James  L.  Richie,  re- 
cently located  in  San  Fran- 
cisco, has  associated  with 
Dr.  Grau  and  Finley.  Dr. 
Richie  is  a general  surgeon. 


Dr.  Wayne  Shaw  an- 
nounced the  opening  of  his 
office  in  Flandreau  on  July  1. 

* * * 

Dr.  Perry  Nelson,  formerly 
at  Redfield,  has  opened  an 
office  in  Deadwood.  He  com- 
pleted a residency  in  Ob- 
Gyn  at  Lincoln,  Nebraska  on 
July  1st. 

^ ^ * 

Dr.  Marvin  Wingert  has 
taken  over  the  practice  of 
Dr.  Earl  Suckow  at  Garret- 
son.  Dr.  Suckow  has  entered 
a residency  in  surgery  at 
Northwestern. 

H:  * 

Dr.  R.  A.  Buchanan,  Huron 
was  principal  speaker  at  the 
dedication  of  the  Mobridge 
Hospital  on  Sunday,  July 
12th. 

* * * 

The  Winner  District  met  at 
the  Winner  Hospital  to  dis- 
cuss the  new  headquarters 
building  in  Sioux  Falls. 
Executive  Secretary  Foster 
attended  the  meeting  which 
was  held  July  9th. 
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AUGUST  1959 


NEWS  NOTES 

John  C.  Foster,  executive 
secretary  of  the  South  Da- 
kota State  Medical  Associa- 
tion, presented  two  discus- 
sions at  the  Health  Workshop 
at  Northern  State  Teachers 
College  in  Aberdeen,  July 
16th.  Dr.  Robert  Rank,  Aber- 
deen, participated  in  a panel 
chaired  by  Foster. 

« * * 

Dr.  and  Mrs.  A.  S.  Jackson, 

Rapid  City,  celebrated  their 
50th  wedding  anniversary  on 
June  30th.  One  hundred 
twenty-five  guests  were  at 
the  home  to  congratulate  the 
couple. 

^ ^ ^ 

Dr.  T.  J.  Wrage,  Jr.,  Water- 
town,  has  joined  the  staff  of 
the  Brown  Clinic  in  that  city. 
He  has  been  in  private  prac- 
tice in  Watertown  for  two 
years  prior  to  joining  the 
group. 

* * ^ 

The  D a w 1 e y-Kegaries 
Clinic  of  Rapid  City  has  of- 
ficially changed  its  name  to 
the  Western  Dakota  Medical 
Clinic. 

* * 

Dr.  G.  W.  Mills,  Wall,  has 
been  named  chairman  of  the 
“Senior  Republican  Commit- 
tee” in  South  Dakota.  Com- 
mittee job  will  be  to  set  up 
local  groups  of  our  senior 
Republicans  to  take  an  active 
part  in  politics. 

^ ^ ^ 

Dr.  Arthur  Semones  has 

been  named  city  health  of- 
ficer in  Lead. 

* * * 

Dr.  F.  W.  Valkenaar,  Chan- 
cellor announced  his  retire- 
ment from  active  practice 
after  more  than  fifty  years. 


MID-WEST  SOCIETY 
MEETS  IN  NOVEMBER 

The  Mid-West  Clinical  So- 
ciety will  hold  its  27th  an- 
nual assembly  in  the  Civic 
Auditorium,  Omaha,  on  No- 
vember 2,  3,  4,  5. 

Some  of  the  guest  speakers 
will  be  Doctors,  Simon  Rod- 
bard,  Buffalo;  Louis  Hell- 
man,  Brooklyn;  David  Kra- 
mer, Philadelphia;  John  T. 
Reynolds,  Chicago;  Claude  E. 
Welch,  Boston;  and  William 
Engel,  Cleveland. 

The  meeting  is  sponsored 
by  the  Creighton  Medical 
School,  U of  Nebraska  School 
and  the  Nebraska  Chapter  of 
the  American  Academy  of 
General  Practice. 

Address  inquiries  to  John 
H.  Brush,  M.D.,  Director  of 
Clinics,  1613  Medical  Arts 
Building,  Omaha  2,  Nebr. 


AHA  ANNUAL 
MEETING 

Over  12,000  hospital  people 
are  expected  to  attend  the 
61st  Annual  Meeting  of  the 
American  Hospital  Associa- 
tion, August  24-27,  in  the 
New  York  City  Coliseum. 

This  will  be  the  Associa- 
tion’s first  meeting  in  New 
York  since  1911. 

General  assembly  speakers 
will  include  Dr.  M.  G.  Can- 
dau,  director-general  of  the 
World  Health  Organization; 
Elmo  Roper,  public  opinion 
analyst;  Francis  Boyer,  chair- 
man of  the  board  of  Smith 
Kline  and  French  Labora- 
tories; and  Dr.  Alexander  D. 
Langmuir,  chief  Epidem- 
iology Branch,  Commun- 
icable Disease  Center,  Public 
Health  Service. 

Other  large  sessions  will 


cover  such  topics  as  Provid- 
ing and  Financing  Health 
Care  for  the  Aged,  Future  of 
Prepayment  Plans  for  Hos- 
pital Care,  Progressive  Pa- 
tient Care,  Governing  Board’s 
Responsibility  for  Medical 
Care  in  the  Hospital,  Auxil- 
iary and  the  Hospital  Service 
Story,  Evaluating  In-Hospital 
Volunteer  Services,  Hospital 
School  of  Nursing  Education, 
and  the  Hospital  and  the 
Allied  Health  Professions. 

In  addition  to  these  events, 
there  will  be  36  instructional 
sessions  concerned  with  spe- 
cific phases  of  hospital  opera- 
tion. 

The  annual  meeting  of  the 
hospital  auxiliaries  again  has 
been  scheduled  as  part  of  the 
Association’s  convention. 
Many  sessions  have  been 
specially  designed  for  the 
auxiliary  members  who  also 
will  attend  other  meetings  on 
the  program. 

Dr.  Leona  Baumgartner, 
Commissioner  of  Health  for 
New  York  City,  will  speak  at 
the  Auxiliaries  Breakfast  on 
Monday  morning.  Dr.  Fran- 
cis J.  Braceland,  psychiatrist- 
in-chief  of  the  Institute  of 
Living  at  Hartford,  Conn., 
will  address  the  Auxiliaries 
Luncheon  on  Wednesday. 

Francis  Cardinal  Spellman, 
Archbishop  of  New  York, 
will  speak  at  the  Catholic 
Sisters  Luncheon  on  August 
24.  The  president’s  reception 
and  the  Children’s  Social 
Hour  have  been  scheduled 
for  that  night. 

General  Alfred  M.  Gruen- 
ther,  president  of  the  Amer- 
ican National  Red  Cross,  will 
be  the  speaker  for  the  Fed- 
eral Hospital  Executives 
Luncheon  on  August  25. 
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SOUTH  DAKOTA 


Ken  Foster  Photo  Service 


WINS  DISTINGUISHED  SERVICE  AWARD  — Dr.  Walter  L.  Hard,  Dean  of  the  School  of  Medicine  at 
the  University  of  South  Dakota  smiles  his  appreciation  at  having  been  awarded  the  South  Dakota  State 
Medical  Association’s  Distinguished  Service  Award  at  the  annual  meeting  in  Rapid  City. 

From  left  to  right  in  the  photo  are  Mrs.  John  C.  Foster,  Foster,  Dr.  A.  A.  Lampert,  president  of  the 
Association,  Dean  Hard,  and  Mrs.  Lampert. 


BUILDING  FUND  LOANS  MADE 
TO  ASSOCIATION 

First  building  fund  loans  for  the  proposed 
headquarters  of  the  South  Dakota  State  Med- 
ical Association  are  being  made  at  a fairly 
rapid  rate,  it  was  reported  by  executive  secre- 
tary Foster.  As  of  July  22nd  nearly  $20,000.00 
had  been  pledged  or  actually  paid. 

Winner  District  #10  was  the  first  District 
to  come  in  with  lOO^f  of  its  membership  mak- 
ing loans.  Average  for  the  District  was  $308.33 
per  member. 

The  Mobridge  District  met  on  July  12th 
and  ten  members  there  loaned  $2,750.00  for 
an  average  of  $275  per  man. 

Five  members  of  the  Huron  District  aver- 
aged loans  of  $290.00  while  eight  members  of 
the  Sioux  Falls  District  averaged  $225.00. 

Three  members  of  the  Mitchell  District 
loaned  an  average  of  $200.00  and  four  mem- 
bers of  the  Yankton  District  averaged  $275.00. 


More  contacts  will  be  made  during  the  Fall 
and  early  winter  with  an  eye  to  completion  of 
the  building  in  early  i960. 


DRS.  MORRISSEY  AND  ARNESON 
ON  PANEL 

Gov.  Ralph  Herseth  appointed  Drs.  Wallace 
Arneson  of  Sioux  Falls  and  M.  M.  Morrissey 
of  Pierre  to  the  South  Dakota  Medical  Panel. 

The  medical  panel  was  created  by  state 
law  to  determine  controverted  medical  ques- 
tions in  any  case  on  a claim  for  compensation 
for  an  occupational  disease. 

It  consists  of  three  members.  Dr.  N.  Wells 
Stewart,  Lead,  is  the  other  member. 

Arneson  succeeds  Dr.  D.  H.  Breit,  Sioux 
Falls,  whose  term  expired  in  1957.  Arneson 
will  serve  until  July  1,  1963. 

Morrissey’s  term  will  continue  into  1965. 
He  succeeds  Dr.  J.  L.  Calene  of  Aberdeen. 
Morrissey  formerly  served  on  the  Board  of 
Charities  and  Corrections. 
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GRIEVANCE  COMMITTEE  DISCUSSES  PROBLEMS  — Dr.  L.  J.  Pankow,  second  from  left,  discusses 
the  annual  report  of  the  Grievance  Committee  with  other  members  of  that  Committee  in  Rapid  City 
during  the  annual  meeting.  Seated  left  to  right  are  Drs.  A.  P.  Peeke, Volga;  D.  A.  Gregory,  Milbank; 
A.  W.  Spiry,  Mobridge.  All  members  of  the  Grievance  Committee  are  past-presidents  of  the  State  Medical 
Association.  Ken  Foster  Photo  Service 


AUDITING  AND  APPROPRIATIONS  COMMITTEE  CHECKS  AUDIT  — Members  of  the  Auditing  and 
Appropriations  Committee  met  with  executive  secretary  Foster  in  the  Medical  Association’s  headquarters 
suite  during  the  annual  meeting  in  Rapid  City.  Pictured  from  left  to  right  are  Dr.  A.  P.  Reding,  Marion, 
Secretary-Treasurer;  John  C.  Foster,  Executive  Secretary;  Dr.  C.  Rodney  stoltz,  Watertown,  Vice-Presi- 
dent; and  Dr.  A.  A.  Lampert,  Rapid  City,  President.  Ken  Foster  Photo  Service 
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Ken  Foster  Photo  Service 

ANNUAL  BANQUET  DRAWS  GOOD  CROWD  — 208  members  and  wives  gathered  at  the  78th  Annual 
Banquet  in  Rapid  City  at  the  Sheraton-Johnson  Hotel.  Photo  was  taken  during  the  last  course  just  prior 
to  the  evenings  entertainment. 


Ken  Foster  Photo  Service 

EXHIBIT  HALL  DRAWS  MANY  — This  view  of  the  exhibit  hall  during  one  of  the  breaks  in  the  annual 
meeting  program  was  taken  from  the  balcony  and  shows  a portion  of  the  42  exhibits. 


— 356  — 


AUGUST  1959 


ACEUTICAL 


SECTION 


HAROLD  S.  BAILEY.  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 


— 357  — 


SOUTH  DAKOTA 


PRESIDENT'S  ADDRESS 
73RD  ANNUAL  CONVENTION 
SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  ASSOCIATION 
Mitchell,  South  Dakota 


Mr.  Chairman,  officers  and  members  of  the 
South  Dakota  Pharmaceutical  Association, 
honored  guests,  ladies  and  gentlemen: 

Five  years  ago,  when  I was  made  vice- 
president  of  this  organization,  I had  very 
little  idea  of  what  was  involved  before  the 
job  was  finally  completed.  It  has  been  a very 
great  experience  for  me  and  I have  certainly 
become  aware  of  the  many  problems  that  face 
Pharmacy  today. 

At  this  time  I would  like  to  express  my 
appreciation  to  the  Board  of  Pharmacy  for 
the  wonderful  job  they  are  doing  for  the 
pharmacists  of  South  Dakota.  These  gentle- 
men spend  many  hours  on  problems  that  in- 
volve each  one  of  us  and  they  are  constantly 
striving  for  the  betterment  of  Pharmacy  in 
our  state.  I also  wish  to  say  thanks  to  our 
good  secretary,  Mr.  Bliss  Wilson  and  our  in- 
spector, Mr.  Glen  Velau  for  the  help  they 
have  given  me  in  the  past  year.  It  was  all 
very  much  appreciated.  To  the  other  mem- 
bers of  the  Executive  Committee  and  all 
others  who  worked  on  various  committees 
throughout  the  year  my  sincere  thanks  to 
each  one  of  you. 

I would  like  to  recommend  to  our  new 
president  that  he  reappoint  or  reactivate  a 
committee  that  was  appointed  three  years 
■ago,  but  has  not  been  active.  This  would  be 
a veterinary  interprofessional  relations  com- 
mittee. This  committee  is  to  be  made  up  of 
pharmacists  who  are  interested  in  and  also 
do  considerable  vet  business  in  their  stores. 
Through  active  work  by  this  committee,  I 
believe  we  can  establish  a better  relationship 
with  the  veterinary  profession,  thereby  creat- 
ing a mutual  benefit  to  both  associations. 

This  afternoon  at  3:30  P.M.,  the  Convention 
Committee  has  arranged  for  a round  table 
discussion.  It  is  my  hope  that  everyone  of 
you  will  enter  into  this  discussion  as  that  is 
the  only  way  it  will  accomplish  anything. 
This  will  be  the  time  for  anyone  who  has  any 
problems,  any  suggestions,  or  any  criticisms 


to  make  them  known.  You  will  be  aiding  the 
Executive  Committee  and  the  Board  of  Phar- 
macy by  taking  an  active  part  in  this  discus- 
sion and  your  comments  will  be  welcome. 

In  the  years  that  I have  been  in  the  drug 
business,  I have  come  to  realize  that  retail 
pharmacy  is  a field  of  endeavor  that  is  unique 
through  the  world.  One  might  properly 
accuse  us  of  having  dual  personalities.  On 
the  one  hand,  we  are  retail  merchants,  with 
all  the  countless  problems  associated  with 
retail  selling,  but  at  the  same  time,  we  are 
professional  men  and  women,  allies  of  the 
healing  professions. 

We  are  educated  and  trained  as  professional 
men  and  •women,  taught  to  think,  act  and  con- 
duct ourselves  in  a professional  manner.  Yet, 
upon  stepping  out  of  the  quiet,  secluded 
scientific  atmosphere  of  college  laboratories, 
we  are  immediately  placed  in  the  turbulent 
world  of  retail  business. 

From  the  precise  and  ordered  life  of  the 
pharmacy  college  we  are  transported  into  a 
realm  that  is  distinguished  by  practical  con- 
siderations, such  as  competition,  price- 
cutting,  taxes,  advertising,  salesmanship,  pro- 
motion, yes,  and  even  how  to  spot  a shop- 
lifter. 

The  pharmacist  must  — as  the  old' expres- 
sion goes  — carry  water  upon  both  shoulders. 
He  must  constantly  observe  the  proprieties 
and  high  moral  and  ethical  standards  of  his 
profession  — and  yet,  he  must  never  forget 
that  he  is  a retail  merchant.  He  must  balance 
these  almost  opposite  facets  of  his  personality, 
neither  detracting  from  one  in  favor  of  the 
other  by  permitting  the  profit  motive  to 
overshadow  his  professional  status  or  with- 
drawing into  the  shell  of  professionalism 
while  ignoring  the  economic  and  financial 
aspects  of  his  career. 

It  is  easy  to  understand  how  this  two-sided 
nature  of  retail  pharmacy  creates  problems 
over  and  above  the  numerous  ones  that 
plague  all  retail  merchants. 
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As  is  the  case  with  most  business  problems, 
the  pharmacists  are  generally  of  such  nature 
that  he  would  never  hope  to  solve  them  in- 
dividually. 

It  is  little  wonder  then  that  we  very  early 
found  it  necessary  to  join  together  in  an 
effort  to  solve  cooperatively  the  problems 
that  are  unique  to  our  highly  specialized  dual 
role  as  professional  dispenser  of  drugs  and 
medicines  and  retail  merchant. 

And,  it  is  the  considered  and  firm  opinion 
of  many  within  retail  pharmacy  that  much  of 
the  credit  for  the  many  and  solid  achieve- 
ments of  our  profession  must  go  to  the  na- 
tional, state,  regional  and  local  association 
which  represents  us  throughout  the  country. 

Even  more  important  — and  I believe  that 
this  is  a fair  statement  — it  has  been  largely 
through  the  efforts  of  our  associations  that 
the  independent  retail  pharmacy  has  been 
able  to  survive,  and  it  is  largely  through  such 
associated  effort  that  our  profession  and  our 
means  of  livelihood  will  continue  to  survive. 

When  we  praise  pharmaceutical  associa- 
tions, we  are  not  paying  compliment  to  some 
type  of  independent  organization  serving 
pharmacists.  No,  we  are  praising  the  in- 
dividual members  of  our  profession,  because, 
after  all,  what  is  an  association  but  people? 
It  is  trite,  but  true,  that  any  organization  is 
only  as  strong  as  its  members.  And  the 
notable  accomplishments  of  various  associa- 
tions in  the  retail  pharmacy  field  are  the  ac- 
complishments of  individual  pharmacists 
working  together  in  unity. 

The  Bible  tells  us  plainly  . . . “In  Unity 
There  Is  Strength.”  Through  our  united  ef- 
forts, we  can  continue  to  advance  the  cause 
of  Pharmacy,  building  its  professional  pres- 
tige higher  and  ever  higher.  Through  uni- 
fied cooperation  and  the  lively  and  con- 
tinuous interchange  of  ideas,  we  can  keep 
abreast  of  latest  developments  in  the  mer- 
chandising field.  And  by  organization  and 
association  we  can  work  together  to  protect 
ourselves  from  the  ravages  of  monopoly, 
price-cutting,  and  the  unregulated  sale  of 
proprietary  drugs  and  medicines. 

A good  example  of  organization  and  asso- 
ciation is  the  National  Association  of  Retail 
Druggists.  Here  is  a statement  from  a report 
issued  after  the  National  Association  of  Retail 
Druggists  had  been  in  operation  for  10  years 
— “It  has  made  a compact  body  out  of  the 


retail  druggists  in  this  country.  It  has  edu- 
cated and  broadened  them.  It  has  encouraged 
and  developed  to  a high  degree  the  sentiment 
of  fellowship  and  cooperation  — yes,  to  a de- 
gree that  it  was  thought  impossible  to  achieve. 
It  has  exerted  influence  in  the  National  Con- 
gress.” 

My  purpose  here  today  is  not  to  promote 
the  National  Association  of  Retail  Druggists, 
but  to  compare  some  of  its  accomplishments 
and  to  demonstrate  the  vital  importance  of 
unified,  concentrated  action  by  pharmacists 
to  achieve  the  highest  type  of  professional 
and  business  climate. 

The  primary  and  over-all  benefit  of  any 
association,  large  or  small,  is  its  strength  in 
numbers.  Goodness  knows,  there  is  nothing 
startling  nor  revolutionary  in  such  a concept. 
Virtually  every  type  of  profession,  trade,  bus- 
iness and  industry  has  its  full  quota  of  asso- 
ciations formed  for  the  purpose  of  fostering 
cooperative,  unified  action. 

Associations  have  been  formed  by  the 
thousands  in  this  nation  — because  of  the 
simple  fact  that  ten,  one  hundred,  one  thous- 
and, or  ten  thousand  individuals  working  to- 
gether can  readily  and  relatively  simply, 
achieve  goals  that  would  be  totally  impossible 
for  a single  individual  no  matter  how  intel- 
ligently and  conscientiously  he  went  about  it. 

To  point  up  another  important  benefit  of  an 
association,  it  serves  as  a vigilant  watchdog, 
protecting  your  interests,  leaving  you  free  to 
pursue  your  day-to-day  activities  of  profes- 
sional service  and  retail  merchandising.  If 
you  belong  to  an  association,  it  is  not  neces- 
sary for  you  to  study  bill  after  bill  that  is 
introduced  into  your  state  legislature  or  your 
nation’s  congress.  Employees  of  your  asso- 
ciations are  on  hand  to  take  care  of  that  vital 
responsibility,  each  members  welfare  and 
future  are  safely  placed  in  the  competent 
hands  of  men  who  are  expert  in  all  matters 
relating  to  state  and  federal  law  making. 

To  site  an  example,  which  I am  sure  you 
are  all  aware  of  right  now,  is  the  work  being 
done  on  the  new  fair  trade  law.  As  it  stands 
now,  H.R.  1253  came  out  of  the  House  Inter- 
state and  Foreign  Commerce  Committee  on 
May  14  with  a favorable  report,  and  will  soon 
go  to  the  floor  of  the  house.  The  Fair  Trade 
Subcommittee  of  the  Senate  Interstate  and 
Foreign  Commerce  Committee  are  today, 
June  14  and  16,  conducting  hearings  on  S.1083. 
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The  National  Association  of  Retail  Druggists 
is  doing  a good  job  in  fighting  for  Fair  Trade, 
let  us  all  hope  they  win  their  battle.  You,  as 
a member  of  this  association,  are  urged  to 
lend  your  support,  and  also  interest  as  many 
other  merchants  on  your  main  street  to  help 
win  this  fight  which  means  so  much  to  small 
business. 

The  relatively  minor  fee  you  pay  for  mem- 
bership in  national,  state  and  local  associa- 
tions buys  you  this  protection  and  gives  you 
countless  other  benefits. 

The  tendency  of  American  businessmen  to 
band  together  for  their  common  over-all  good 
is,  when  one  stops  to  think  about  it,  somewhat 
unique  and  unnatural.  I say  that  because, 
after  all,  we  are  all  competitors,  and  yet  we 
are  dedicated  through  membership  in  our  as- 
sociations toward  helping  not  only  ourselves 
but  our  competitors. 

Another  of  the  major  benefits  an  associa- 
tion gives  its  members  is  to  function  as  a sort 
of  clearing-house  for  information  and,  in  turn, 
to  channel  this  information  to  individual 
members,  through  its  bulletins,  its  conven- 
tions and  meetings.  The  association  member, 
therefore,  can  easily  obtain  expert  informa- 
tion on  all  phases  of  retail  store  operation. 

In  addition  to  information,  the  retail  phar- 
macist gains  from  association  membership 
many  important  tools  which  he  can  display 
to  advantage  almost  every  day.  To  illustrate 
this,  I might  turn  again  to  the  National  Asso- 
ciation of  Retail  Druggists.  Its  members  — 
and  the  majority  of  us  here  today  are  NARD 
members  — are  now  receiving  the  benefits 
of  a nation-wide  program  of  public  education 
that  is  designed  to  enhance  the  prestige  of 
the  profession  of  pharmacy  from  coast  to 
coast. 

It  is  the  first  program  of  public  education 
ever  designed  on  the  national  level  exclu- 
sively for  the  retail  pharmacist.  The  educa- 
tional program  is  based  on  the  often  dramatic, 
often  heroic,  always  vitally  necessary,  serv- 
ices provided  by  the  retail  pharmacist  each 
day  of  the  year  in  cities  and  towns  all  over 
this  nation. 

A veritable  flood  of  public  relations  ma- 
terial is  being  made  available  to  the  National 
Association  of  Retail  Druggist  members 
through  the  provisions  of  this  program. 
Members  can  get  speeches  merely  by  writing 
for  them.  These  are  speeches  to  be  read  be- 
fore your  civic  clubs,  PTA’s,  schools  and  fra- 
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ternal  organizations.  Press  releases  are  made 
available  in  such  a way  that  all  you  need  do 
is  have  them  re-typed  and  either  take  or  mail 
them  to  your  newspaper.  NARD  is  also  sup- 
plying associations  such  as  ours  with  a wealth 
of  practical  public  relations  material  in  an 
effort  to  further  the  cause  of  pharmacy 
everywhere. 

At  this  time  I would  like  to  recommend  to 
the  new  president,  who  takes  over  tomorrow, 
that  a Public  Relations  Committee  or  a Pub- 
lic Relations  Director  be  appointed  to  serve 
this  association.  By  working  with  the  secre- 
tary and  through  the  secretary,  this  material 
could  be  sent  by  the  committee  to  all  the 
members  of  the  association,  whereby  they 
could  make  the  proper  use  of  such  material 
that  is  available. 

Pharmacy  has  made  great  strides  forward 
during  the  past  50  years.  This  is  not  cause 
for  us  to  become  complacent.  We  have  come 
far,  we  have  even  further  to  go.  As  independ- 
ent retail  pharmacists  we  have  done  much  to 
protect  our  status,  but  we  must  never  forget 
that  this  is  a continuing  fight  and  one  which 
will  undoubtedly  never  end.  We  cannot  af- 
ford to  relax  our  attention  and  aggressiveness. 
There  are  many  forces  at  work  in  the  land 
today,  waiting  patiently  to  gobble  up  and  des- 
troy the  small  independent  businessman. 

As  individuals  we  cannot  expect  to  protect 
ourselves  from  the  forces  that  seek  to  en- 
croach upon  the  privileges  of  our  free  Amer- 
ican way  of  life.  Acting  as  lone  agents,  we 
cannot  further  the  prestige  of  pharmacy  to 
the  heights  it  so  richly  and  rightfully  de- 
serves. Only  through  organization,  only 
through  a united  front  can  we  hope  to,  correct 
abuses  in  the  retail  field  on  the  one  hand,  and, 
on  the  other,  elevate  the  status  of  the  retail 
pharmacist. 

Nor  can  this  or  any  other  association,  no 
matter  how  efficiently  administered  — be 
successful  without  the  cooperation  and  sup- 
port of  its  active  membership.  I urge  you 
now,  when  you  leave  this  convention,  to  think 
about  what  you  can  do  for  Pharmacy  in  South 
Dakota.  We  have  a strong  membership  and 
a good  association,  let  us  all  strive  to  keep  it 
that  way. 

Everyone  in  the  field  of  retail  pharmacy 
owes  it  to  himself,  his  family,  his  community 
to  work  unceasingly  for  the  progress  and 
success  of  the  profession  he  has  chosen  as  his 
life’s  career. 


SOCIALIZED  MEDICINE 
FLOUNDERING  IN  GERMANY 


EDITOR’S  NOTE:  The  material  which  follows, 
sent  by  a Health  News  Institute  correspondent  in 
West  Germany,  shows  that  socialized  medicine  in 
the  West  German  Federal  Republic  is  following 
the  course  evident  wherever  it  is  tried — it  is 
creaking  under  the  load  of  ballooning  costs,  phys- 
ician revolts,  and  the  insatiable  greed  of  the  public. 

FROM  THE  NEWSMAGAZINE 
DER  SPIEGEL 

In  West  Germany  80%  of  the  population 
are  covered  by  socialized  medicine,  12.5%  by 
private  insurance,  5%  are  without  any  cov- 
erage and  2.5%  are  covered  by  poor  people’s 
aid.  About  15%  of  all  people  covered  by 
socialized  medicine  are  persons  who  take  ad- 
vantage of  the  low  rates  even  though  they  are 
now  in  economic  circumstances  where  they 
can  well  afford  to  take  care  of  their  medical 
problems.  Under  the  German  system  a man 
earning  in  excess  of  4,000  DM  (about  $1,000) 
can  voluntarily  remain  a member  of  the  sys- 
tem, if  he  belonged  to  it  prior  to  reaching  that 
level  of  earnings  and  contributed  no  more 
than  a person  earning  only  660  DM  (about 
$165).  The  result  is  that  some  of  the  more 
affluent  people  send  their  chauffeurs  to  the 
pharmacy  to  call  for  their  free  medicine. 

There  is  so  much  interest  in  taking  ad- 
vantage of  social  insurance  that  a company 
employing  5,000  persons  requests  5,000  sick- 
ness certificates  per  quarter.  Persons  covered 
feel  cheated  if  they  do  not  obtain  something 


from  the  system.  In  many  cases  they  force 
their  physicians  to  write  prescriptions  for 
items  of  convenience  that  are  not  needed.  The 
cost  of  pharmaceuticals  per  person  covered 
has  increased  by  more  than  one-half  from 
1951  to  1957.  In  contrast,  the  cost  of  pharma- 
ceuticals in  the  United  States  has  increased 
only  about  37  per  cent  since  1935,  according 
to  the  U.  S.  Labor  Department’s  Bureau  of 
Labor  Statistics  consumer  price  index  figures. 
Hospital  expense  has  increased  similarly  be- 
cause many  persons  covered  prefer  to  be  in 
the  hospital  for  reasons  of  convenience. 

Research  in  Munich  showed  that  there  is 
increasing  use  of  hospitals  by  persons  who 
live  in  undesirable  apartments,  or  whose  rela- 
tives are  working.  One  citizen  of  Munich  in 
ten  remains  for  several  weeks  per  year  in  a 
hospital.  The  average  patient  in  one  of  the 
largest  Munich  General  Hospitals  remained 
for  21  days  in  the  hospital  until  1955  and  re- 
mains now  for  38  days. 

In  addition,  for  election  purposes,  the  Ger- 
man Government  passed  a law  in  1957  under 
which  the  socialized  system  must  pay  each 
worker  90%  of  his  net  salary  for  a maximum 
of  six  weeks  while  he  is  sick.  He  obtains  this 
compensation  for  the  first  two  days  of  his 
sickness  only  if  he  remains  sick  for  at  least 
14  days.  This  encouraged  those  covered  to  be 
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sick  for  at  least  fourteen  days  during  a wave 
of  influenza.  During  this  wave  most  parts  of 
the  system  lost  most  of  their  reserves  and  ran 
into  debt. 

Furthermore,  in  an  attempt  to  balance  the 
budgets,  the  average  contributions  increased 
from  a 1956  figure  of  5 - 6%  of  base  pay,  to 
a recent  average  of  8.53%.  77  of  the  399  local 
units  require  9%  and  nine  units  up  to  10.5% 
of  base  pay.  This  last  contribution  amounts 
to  $17.50  per  month  for  a worker  earning  165 
dollars  per  month.  Because  the  German 
worker  must  pay  14%  of  his  gross  earnings 
to  the  retirement  income  fund,  2%  of  unem- 
ployment insurance,  2.4%  to  accident  insur- 
ance and  1%  to  family  insurance,  his  total 
deductions  for  social  purposes  amount  to 
nearly  30%  . 

Even  with  this  substantial  income,  the  local 
unit  of  the  system  in  Hamburg  owed  the  local 
hospitals  about  2 million  dollars  and  had  to 
obtain  a loan  of  nearly  4 million  dollars  from 
the  city. 

Another  difficulty  for  the  system  resides  in 
the  revolt  of  the  physicians  who,  incited  by 
early  inequities  of  predecessors  of  the  system, 
formed  an  economic  self-defense  organization 
as  early  as  1900.  Partially  because  Hitler  en- 
couraged the  study  of  medicine  to  have  army 
physicians,  Germany  has  today  many  phys- 
icians but  these  physicians  have  very  few 
private  patients.  (Imperial  Germany  had  25,- 
000  physicians  for  67  million  people,  while  the 
Federal  Republic  of  today  has  70,000  phys- 
icians for  52  million  inhabitants.) 

Under  the  prevailing  system  each  physician 
records  the  amount  due  for  each  service  he 
performs  for  a patient  according  to  strict 
tariff  of  the  German  Government.  However, 
when  the  system  is  asked  to  make  payment, 
the  actual  payments  made  run  locally  to  from 
45  to  85%  of  the  total  of  the  tariff  items 
actually  recorded.  The  more  sickness  there 
is,  the  longer  such  sickness  lasts,  and  the  more 
difficult  its  treatment,  the  less  the  physician 
receives  for  each  individual  case. 

The  Munich  physician  Dr.  Meider  notes 
that  thyroidectomy  for  destitute  patients 
brought  in  1896  32  Gold  marks  while  in  1957 
the  physician  receives  only  28.32  highly  de- 
valued DM.  Cranial  or  intestinal  surgery 
brought  a fee  of  50  Gold  marks  62  years  ago, 
but  only  47.20  DM  of  much  less  purchasing 
power  in  1957. 


The  minimum  fee  for  a simple  visit  to  a 
veterinary  is  4 DM  for  a large  animal,  3 DM 
for  dog  or  cat  and  1 DM  for  poultry  or  for  a 
rabbit.  The  current  fee  for  such  a visit  by  a 
human  is  DM  2.28  (about  fifty  cents)  and  ac- 
cordingly is  in  between  the  minimum  fee  for 
a dog  and  the  minimum  fee  for  a rabbit.  The 
fee  for  a delivery  is  the  same  as  the  German 
cost  of  a pair  of  ordinary  shoe  soles. 

Even  if  a physician  is  able  to  reach  a pri- 
vate practice  amounting  to  25%  of  his  total 
income,  his  average  yearly  income  would  be 
18,000  DM  from  the  system,  plus  6,000  DM 
privately  providing  him  with  24,000  DM  (less 
than  $6,000  gross)  and  after  taxes,  less  than 
$4,500  net.  After  deduction  for  old  age  insur- 
ance the  physician  keeps  less  than  $3,000. 
This  system  in  turn  has  led  physicians  to 
manipulate  their  accounting  systems  and  they 
obtain  not  infrequently  sickness  certificates 
for  the  healthy  wife  of  a patient,  his  healthy 
children  and  parents.  Then  they  increase 
their  demands  for  payment  to  the  system. 
Physicians  have  been  led  to  participate  each 
year  in  about  200,000  forced  abortions. 

The  first  consultation  involving  a private 
patient  involves  20  to  30  minutes,  but  such 
consultation  for  a patient  under  the  system 
averages  6 minutes. 

To  be  with  the  system  a physician  would 
finish  his  studies  at  the  age  of  25-26,  remain 
for  more  than  a dozen  years  in  poorly  paid 
assistantships  or  internships,  and  is  rarely  ad- 
mitted to  work  for  the  system  before  he 
reaches  the  age  of  40.  15  to  20  years  of  his  life 
remain  to  provide  for  his  wife  and  children. 
For  payment  from  the  system,  it  makes  no 
difference  whether  the  physician  sees  the 
patient  or  not  and  renewal  of  a prescription 
by  the  nurse  qualifies  for  the  physician’s  com- 
pensation. Special  services,  however,  may 
qualify  for  additional  payment,  e.g.  if  there 
is  an  intravenous  injection  or  bloodletting, 
and  there  is  a suggestion  that  such  procedures 
are  promoted  by  physicians  skilled  in  ac- 
counting matters.  When  the  Bavarian  phys- 
ician Dr.  Planer  was  asked  to  explain  his 
bills,  he  committed  suicide. 

This  in  turn  led  to  a new  Action  Group  of 
the  Physicians,  which  has  started  large  pro- 
test meetings,  attended  to  such  an  extent  by 
physicians  that  the  meeting  halls  overflow 

(Continued  on  Page  369) 


— 362—  ' 


PRESIDENT’S  PAGE 


Fellow  Pharmacists: 

Take  a look  down  your  street  today.  Your  neighbors  will  be  honorable,  self-respecting 
business  men.  But  none  will  be,  in  your  sense,  a professional  man.  You  alone  among  them 
will  be  required  to  have  a professional  degree  to  operate  your  business.  How  many  of  your 
customers  know  this?  Does  the  atmosphere  of  your  store  reflect  this  in  appearance,  courtesy 
and  personal  service? 

We  have  all  worried  about  non-drug  competition  and  rightfully  so.  Maybe  our  customers 
shop  at  other  stores  because  they  are  better  merchants.  This  need  not  be,  as  we  can  be  good 
merchants  too.  But  unless  we  convey  this  to  the  public,  all  is  lost.  How  are  your  public  rela- 
tions? Let’s  not  forget  to  tell  the  public  about  shopping  the  drug  store  for  their  needs,  where 
they  can  get  personal  professional  service  at  any  time. 

WILLIS  HODSON 
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Advances  In 
Drug  Research 


MUSCLES,  JOINTS,  AND  SOMATIC  PAIN 

Pain  has  been  called  many  things:  man’s 
oldest  enemy,  but  also  his  oldest  friend;  a 
spiritual  stimulant  and  the  loftiest  of  phil- 
osophic instructors,  but  also  a cruel  nagging 
intimation  of  mortality. 

What  is  it?  Even  at  this  late  date,  pain 
resists  clear  definition. 

A lay  dictionary  calls  it  “bodily  or  mental 
suffering  or  distress.”  A medical  one  does 
no  better;  “Distress  or  suffering.”  An  English 
physiologist  once  pronounced  it  “the  psy- 
chical adjunct  of  an  imperative  protective 
reflex.”  And  the  director  of  one  U.  S.  pain 
clinic  has  defined  it  as  “a  product  of  con- 
sciousness in  which  the  essential  element  is 
awareness.” 

Dr.  H.  K.  Beecher  of  Harvard  recently  con- 
cluded that  “pain  cannot  be  satisfactorily  de- 
fined, except  as  every  man  defines  it  intro- 
spectively  for  himself.” 

Anatomists  and  physiologists  have,  how- 
ever, established  some  areas  of  knowledge  and 
agreement.  Their  experiments  have  demon- 
strated beyond  question  the  ways  in  which 
certain  painful  stimuli  are  received,  trans- 
mitted, and  recorded.  It  is  this  recording,  in 
the  brain,  which  man  calls  pain.  This  dis- 
turbing sensation  is  the  most  ancient  reason 
for  the  existence  of  the  physician,  and  still 
the  commonest  cause  for  consulting  him  to- 
day. 

It  also  remains,  despite  the  multitudes  of 
pain-relieving  remedies,  “one  of  the  most  dif- 
ficult and  often  vexing  phases  of  medical 
practice,”  as  Dr.  John  Bonica  observes  in  the 
current  edition  of  the  standard  medical  work. 


Drugs  of  Choice. 

There  are  many  causes  of  pain.  A stimulus 
in  almost  any  somatic  or  visceral  structure 
may  produce  it.  It  may  originate  in  the  cen- 
tral nervous  system  itself  and  be  projected 
to  a distant  part  of  the  body. 

But  probably  the  most  common  — and 
often  the  most  challenging  — of  all  the  pains 
of  man  are  those  originating  in  the  muscles 
and  joints.  For  these  structures  are  subject 
to  a variety  of  inflammatory,  traumatic,  and 
degenerative  conditions  that  bring  with  them 
pain  and,  to  complicate  the  pain,  spasm  and 
stiffness  as  well. 

Last  year,  back  pain  alone  accounted  for 
more  than  25  million  visits  to  doctors’  offices. 
Strains  and  sprains  of  other  regions  exact  a 
considerable  toll.  Wry  neck,  or  torticollis,  is 
a frequent  nuisance.  Whiplash  injuries  — 
caused  by  accidental  hyperextension  or  hy- 
perflexion of  the  neck — are  increasingly  com- 
mon, occurring  in  28  per  cent  of  automobile 
accident  victims. 

In  addition,  millions  suffer  from  muscle 
and  joint  pain  associated  with  rheumatoid 
arthritis,  osteoarthritis,  periarthritis,  fibro- 
sitis,  fibromyositis,  bursitis  and  tenosynovitis. 

Many  methods  have  been  used  to  try  to  al- 
levate  such  distress  — swathes  and  plasters, 
poultices  and  special  baths,  analgesics,  and  a 
long  list  of  other  medications. 

What  now  — from  evidence  obtained  in  the 
laboratory  and  in  clinical  studies  with  more 
than  1400  patients  — promises  to  be  a new 
approach  to  treatment,  virtually  a specific 
for  the  relief  of  pain  and  stiffness  in  muscles 
and  around  joints,  is  a chemical,  N-isopropyl- 
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2-methyl-2-propyl-l, 3-propanediol  dicar- 
bamate. The  generic  name  is  carisoprodol; 
the  trade  name,  Soma. 

A potent  relaxant,  Soma  relieves  abnormal 
tension  and  spasmodic  contraction  of  skeletal 
muscle.  At  the  same  time,  it  has  unusual 
analgesic  properties  — different  from  those 
of  any  other  drug.  It  modifies  central  per- 
ception of  pain  — but  without  abolishing 
natural  defense  reflexes.  In  addition  to  re- 
storing mobility  in  musculoskeletal  disorders, 
the  compound  also  has  shown  promise  in  es- 
tablishing more  normal  motor  activity  in  cer- 
tain neurological  disturbances  — cerebral 
palsy  and  other  dyskinesias  characterized  by 
abnormal  reflex  activity,  increased  muscle 
tonus,  involuntary  movements  and  inco- 
ordination. 

To  Pinch  Our  Fingers  in  the  Wheels 

Once,  pain  was  considered  to  be  an  expres- 
sion of  divine  revenge.  As  man  began  to  at- 
tribute more  nobility  to  the  deity,  he  decided 
that  pain  was,  rather,  a just  penalty  exacted 
for  breaking  moral  laws.  But  then,  when  in- 
fractions of  those  laws  could  not  be  estab- 
lished, pain  came  to  be  regarded  as  a trial 
for  man  — a test  to  determine  whether  he 
could  suffer  and,  rising  above  his  suffering, 
not  deny  the  righteousness  of  God. 

“These  apologetical  effects  were  never  very 
convincing,”  Gerald  Heard  tells  us  in  Pain, 
Sex  and  Time,  and  “as  soon  as  anthropomor- 
phism was  superseded  by  mechanomorphism 
and  the  ultimate  expansion  of  things  was 
postulated  to  be  a magnified,  non-natural 
machine  instead  of  a magnified,  non-natural 
man,  the  problem  of  pain  was  interpreted  in 
terms  appropriate  to  this  new  cosmology.” 

“Even  as  early  as  Bishop  Berkeley,”  Heard 
notes,  “we  find  this  Christian  and  Idealist 
philosopher  declaring  that  there  is  no  prob- 
lem of  evil  and  pain.  For  as  the  whole  outer 
world  is  simply  a machine  running  by  ob- 
vious natural  laws,  God  teaches  us  to  extend 
it  by  permitting  us  every  now  and  then  to 
pinch  our  fingers  in  the  wheels.  Pain  is 
nothing  more  than  the  quickest  way  of  edu- 
cating man  in  objective  knowledge,  this 
kindly  Bishop  maintains,  and  compared  with 
this  treasure  of  scientific  understanding, 
occasional  agonies  may  be  dismissed  as  insig- 
nificant ...  a cheap  method  of  buying  essen- 


tial information  about  the  nature  of  things.” 

But,  if  pain  can  be  regarded  as  cheap  from 
a philosophic  viewpoint,  it  is  not  cheap  in  the 
flesh.  And  into  the  investigation  of  the 
nature  of  pain,  especially  in  recent  years,  has 
gone  much  scientific  research. 

Some  Qualities  of  Pain 

To  detail  even  briefly  all  of  the  recent  pain 
research  would  require  volumes,  and  cannot 
be  attempted  here.  But  some  significant 
highlights  can  be  mentioned. 

Pain,  of  course,  has  been  held  to  be  a use- 
ful sensation:  the  body’s  way  of  transmitting 
urgent  information  that  something  is  wrong 
— that  the  hand  is  on  a hot  stove,  a leg  bone 
is  broken,  a meal  incompatible  with  body 
chemistry,  or  last  night’s  drinking  was  in- 
discreet. 

But  pain  is  not  simply  a sensation  — a re- 
flex reaction  to  stimulus.  It  is  a complex  ex- 
perience that  involves  both  perception  and 
reaction. 

The  perceiving,  as  with  other  sensations 
such  as  touch  and  temperature,  is  achieved 
through  simple,  primitive  receptive  and  con- 
ductive mechanisms. 

But  the  reaction  to  pain  involves  cortical 
mediation. 

Pain  perception  is  presumably  the  same  for 
all  people,  but  the  reaction  to  it  differs  in 
each  individual.  In  the  processing  of  a pain 
perception,  many  factors  of  the  individuals, 
total  experience  are  brought  into  play  — his 
past  encounters  with  pain  and  his  present 
attitude  toward  it,  his  mood,  his  emotional 
status,  his  judgment,  the  presence  or  absence 
of  anxiety,  and  other  factors. 

Not  only  is  the  reaction  to  pain  different 
for  each  individual;  with  the  accumulation  of 
new  experience,  it  may  never  be  quite  the 
same  from  one  time  to  another  in  the  same 
individual. 

The  dissociation  between  the  two  aspects 
of  pain  has  been  noted  under  many  circum- 
stances: in  athletes  and  soldiers  disinterested 
in  injuries  during  games  and  combat;  in  the 
failure  to  react  to  tissue  damage  during  hy- 
pnosis or  to  perceive  injury  during  sexual 
excitment;  in  the  prefrontal  lobotomy  patient 
who  no  longer  complains  of  pain  but,  when 
asked,  states  that  he  still  has  it  — indicating 
that  the  emotions  of  anguish  and  dread  have 
become  separated  from  the  pain  perception. 
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A study  published  in  March,  1959,  has 
shown  the  absence  of  pain  as  a presenting 
symptom  in  36.7  per  cent  of  a group  of  79 
psychotic  patients  with  acute  perforated  pep- 
tic ulcer,  acute  appendicitis,  and  fracture  of 
the  femur  — three  surgical  disorders  that 
are  accepted  by  the  medical  profession  as 
having,  normally,  a very  high  prevalence  of 
pain  as  a major  symptom.  It  would  appear 
that  in  psychotic  patients  the  meaning  of 
pain  may  be  lost,  and  the  patients  left  non- 
responsive  to  certain  painful  processes. 

It  is  characteristic  of  pain  that  there  are 
limits  to  its  perception.  When  two  or  more 
pain  sources  are  acting  simultaneously,  the 
most  intense  source  monopolizes  perception. 
And  it  is  a fact  that  pain  intensity  generally 
is  not  increased  by  the  summation  of  the 
effects  of  stimuli  from  different  sites — which 
seems  to  be  Nature’s  means  of  protecting  the 
individual  from  being  overwhelmed  by  an 
unbearable  large  pain  made  up  of  many 
small  ones. 

Rarely,  too,  is  pain  constant  in  intensity 
over  a protracted  period.  Even  cancer  pain 
waxes  and  wanes.  And  whatever  chemical 
and  mechanical  factors  may  account  for  the 
variations  in  intensity,  emotional  and  en- 
vironmental ones  also  appear  to  play  a part. 
Pain,  for  example,  generally  is  worse  at 
night;  in  bed,  away  from  the  distractions  of 
the  day’s  activities,  the  patient  becomes  pre- 
occupied with  his  distress. 

It  is  also  characteristic  of  pain  that,  unlike 
other  sensations,  it  is  not  something  to  which 
the  sufferer  can  adapt.  Instead  of  becoming 
accustomed  and  less  sensitive  to  it,  people 
with  longstanding  pain  become  increasingly 
sensitive  and  their  distress  grows  with  time. 

“Protracted  pain,”  it  has  been  noted  by  Dr. 
Bonica,  “no  matter  whether  moderate  or 
severe,  produces  physical  and  psychologic  de- 
pletions.” 

It  is  characteristic  of  musculoskeletal  pain 
that  it  often  tends  to  become  protracted  — by 
feeding  upon  itself  through  spasm. 

Pain  in  a muscle,  or  around  a joint,  sets  up 
the  spasm  which  is  meant  to  be  a protective 
mechanism:  A muscle  tightened  in  spasmodic 
contraction  can  splint  or  immobilize  a part 
that  would  be  painful  if  moved.  Unfortun- 
ately, spasm  itself  can  be  painful,  and  the 
body  is  fooled,  reacting  to  the  secondary  pain 
of  spasm  as  though  it  were  a real  warning. 


Now,  as  spasm  causes  pain,  the  pain  causes 
more  spasm,  and  the  increased  spasm  leads 
to  still  more  pain.  “This,”  observes  Dr. 
Bonica,  “may  initiate  a vicious  circle  which 
becomes  self-perpetuating.  Consequently, 
pain  so  experienced  may  long  outlast  the 
original  noxious  stimulation.” 

From  the  Smoke  of  Poppy  Pods 

The  power  of  the  toxic  smoke  of  poppy  pods 
to  bring  at  least  temporary  release  from  pain 
was  one  of  man’s  earliest  medical  discoveries. 
Opium,  throughout  history,  has  been  the  most 
widely  used  analgesic  for  severe  pain,  its 
value  recorded  in  Babylonian  clay  tablets 
and  the  Ebers  Papyrus  as  well  as  in  the  writ- 
ings of  the  Greeks  and  Romans.  Osier  called 
it  “God’s  own  medicine.” 

In  1806,  morphine,  the  principal  and  most 
active  alkaloid  of  opium,  was  extracted  by  a 
German  pharmacist  and,  ever  since,  has 
ranked  as  the  classic  drug  against  which  other 
analgesics  are  measured. 

Morphine  modifies  the  reaction  to  pain, 
changing  the  mood  and  attitude.  It  also  de- 
creases pain  perception  and  induces  lethargy, 
but  its  euphoric  effect  is  considered  to  out- 
weigh the  others. 

But  morphine  has  its  drawbacks.  Addic- 
tion is  a grave  one;  tolerance,  requiring  con- 
stant increases  in  dosage,  is  another.  Mor- 
phine also  depresses  the  respiratory  center, 
stimulates  the  vomiting  center,  and  may 
cause  severe  constipation. 

To  a lesser  degree,  codeine  and  other  opium 
alkaloids  share  both  morphine’s  beneficent 
influence  on  pain  and  its  faults. 

It  was  only  in  1952  that  morphine  was  syn- 
thesized, confirming  its  chemical  structure. 
But  the  structure  had  been  understood  ten- 
tatively for  somewhat  more  than  a quarter 
of  a century  before,  and  during  that  time, 
there  had  been  much  toying  with  it  to  create 
more  desirable  derivatives. 

The  first  to  be  synthesized,  dihydromor- 
phinone,  did  in  fact  produce  greater  anal- 
gesia than  five  times  as  much  morphine.  But 
its  action  was  shorter  and,  although  it  caused 
less  severe  side  effects  such  as  nausea,  vomit- 
ing and  constipation,  it  produced  addiction 
and  tolerance;  and  the  need  to  give  it  more 
frequently  increased  these  two  hazards. 

In  1936  came  Metopon,  a methylated  oxi- 
dation product  of  morphine,  more  rapid  in 
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action,  more  potent,  and,  at  first,  thought  to 
be  less  productive  of  side  effects.  But  it 
turned  out  that,  in  one-third  the  dosage  of 
morphine,  Metopon  causes  fully  as  much  res- 
piratory depression  and  other  undesirable  re- 
actions, and  also  causes  addiction. 

Meperidine,  made  in  Germany  in  1939,  was 
the  first  of  the  opioids,  much  simpler  in  struc- 
ture than  morphine.  Its  analgesic  power  is 
greater  than  codeine’s,  somewhat  less  than 
morphine’s.  It  causes  less  respiratory  depres- 
sion and  bowel  dysfunction  than  morphine, 
and  is  a useful  drug;  but  it  still  carries  the 
risk  of  addiction. 

Other  narcotic  drugs  have  been  developed 
— including  Methadone  (German,  1939),  Al- 
phaprodine  (Denmark,  1943),  and  Levorphan 
(Germany  1955)  ■ — and  still  others  are  now 
being  developed.  But  while  they  have  their 
value  in  severe  pain  states  when  properly  em- 
ployed, none  without  undesirable  effects  has 
yet  come  into  general  clinical  use. 

For  mild  pain,  of  course,  many  nonaddic- 
tive  analgesics  have  been  devised.  They  in- 
clude derivatives  of  salicylic  acid  such  as  as- 
pirin, sodium  salicylate  and  methyl  salicylate; 
para-aminophenols  such  as  acetanilid  and  ace- 
tophenetidin;  and  pyrazolons  such  as  anti- 
pyrine  and  phenylbutazone. 

Exactly  how  these  drugs  work  is  not  under- 
stood, but  they  appear  to  depress  pain  per- 
ception in  the  central  nervous  system  without 
affecting  the  reaction  to  pain.  They  are  not 
effective  in  controlling  severe  pain  nor  even 
moderate  pain. 

Beyond  analgesics,  other  drugs  have  been 
employed. 

Barbiturates  were  once  thought  to  be  use- 
less since  they  failed  in  laboratory  ex- 
periments to  reduce  perception  of  experimen- 
tally induced  pain.  There  is,  of  course,  a con- 
siderable difference  between  the  volunteer 
who  takes  his  pain  in  a laboratory,  without 
anxiety  about  it,  and  the  patient  who  must 
live  with  his  pain  and  anxiety  to  boot.  Con- 
sequently, as  a result  of  increasing  recog- 
nition of  the  reaction  aspect  of  pain,  bar- 
biturates have  been  retried  and  found  useful 
in  hypnotic  doses  for  mild  to  moderate  pain, 
helping  to  reduce  concern,  fear  and  anxiety. 

Amphetamine  compounds,  too,  have  been 
used  to  improve  mood  and  increase  the 
effects  of  analgesics. 

More  recently,  tranquilizing  agents  such  as 


chlorpromazine  and  meprobamate  have  been 
found  valuable  in  increasing  the  relief  of 
moderate  to  severe  pain  in  many  disorders. 

The  discovery  that  curare,  the  South  Amer- 
ican jungle  arrowhead  poison,  could  be  used 
as  a muscle  relaxant  represented  a distinct 
advance.  However,  soon  after  its  introduction 
ten  years  ago,  it  was  recognized,  as  Adriani 
and  Ochsner  reported  in  the  Journal  of  the 
American  Medical  Association  that  “there  is 
too  narrow  a margin  of  safety  between  the 
relaxing  dose  and  the  completely  paralyzing 
dose”  for  curare  to  be  employed  widely. 

In  1946,  working  in  England,  Dr.  Frank  Ber- 
ger and  a colleague,  W.  Bradley,  developed 
mephenesin,  an  interneuronal  blocking  agent 
that  relaxed  skeletal  muscle  without  impair- 
ment of  muscle  function.  It  interrupted  the 
pain-spasm  cycle  and  was  the  first  practical 
drug  to  allow  some  degree  of  pain-free  motion 
of  the  skeletal  muscle  involved.  Its  discovery, 
as  Dr.  Richard  Smith  of  Philadelphia’s  Ben- 
jamin Franklin  Clinic  has  noted,  opened  an 
entirely  new  avenue  in  the  treatment  of  the 
rheumatic  diseases. 

But  mephenesin  had  drawbacks,  including 
short  duration  of  effectiveness,  gastric  irrita- 
tion and  insolubility.  Large  doses  were  re- 
quired. 

In  1955,  Dr.  Berger,  now  working  in  the 
U.  S.  at  Wallace  Laboratories,  converted  the 
mephenesin  molecule  into  a new  drug.  Me- 
phenesin’s  short  duration  of  action,  he  had 
determined,  was  due  to  rapid  oxidation  of  its 
primary  hydroxyl  groups.  When  he  blocked 
this  radical  and  introduced  carbamic-acid 
groups,  the  result  was  greater  duration  of  ac- 
tivity and  a more  pronounced  muscle-relaxing 
effect. 

And  something  else  was  added.  Like  me- 
phenesin, here  was  an  interneuronal  blocking 
agent,  acting  on  the  central  nervous  system 
only,  with  no  effect  on  involuntary  muscle, 
the  myoneural  junction,  peripheral  nerve,  or 
autonomic  functions.  But,  unlike  mephenesin, 
the  new  drug  had  a pronounced  effect  on  sub- 
cortical structures,  a tranquilizing  action. 

This  molecule  was  meprobamate.  It  has 
since  been  used  successfully  in  anxiety  and 
tension  states  and  in  painful  skeletal  muscle 
spasm  associated  with  acute  low  back  strain, 
chronic  low  back  strain,  wry  neck  osteoarth- 
ritis, protruded  intervertebral  disc,  and  many 
other  conditions. 
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Simple  Substitulion, 

Profound  Change 

This  is  increasingly  an  age  of  chemical 
manipulations,  of  attempts  to  rearrange  the 
molecular  structures  of  established  drugs  so 
that  they  produce  more  of  desired  reactions 
and  less  of  these  that  are  undesirable. 

But  rarely  has  a seemingly  minor  molecular 
modification  yielded  so  profound  a change  as 
occurred  one  day  in  1957,  when  Berger  fash- 
ioned what  is  now  called  N-isopropyl-2- 
methyl-2-propy  1-1, 3-propanediol  dicarbamate, 
or  Soma. 

As  already  noted,  out  of  mephenesin,  by 
way  of  blocked  hydroxyl  group  and  the  ad- 
dition of  carbamic-acid  groups,  had  come 
meprobamate.  Now,  with  the  substitution  of 
an  isopropyl  group  for  a hydrogen  on  one  of 
the  carbamyl  nitrogens  of  meprobamate, 
there  was  created  a pharmacologically  unique 
drug. 

It  had  a qualitatively  different  kind  of  cen- 
tral muscle  relaxant  action  than  the  parent 
compound.  It  differed  from  it  in  having  anal- 
gesic action.  It  differed  in  its  failure  to  pro- 
duce a tranquilizing  reaction,  and  it  differed 
in  having  an  atropine-like  effect  on  the  cen- 
tral nervous  system. 

In  one  of  the  first  tests,  the  new  compound 
was  evaluated  on  animals  with  decerebrate 
rigidity.  After  being  anesthetized  with 
ether,  cats  were  decerebrated  by  sectioning 
the  brainstem  between  the  colliculi.  Soma, 
given  intravenously,  released  the  spasticity 
produced  by  the  decerebration,  an  effect  not 
satisfactorily  achieved  by  older  muscle  re- 
laxants.  Since  spasticity  in  decerebrate 
rigidity  predominates  in  the  “antigravity” 
muscles  — those  which  must  resist  the  con- 
stant pull  of  gravity  to  maintain  normal  pos- 
ture — the  drug’s  action  here  promises  relief 
of  spasticity  in  those  muscles  often  similarly 
affected  in  clinical  conditions. 

In  relaxing  spasticity  in  laboratory  animals, 
the  new  drug  was  discovered  to  be  about 
eight  times  as  potent  as  mephenesin  or  me- 
probamate. 

In  studies  with  cats.  Soma  proved  to  be 
similar  to  atropine  in  producing  a dissocia- 
tion of  electroenecephalographic  and  be- 
havioral effects.  It  produced  a high-voltage, 
slow-activity  electroencephalographic  pat- 
tern resembling  that  seen  in  sleep,  yet  the 
animals  were  behaviorally  awake  and  alert. 


The  drug  did  not  exhibit  analgesic  prop- 
erties when  evaluated  by  many  of  the  usual 
animal  tests,  such  as  the  hot-plate  test  or  sim- 
ilar procedures  in  which  withdrawal  reaction 
is  used  as  a measure  of  analgesic  activity.  Un- 
like morphine  and  the  potent  synthetic  anal- 
gesics, it  did  not  stop  animals  from  with- 
drawing. 

But  its  analgesic  effect  became  clear  when 
it  was  studied  in  artificially  induced  joint 
pain  in  rats.  In  this  test,  silver  nitrate  solu- 
tion is  injected  into  the  ankle  joint  of  the 
hind  legs  of  rats  and  produces  a painful  in- 
flammation. Eighteen  hours  later,  flexing  the 
joint  makes  the  rat  squeal  (apparently  with 
pain).  In  the  test.  Soma  abolished  the  squeal 
(and  presumably  the  pain)  in  doses  that  pro- 
duced no  toxic  symptoms.  Aspirin  is  effective 
in  this  standard  experiment  only  in  near- 
lethal  doses. 

Could  it  be  that  Soma  might  have  an  anal- 
gesic action  different  from  that  of  other  anal- 
gesics — modifying  central  pain  perception 
without  abolishing  peripheral  pain  reflexes? 

That  this  may  be  the  mode  of  action  was 
indicated,  further,  in  tests  in  which  the  legs  of 
dogs  were  painfully  stimulated.  With  the 
drugs,  the  withdrawal  reflex  was  maintained 
but  the  modified  perception  of  pain  could  be 
seen  in  the  absence  of  pupillary  dilatation. 
A similar  indication  appeared  in  the  drug’s 
ability  to  inhibit  the  arousal  response  to  in- 
duced sciatic  pain.  In  both  these  tests,  as- 
pirin is  ineffective  and,  while  morphine 
abolishes  the  pain,  it  also  abolishes  with- 
drawal reflexes. 

In  tests  to  determine  toxicity,  newly 
weaned  rats  weighing  about  50  grants  each 
were  fed  the  drug  daily  for  a year  in  amounts 
up  to  a total  of  145  grams  per  rat.  At  the 
year’s  end,  blood  tests  including  hemoglobin 
determinations,  erythrocytes,  leukocytes  and 
differential  counts  were  carried  out.  All 
values  were  within  normal  range  and  the 
animals  were  in  good  condition. 

Dogs  were  given  the  drug  orally  in  gelatin 
capsules  in  doses  of  50  milligrams  per  kilo- 
gram of  body  weight  twice  a day,  five  days  a 
week,  for  six  months.  At  the  end  of  that  time, 
the  animals  did  not  differ  from  control  an- 
imals in  appearance,  behavior  or  neuro- 
logical status  and,  upon  sacrifice  and  post- 
morten  examination,  no  changes  that  could  be 
attributed  to  the  drug  were  detected. 
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Clinical  Evaluation 

In  one  of  the  first  clinical  studies,  the  new 
drug  was  tested  in  100  consecutive  cases  of 
low-back  syndrome,  all  with  either  proved 
or  presumptive  diagnoses  of  herniation  of  an 
intervertebral  disk  of  the  lumbar  region. 

Even  when  a herniated  disk  has  been 
proved  to  be  the  cause,  conservative  manage- 
ment of  the  low-back  syndrome  may  avoid 
surgery  in  many  cases.  But  conservative 
management  often  is  slow  and  involves  dis- 
comfort. It  may  require  hospitalization  and 
traction  as  well. 

Soma  was  added  to  the  usual  conservative 
management  — rest  mostly  in  bed  with  a bed 
board  or  firm  mattress,  heat,  and,  in  some 
cases,  orthopedic  manipulation. 

Complete  or  marked  relief  of  pain  occurred 
in  82  per  cent  of  the  patients,  and  complete  or 
marked  relief  of  localized  muscle  spasm  in 
80  per  cent.  The  drug’s  ability  to  relax  spasm 
and  relieve  pain  led  to  restoration  of  normal 
movement  and  speeded  recovery. 

Another  study  covered  90  patients  with 
disorders  such  as  low-back  pain,  osteoarth- 
ritis, rheumatoid  arthritis,  myositis,  myalgia, 
sciatica,  bursitis,  acute  ankle  sprain,  and 
whiplash  injury.  Ninety-three  per  cent 
showed  excellent  or  good  response. 

Reports  from  other  investigators  indicate 
some  improvement  in  90  per  cent,  and  ex- 
cellent or  good  improvement  in  77  per  cent, 
of  patients  with  lumbrosacral  strain,  fibro- 
sitis,  fibromyositis,  tendinitis,  bursitis,  spasm 
after  trauma,  torticollis  and  other  muscle  and 
joint  disorders.  In  acute  conditions,  many  pa- 
tients have  been  spared  hospitalization  and 
others  have  had  their  stay  shortened.  In 
chronic  conditions.  Soma  often  has  permitted 
reduction  or  elimination  of  steroids,  sali- 
cylates, narcotics  and  sedatives.  Painful  dis- 
abilities have  been  relieved  in  a much  shorter 
time,  several  investigators  report,  than  with 
any  drug  previously  tested. 

Long-term  studies  (already  under  way) 
must  be  concluded  before  the  apparent  safety 
of  Soma  can  be  completely  verified  for  such 
conditions  as  cerebral  palsy.  However,  pre- 
liminary studies  conducted  with  162  cerebral 
palsy  patients  in  several  institutions  have 
already  yielded  strong  indications  of  the 
probable  values  of  Soma  therapy.  In  one  in- 
stitution, the  advantages  derived  from  Soma 


included  easier  stretching  of  contractures  and 
locking  of  braces,  better  relaxation  of  extrem- 
ities in  rigidities,  and  greater  relaxation  and 
comfort  in  athetoids.  In  another  institution, 
the  use  of  Soma  on  patients  with  dyskinetic 
function  has  yielded  a preliminary  report  that 
the  drug  appears  to  be  a valuable  adjunct  to 
physiotherapy,  occupational  therapy  re- 
habilitation, with  “quite  excellent  reduction 
of  hyperactive  stretch  responses”  and  “im- 
provement in  gait  and  motor  responses  gen- 
erally.” The  reports  to  date  indicate  that  the 
drug  has  been  well  tolerated,  that  no  ab- 
normalities of  blood  or  urine  have  occurred, 
and  that  palsied  children  under  Soma  therapy 
slept  better,  felt  more  comfortable,  and 
showed  improved  balance  and  less  drooling. 

In  neurological  disorders,  the  drug  does  not 
alter  the  basic  disease  process.  But  it  does 
ease  the  tension  of  the  patient  and,  where 
muscle  spasm  is  a crippling  factor,  helps  by 
relaxing  the  spasm. 

Thus  far,  studies  in  more  than  1400  patients 
indicate  that  toxicity  is  unusually  low.  No 
effects  on  respiration,  blood  pressure,  blood 
counts  or  chemistry,  nor  on  renal,  hepatic  or 
endocrine  function,  have  been  reported. 

Onset  of  action  is  prompt,  usually  within 
30  minutes,  and  the  effects  last  at  least  six 
hours. 

In  the  usual  dosage,  the  drug  seldom  pro- 
duces side  effects.  Sleepiness  does  occur  with 
high  doses,  but  usually  disappears  when  dos- 
age is  decreased.  An  occasional  patient  can- 
not tolerate  the  drug  because  of  a reaction 
such  as  a sensation  of  weakness  or  lassitude. 
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and  the  physicians  applaud  the  protest 
speakers  from  the  anterooms  and  from  the 
stairways. 

The  German  Government  is  currently 
wrestling  with  the  problem  of  reforming  its 
social  insurance  system  but  is  caught  between 
union  demands  to  make  matters  as  conven- 
ient as  possible  for  the  worker,  the  financial 
problems  of  the  system  and  the  substantial 
problems  the  German  physicians  encounter 
under  this  system. 
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CONVENTION  ELECTS 
HODSON: 

SELECTS  ABERDEEN 

Willis  C.  Hodson  of  Aber- 
deen was  elected  president  of 
the  South  Dakota  State  Phar- 
maceutical Association  for 
the  year  1959-1960.  Hodson 
is  the  70th  to  be  elected  to 
this  office.  Assisting  in  the 
administration  of  association 
affairs  are  First  Vice-Presi- 
dent, Albert  H.  Zarecky  of 
Pierre;  Second  Vice-Presi- 
dent, Phillip  E.  Case  of  Par- 
ker; Third  Vice-President, 
L.  B.  Urton  of  Sturgis; 
Fourth  Vice-President, 
Wayne  Shanholtz  of  Mit- 
chell; Secretary,  Bliss  C.  Wil- 
son of  Pierre  and  Treasurer, 
J.  C.  Shirley  of  Brookings. 

Aberdeen  was  selected  to 
be  the  host  city  for  the  1960 
convention. 


JOHN  P.  KENT 
HONORARY  PRESIDENT 

Recognition  for  over  fifty 
years  of  service  to  the  pro- 
fession of  pharmacy  was 
given  to  John  P.  Kent  of 
Jefferson.  Mr.  Kent  was 
made  Honorary  President  of 
the  South  Dakota  State  Phar- 
maceutical Association  for 
1959-1960.  The  award  was 
presented  by  Past-President 
Edward  W.  Peterson  of  Elk 


Point  on  behalf  of  the  asso- 
ciation. 

In  giving  the  award  Peter- 
son noted  that  Mr.  Kent  has 
been  very  active  in  civic  and 
association  affairs.  He  will 
be  registered  for  fifty  years 
in  1960  having  passed  the 
Nebraska  Board  Examina- 
tion in  1910. 

He  is  the  father  of  11  chil- 
dren, two  (one  boy  and  one 
girl)  are  registered  phar- 
macists, one  graduated  in 
pharmacy  in  June  and  one  is 
a junior  pharmacy  student. 


PROFFESSIONAL 
SERVICE  RECOGNIZED 

Two  former  members  of 
the  South  Dakota  Board  of 
Pharmacy  were  recognized 
for  their  contributions  to  the 
profession  at  the  annual  ban- 
quet of  the  association.  A- 
warded  plaques  were  Harold 
Tisher  and  Floyd  Cornwell. 
The  award  was  made  to 
Tisher  in  recognition  of  his 
service  to  the  state  of  South 
Dakota  and  the  profession 
for  twelve  years  as  a member 
of  the  State  Board.  Mr. 
Cornwell  was  given  a “Bowl 
of  Hygiea”  plaque  by  the 
A.  H.  Robbins  Company  in 
view  of  his  civic  responsi- 
bilities and  outstanding  com- 
munity service. 


The  Presidents  Award 
plaques  were  presented  to 
Vere  Larson  by  Pepsodent 
and  E.  R.  Squibb  for  out- 
standing service  and  contri- 
butions to  the  profession  of 
pharmacy. 


PHARMACY  STAFF 
ATTEND  SEMINARS 

Two  seminars  concerned 
with  the  education  of  phar- 
macists were  attended  by 
members  of  the  staff  of  the 
Division  of  Pharmacy,  South 
Dakota  State  College. 

Attending  the  Teachers 
Seminar  on  Pharmacognosy 
and  the  Plant  Science  Sem- 
inar at  the  University  of  Ill- 
inois College  of  Pharmacy, 
August  7-13th  was  Dr.  Ken- 
neth Redman. 

Representing  the  college  at 
the  Pharmacy  Education- 
Industry  Forum  at  the 
Princeton  Inn,  Princeton, 
New  Jersey,  August  23-26 
was  Dr.  Norval  Webb.  The 
purpose  of  the  forum  was  to 
acquaint  pharmacy  educators 
with  the  workings  and  phil- 
osophy of  the  pharmaceutical 
industry. 

Both  Redman  and  Webb 
also  attended  the  meetings 
of  the  American  Pharmaceu- 
tical Association. 
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wide-use  dosage  form 

of  the  outstanding 
anticholinergic- anthpasmodic 


PRO-BANTHINE 

TABLETS 

(HALF  STRENGTH) 


Pro-Banthine  (Half  Strength)  has  been  especially  designed  for  your  pre- 
scribing convenience. 

This  new  form  provides  flexibility  of  dosage  from  low  levels  of  one 
tablet  t.i.d.  for  patients  with  minimal  distress,  to  one  or  two  tablets 
every  2 or  3 hours  for  those  with  more  pronounced  symptoms. 

Primary  indications  are  gastrointestinal  spasm,  bladder  spasm,  main- 
tenance therapy  of  peptic  ulcer  and  "irritable  bowel”  syndrome.  The 
lower  dosage  also  has  a field  of  usefulness  in  smooth  muscle  spasm  of 
children  and  geriatric  patients. 

when  your  prescription  reads— 
Pro-Banthine  Tablets  (Half  Strength) 
—the  pharmacist  will  dispense  this  new  size  (7Vi  mg.) 


PRO-BANTHINE  (brand  of  propantheline  bromide) 


Dosage  forms: 


Pro-Banthine  tablets  (15  mg.) 

Pro-Banthine  tablets  (Half  Strength)  {IV2  mg.) 
Pro-Banthine  ampuls  (30  mg.) 


G.  D.  Searle  & Co.,  Chicago  80,  III.  Research  in  the  Service  of  Medicine, 
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in  very  special  cases  || 
a very  superior  brandy 
' '*''  "^specify 
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COGNAC  BRANDY 

B-a  Proof  | Schteffelin  & Co.,  New  York 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 
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A HEATING 
PLANT 
CHECK-UP 

may  not  seem  the  appro- 
priate topic  for  hot  August 
days  — nevertheless,  it  is 
a highly  important  one.  For 
now,  with  heating  plants  in 
disuse,  is  the  ideal  time  to 
have  them  checked  and 
made  safe  for  the  coming 
heating  season.  A simple 
flaw,  subject  to  correction 
now,  might  later  on  be  the 
cause  of  a disastrous  fire  in 
your  store.  And  with  your 
heating  plant  check-up, 
make  an  ‘insurance  cover- 
age’ check-up,  too! 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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OpH 

contains: 


Neo-Synephrine®  HCI  (0.08%)  — gentle,  long  acting 

decongestant 

Zinc  sulfate  (0.06%)— mild  astringent  and  antiseptic 
Boric  acid  (2.2%)  —standard  ophthalmic 
bacteriostatic  and  mild  antiseptic 
Zephiran®  chloride  (1:7500)  —well  tolerated,  efficient 
antiseptic  and  preservative 


OpH,  Neo-Synephrine  (brand  of  phenylephrine)  and 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined), 
trodemarks  reg.  U.S.  Pat,  Off. 

♦Mono-Drop^  trademark. 


LABORATOeiES 

N«w  York  to,  N.  Y. 


In  exclusive  Mono-Drop*  bottles  that 
eliminate  dropper  contamination  and 
simplify  instillation.  15  cc. 


decongestant  • astringent  • antiseptic 


uun 
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EYE  DROPS 


Sterile  buffered  solution 
for  minor  eye  irritations 


Dimetane  werlcs  in 
aii  symptoms  of  allergic 
rhinitis;  and  In  irticarta, 
atopic  and  contact 
dermatitis.  The  summary 
coneiuslon  of  extensive 
clinical  studies  to  date: 
DImetane  provides 
unexcelled  aitihlstainiiiic 
potency  with  mlninial 


side  effects. 

Forms  available;  ®ral; 
Extentabs®  (12  mg.). 
Tablets  (4  mg.), 

Elixir  (2  mg./§  cc.). 
Parenteral:  Dimetane-Tei! 
Injectable  (10  mg./€c.) 
or  Dimetane-lOO 
Injectable  (100  mg./cc.). 


A.  H,  Robins  po.,  ine., 
Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  Since  18?S, 


Allergic  Tears? 


ACHROMYCIN  OINTMENT  3% 


ACHROMYCIN  OINTMENT  3%  WITH  HYDROCORTISONE  2% 

For  infectious  dermatoses.  Unsurpassed  broad-spec-  For  infiammatory  dermatoses.  Classic  corticoid  sup- 
trum  control  of  causative  organisms  and  complicating  pression/of  erythema,  swelling,  weeping,  pruritus . . . 
mixed  invaders.  Excellent  local  toleration;  low  sensitiz-  plus  ACHROMYCIN  control  of  pyogenic  or  subclinical 
ing  potential.  In  Vz  oz.  and  l oz.  tubes.  secondary  infection.  In  5 Gm.  tube. 


ACHROMYCIN 

Tetracycline  lederle 
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Itener 


NIAMIl 


New  areas  of  therapy 


New  safety 


NiAMiD  is  clinically  effective  in  a broad  ra 
depressive  states,  including:  involutional 
cholia,  senile  depression,  postpartum  depre^ 
reactive  depression,  the  depressive  stage  of  : 
depressive  disease,  and  schizophrenic  depres 
reaction. 


A wide  variety  of  psychoneurotic  depressic 
in  general  practice  also  respond  effectiv^  _ 
NIAMID.  Depression  associated  with  the  menbpai^ 
and  with  postoperative  states,  and  depression 
companying  chronic  or  incurable  diseases  such.' 
gastrointestinal  and  cardiovascular  disorders, 
thritis,  and  inoperable  cancer,  can  now  be  treafj 
successfully  with  NIAMID. 


Lifts  the 
burden  of 
depression... 
opens  the  way 
for  a sunnier 
outiook 


lAMlD  is  also  strikingly  effective  for  many 
plaints,  mild  or  severe,  vague  or  well  defined, 
due  to  masked  depression  rather  than  to  org 
disease.  This  masked  depression  may  take  the  fb^.. 
of  guilt  feelings,  ciffng  spells  or  sadness,  difficdlt 
in  concentration,  loss  of  energy  or  drive,  insoc  ' 
emotional  fatigue,  feelings  of  hopelessness  or 
lessness,  loss  of  interest  in  normal  activity,  lis 
ness,  apprehension  or  agitation,  and  loss  of  appg 
and  weight 

While  tliffS^Pfzers  have  had  some  measui 
s m many  of  these  areas,  NIAMID 
give|.^t®e  practicing  physician  a new,  safe  dri^^ 
tlMT^pecific  treatment  of  depression  without 
sk  of  increasing  the  depressive  symptoms. 


mm 


The  outstanding  safety  of  NIAMId  in  extei^l 
clinical  trials  eliminates  the  hepatotoxic  rea^O" 
observed  with  the  first  of  the  monoamine  oxids 
inhibitors.  IRies 


actions  have  not  been  seen ' 


ute  and  chronic  toxicity  studies  show  this  i 
tinctive  freedom  from  toxicity.  Moreover, 
the  extensive  clinical  trials  of  NIAMID  by  a lar| 
number  of  investigators,  not  only  has  no  liver  i ' 
age  been  reported,  but  only  in  a very  few  isolat 
instances  have  hypotensive  effects  been  seen. 


sence  of  toxicity  may  be  the  result  of.;g 
unique  "Canlioxamide  group  in  the  NIAMID  mot 
_;y  explain  why  NIAMID  is  excr 
largely  unchanged  in  the  urine,  with  only  insig 
cant  quantities  of  potentially  free  hydrazine  ' 
formed.  Previously,  where  a monoainine  oxids 
inhibitor  had  been  associated  with  hepatic  toxici§_ 
there  was  some  evidence  that  substantial  quantitifi 
of  free  hydrazine  were  formed  in  the  body. 


ackground  of  NIAMID 


advance  in  the  treatment  of  mental 
pressiofi'  came  with  a newer  imderstanding  of 
influence  of  brain  serotonin  and  norepinephrine 
the  mood.  Levels  of  both’ these  neuro-hormones 
decreased  in  animals  under  experimental  condPT 
tions  analogous  to  depression;  relief  of  these  mod($^ 
depressions  is  seen  with  a rise  in  the  levels  of  bot% 
serotonin  and  norepinephrine. 


A second  advance  came  with  the  development  05; 
monoamine  oxidase  inhibitors,  substances  whic% 
raise  the  cerebral  level  of  both  serotonin  and  nor^ 
epinephrine.  The  first  of  the  amine  oxidase  inhibi 
tors  raised  the  cerebral  level  of  serotonin,  but  di< , 
not  appear  to  raise  that  of  norepinephrine  leve]| 
proportionately. 


Science  for  the  world’s  well-being' 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


, Attention  at  Pfizer  Research  was  then  directed  to 
: a new  drug  that  would  overcome  this  disadvantage. 

NIAMID  significantly  raises  the  cerebral  level  of 
. both  serotonin  and  norepinephrine  imder  experi- 
mental conditions. 

The  dramatic  discovery  of  NiAMiD  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  niamid  is  used  with  chloro- 
; thiazide  compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  niamid  alone.  There  has  been  no  evi- 
dence of  liver  damage  in  patients  on  niamid;  how- 
ever, in  patients  who  have  any  history  of  liver 
disease,  ^he  possibility  of  hepatic  reactions  should 
be  kept  Tn  mind. 

Dosage  and  Administration 

Start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  NIAMID  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  NIAMID  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

NIAMID  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Infoima* 
tion  Booklet  are  available  on  request. 
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IMI/XMID 

the  mood  brightener 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

— dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

— potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

— antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof,  ' ^ 
pocket  size  ' 
squeeze  bottles  of  20  cc. 


Cj|jint[i/io|)  LAB 


ORATORIES 

New  York  18,  N.T. 
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AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
ANOMALIES? 

One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
bladder) and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
ducts)  are  reported  in  the  literature. 

A unique  case  of  vesica  fellea  tri- 
plex has  recently  been  described. 


Source:  Skilboe,  B.;  Am.  J.  Clin.  Path. 
50:252,  1958. 


in  medical 
management 
and  postoperative 
care  of  biliary 
disorders... 

“effective”  hydrocholeresis . . . 

DECHOLIN 

(dehydrocholic  acid.  Ames) 

“. . . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
put of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
effectively  used  in  treating  both  the 
chronic  unoperated  patient  and  the 
patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”' 

free-flowing  bile 

plus  reliable  spasinolvsis 

DECHOLINla 

BELLADONNA 

..DECHOLIN/Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”^ 

(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 

Philadelphia,  W.  B.  Saunders  Company 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  55:1081,  1957. 


AMES 

COMPANY.  INC 
Elkhort  • Indiono 
Toronto  • Canada 


greater  antihypertensive  effect.. .fewer  side  effects 


HYDROPRES 

much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension. 

• Since  hydrodiuril  and  reserpine  potentiate  each  other,  the  required  dosage  of 
each  is  lower  when  given  together  as  hydropres  than  when  either  is  given  alone. 

• HYDROPRES  provides  the  needed  and  valuable  tranquilizing  effect  of  reserpine. 
Lower  dosage  may  reduce  such  side  effects  of  reserpine  as 

excessive  sedation  and  depression. 

• Arrest  or  reversal  of  organic  changes  of  hypertension  may  occur. 

• Headache,  dizziness,  palpitations  and  tachycardia  are  usually  promptly  relieved. 
Anginal  pain  may  be  reduced  in  incidence  and  severity. 

• With  HYDROPRES,  dietary  salt  may  be  liberalized. 

• Convenient,  controlled  dosage. 

HYDROPRES-25  HYDROPRES-RO 

25  mg.  hydroDIURIL,  0.125  mg.  reserpine.  50  mg.  hydroDIURIL,  0.125  mg.  reserpine. 

One  tablet  one  to  four  times  a day.  One  tablet  one  or  two  times  a day. 

If  the  patient  is  receiving  ganglion  blocking  drugs  or  hydralazine, 
their  dosage  must  be  cut  in  half  when  HYDROPRES  Is  added. 


MERCK  SHARP  & DOHME, 


DIVISION  OF  MERCK  &.  CO.,  INC.,  PHILADELPHIA  1,  PA. 

»HY0RO01URtC  AMO  HYDROPRES  ARC  TRAOCMARKS  OP  MERCK  S,  CO.,  INC. 
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relief  from  all 
cold  symptoms 

Tussagesic® 

decongestant, 
no7i-narcotic  antitiissive, 
analgetic,  expectorayit 

Eacfi  timed-release  tablet  prox'ides: 

Triaminic®  50  mg. 

(phen>  Ipropanolamine  HCl 25  mg. 

plieniramine  maleate  12.5  mg. 

pyrilaminc  maleate 12.5  mg.) 

Dormethan  (brand  of  dextromethorphan 


HBr)  30  mg. 

Terpin  hydrate 180  mg. 

.VPAP  (N-acetyl-p-aminophenol)  325  mg. 


Dosage:  One  Tu.ssagesic  tablet  in  the  morning, 
mid-afternoon  and  evening,  if  needed. 

Also,  for  patients  who  prefer  liquid  medication: 
TUSSAGF.SIC  SUSPENSION. 

SMITH-DORSEY  • Lincoln.  Nebraska 

a division  of  The  Wander  Company 


HOSPITAL  COUNCIL 
HEARS  APPLICATIONS 

Nineteen  communities  pleaded  their  cases 
before  the  Hospital  Advisory  Committee  in 
Pierre  July  20-23.  The  Committee  determines 
where  Hill-Burton  monies  will  be  spent. 

Estimated  requests  totaled  $1,900,000.00  and 
available  funds  approximate  half  that 
amount.  \ 

Invited  guests  at  the  committee  hearings 
were  Miss  Alice  Olson,  director  of  nursing. 
State  Department  of  Health,  and  John  C. 
Foster,  executive  secretary.  South  Dakota 
State  Medical  Association. 

if 

Dr.  William  C.  Caldwell,  Augusta,  Georgia, 
has  joined  the  staff  of  the  Homestake  Mining 
Company  Hospital. 

* H:  * 

Dr.  Richard  G.  Belatti,  Chippewa  Falls,  Wis- 
consin, will  join  the  Madison  Clinic  August 
15. 


If  he  needs  nutritional  support . . . 


he  deserves 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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OKU  PEIMLLII: 
(OMPOdlllHK 


Potassium  Penicillin  V 


Supplied:  Compoci/lin-VK  FUmtabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  Compocillin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-sioalloio  FUmtabs^ in  tasty,  cherry-flavored  Oral  Solution 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate’’^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 

of  treatment-interrupting 
side  effects'  * 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
graduaily  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  graduaily  reduce 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  siomasen. 


in  any  case 
it  calls  for 


tablets 


corticoid-salicylate  compound 


Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326.  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


SCHERING  CORPORATION*  BLOOMFIELD,  N.  J. 
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On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment’’  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  inc.,  Worcester  6,  Mass.,  U.S.A. 


XYI.OCAINE^  OINTMENT 

(brand  of  lidocaine*) 


2.5%  & 5% 


SURFACE  ANESTHETIC 


su 


U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


CORTISPORIN" 

brand  OINTMENT 

Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 

. - 



Ointment:  Tubes  of  3^  oz.  and  34  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops:  Bottles  of  5 cc.  with  sterile  dropper. 


Ointment:  Tubes  of  3^  and  1 oz.  and  tubes  of  oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

N rU/  i Lotion  : Plastic  squeeze  bottles  of  20  cc. 

N tlT  I Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  H oz.,  1 oz.  and  H oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Awelcome  clinical  advan 
effective  medication 


TRICHOMONAS 

MONILIA 

BACTERIA 


c e • • • 


in  an  appealing  form 


Soft  and  pliant  as  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a vehicle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 


COVERS  CERVIX  AND  VAGINAL  WALL -The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 

SHORT  DOSAGE  SCHEDULE  —The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


MILIBIS 


Vaginal  Suppositories 


Now  supplied  with 
plastic  applicator 
. SANITARY 

SUPPLIED:  BOXES  OF  10  . INSURES  CORRECT 

with  applicator.  SUPPOSITORY  PLACEMENT 


LABORATORIES 

New  York  18,  N.  Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brand  of  gtycobiorsol),  trademark  reg.  U.  S.  Pat.  Off. 
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CHOICE  THERAPY 
FOR  THE "OLDER" 
PATIENT  WITH  MILD 
TO  MODERATE 
HYPERTENSION 


FjVeratrite* 

More  than  13,000,000  prescriptions  attest  that 
Veratrite  continues  to  be  the  antihypertensive  of 
choiceforthe  older  hypertensive  patient.  Veratrite 
can  be  prescribed  safely  and  routinely  for  those 
who  usually  cannot  tolerate  more  potent  drugs. 

Veratrite  now  contains  cryptenamine  which 
acts  centrally  to  produce  a gradual  fall  in  blood 
pressure,  yet  improves  circulation  to  vital  organs, 
relieves  dizziness  and  headache,  and  imparts  a 
distinct  sense  of  well-being.  Furthermore, 
Veratrite  achieves  its  effects  with  unusual  safety 
and  without  annoying  side  effects. 

Each  Veratrite  tabule  contains:  Cryptenamine  (tan- 
nates),  40  C.S.R.*  Units;  Sodium  nitrite,  1 gr.;  Pheno- 
barbital,  % gr.  Dosage:  1-2  tabules  t.i.d.,  preferably 
2 hours  after  meals. 

*Carotid  Sinus  Reflex 


TtmLalMr 


IRWIN,  NitSLER  & CO.  • DECATUR.  ILLINOIS 
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THAT’S 


warm 

Distinctive 


FUNCTIONAL 

Leopold 
Document 
Desk 


WOOD 


OFFICE 


The  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning  styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 

FURNITURE  INSTITUTE 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


they  deserve 

GEVEAL 

Vitamin-Mineral  Supplement  uederle 

CAPSULES-14  VITAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  Medical  Department 
of  The  Purdue  Frederick  Company 
is  proud  to  introduce  to  the  medical  profession 


ARTHROPAN 


BRAND  OF  CHOLINE  SALICYLATE,  PATENT  PENDING 


LIQUID 


the  newest  antiarthritic, 
anti-inflammatory  analgesic— 
• without  the  disturbing 
side  effects  of  steroids, 

• without  the  dangers 
of  blood  dyscrasias, 

• without  the  limitations  and 
discomforts  of 
usual  salicylate  therapy. 


ARTHROPAN  Liquid... “born  of  a therapeutic  need"... The  need  was  for  a better  antiarthritic  agent  — 
an  agent  free  of  the  therapeutic  limitations  and  the  discomforting  or  potentially  dangerous  side  effects 
associated  with  usual  therapies.. . Under  development  for  several  years,  ARTHROPAN  has  been  studied 
in  several  thousand  patients  by  more  than  180  investigators  and  is  currently  being  evaluated  in  many 
different  disorders  . . . The  rapid  effectiveness,  the  comfortable  and  constant  action,  and  the  certain 
safety  of  new  ARTHROPAN  Liquid  are  established  as  clinical  facts  . . . ARTHROPAN  breaks  through 
therapeutic  barriers  and  offers  the  arthritic  patient  new  vistas  in  successful  therapy  of  arthritis. 


DEDICATED  TO  PHYSICIAN  ANO  PATIENT  SINCE  1882 
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WE  ARE  A 


DISTRIBUTOR 


High-Quality 
P harmaceuticals 

help  build  customer 
confidence 

Customer  confidence,  the  very  foundation  of  an 
expanding,  increasingly  profitable  prescription 
business,  cannot  be  purchased  ...  it  must  be 
earned.  Such  confidence  in  your  prescription  de- 
partment is  worth  cultivating.  It  is  based  on 
many  things — competent  service,  respect  for  ethics 
and  integrity,  courteous  personnel,  the  professional 
appearance  of  your  prescription  department,  uni- 
form refills,  and  high-quality  merchandise. 

To  enhance  the  prestige  of  your  professional 
service,  feattire  the  finest  in  pharmaceuticals  . . . 
those  bearing  the  Lilly  label.  For  efficient  replen- 
ishment of  your  prescription  department  stock, 
send  yoim  orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 
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made  the  difference 

SQUIBS  TRIFLUPROMAZINE  HYDROCHLORIDE 

in  anxiety  and  tension  states  / psychomotor  agitation  / 
phobic  reactions  / obsessive  reactions  / senile  agitation 
/ agitated  depression  / emotional  stress  associated  with  a 
wide  variety  of  physical  conditions 


In  the  patient  with  anxiety  and  tension  symptoms  — Vesprin  calms  him  down  without  slowing  him 
up... and  does  not  interfere  with  his  working  capacity.  Vesprin  permits  tranquilization  without 
oversedation,  lethargy,  apathy  or  loss  of  mental  clarity.^ 

And  Vesprin  exhibits  an  improved  therapeutic  ratio  — enhanced  efficacy  with  a low  incidence  of 
side  effects;  no  reported  hypotension,  extrapyramidal  symptoms,  blood  dyscrasia  or  jaundice  in 
patients  treated  for  anxiety  and  tension.’’^’® 

dosage:  for  “round-the-clock”  control  — 10  mg.  to  25  mg.,  b.I.d.;  for  “once-a-day”  use  — 25  mg. 
once  a day,  appropriately  scheduled,  for  therapy  or  prevention,  supply:  Oral  Tablets,  10,  25  and 
50  mg.,  press-coated,  bottles  of  50  and  500;Emulsion  (Vesprin  Base)  — 30  cc.  dropper  bottles 
and  120  cc.  bottles  (10  mg./cc.).  roforonees:  I.  Stone,  H.H.:  Monographs  on  Therapy  3:1 
(May)  1958.  2.  Reeves,  J.E.  Postgrad.  Med.  24:687  (Dec.)  1958.  3.  Burstein,  F.;  Clinical 
Research  Notes  2:3,  1959.  4.  Kris,  E.:  Clinical  Research  Notes  2:1,  1959,  vesprin®*  i* » squibt  T.«demm 
Vesprin— the  tranquilizer  that  fills  a need  in  every  major  area  of  medical  practice 


Squibb 

Squibb  Quality  — > 
the  Priceless  Ingredient 


48 


S.D.J.O.M.  AUGUST  1959  - ADV. 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


yfv 


Astra  Pharmaceutical  Products, 
Worcester  6,  Mass.,  U.S.A. 


Inc., 


general  use . . . 
in  general  practice 


ITCHING  — insect  bites,  poison  ivy,  pruritus 


fast,  effective  and  long-lasting  relief  from... 
BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


N 


I© 


(brand  of  lidocaine*) 


OINTIVSEMT  2.5%  & 5% 


U.S.  PAT.  NO.  2,4 


HADE  IN  U.S.A. 


.they  deserve 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES~14VITAMII^11  MINERALS 


Each  capsule  contains: 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  UrS.P.  Units 

Vitamin  B12  with  AUTRINIC® 

Intrinsic  Factor  Concentrate  . . 1/15  U.S.P,  Oral  Unit 

Thiamine  Mononitrate  (Bi) 5 mg. 

Riboflavin  (B.) 5 mg. 

Niacinamide 15  mg 

Folic  Acid 1 mg. 

Pyridoxine  HCI  (Be) 0.5  mg. 

Ca  Pantothenate 5 mg. 

Choline  Bitartrate 50  mg. 

Inositol 50  mg. 

Ascorbic  Acid  (C) 50  mg. 

Vitamin  E (as  tocopheryl  acetates) 10  I.U. 

1-Lysine  Monohydrochloride 25  mg. 

Rutin 25  mg. 

Ferrous  Fumarate 30  mg. 

Iron  (as  Fumarate) 10  mg. 

Iodine  (as  Kl) 0.1  mg. 

Calcium  (as  CaHPOi) 157  mg. 

Phosphorus  (as  CaHPO,) 122  mg. 

Boron  (as  Na.BiOr.lOH.O) 0.1  mg. 

Copper  (as  CuO) 1 mg. 

Fluorine  (as  Cah) 0.1  mg. 

Manganese  (as  Mn02) 1 mg. 

Magnesium  (as  MgO)  1 mg. 

Potassium  (as  K2S04) 5 mg. 

Zinc(asZnO) 0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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re-evaluating  tranquilizers? 


READ  WHAT  CLINICIANS  ARE 
NOW  SAYING  ABOUT  ATARAX* 

(brand  of  hydroxyzine) 


IN  WORKING  ADULTS 
"especially  well  suited  for 
ambulatnry  patients  who  must 
k,  drive  a car,  or  operate 
achiney.”* 


IN  GENERAL 

ATARAX  is  "effective  in 
controlling  tension  and 
anxiety ....  Its  safety  makes 
it  an  excellent  drug  for 
out-patient  use  in  office 
i^ipctice.'’^ 


INVESTIGATORS  AGREE  ON  OPTIMAL  ATARAX  DOSAGES 


For  childhood 
behavior  disorders 

10  mg. 
tablets 

3-6  years,  one  tablet  t.i.d. 
over  6 years,  two  tablets  t.i.d. 

Syrup 

3-6  years,  one  tsp.  t.i.d. 
over  6 years,  two  tsp.  t.i.d. 

For  adult  tension 
and  anxiety 

25  mg. 
tablets 

one  tablet  q.i.d. 

Syrup 

one  tbsp.  q.i.d. 

For  severe  emotional 
disturbances 

100  mg. 
tablets 

one  tablet  t.i.d. 

For  adult  psychiatric 
and  emotional 
emergencies 

Parenteral 

Solution 

25-50  mg.  (1-2  cc.)  intramus- 
cularly, 3-4  times  daily,  at 
4-hour  intervals.  Dosage  for 
children  under  12  not 
established. 

Supplied:  Tablets,  bottles 
of  100.  Syrup,  pint  bottles. 
Parenteral  Solution,  10  cc. 
multiple-dose  vials. 

References:  1.  Smigel,  J.  O., 
et  al.:  J.  Am.  Ger.  Soc., 

In  press.  2.  Freedman,  A.  M.: 
Pediat.  Clin.  North  America 
5:573  (Aug.)  1958.  3.  Ayd,  F.  J., 
Jr.:  New  York  J.  Med.  57:1742 
(May  15)  1957.  4.  Menger, 

H.  C.:  New  York  J.  Med. 
58:1684  (May  15)  1958. 

5.  Coirault,  M.,  et  al.:  Presse 
med.  64:2239  (Dec.  26)  1956. 

6. Bayart,  J.:  Presented  at 
the  International  Congress  of 
Pediatrics,  Copenhagen, 
Denmark,  July  22-27,  1956. 
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New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


Ht’s  as  easy  as  1,  2, 3 to  use 


(HYDROCHLOROTHIAZIDE) 


Initiate  therapy  with  hydroDIURIL:  one  25  mg.  tablet  or  one  50  mg. 

tablet  once  or  twice  a bay.  hydroDIURIL  by  itself  often  causes  an  adequate 
drop  in  blood  pressure  over  a period  of  two  to  three  weeks.  This  may  be  all  the 
therapy  some  patients  require. 


Add  or  adjust  other  agents  as  required:  hydroDIURIL  enhances  the 
activity  of  all  commoniy-used  antihypertensive  agents;  thus,  the  dosage  of 
other  medication  (rauwolfia,  reserpine,  hydralazine,  veratrum)  should  be  initiated 
or  y.djusted  as  indicated  by  patient  condition.  If  a ganglion-blocking  agent  is 
contemplated  or  being  used,  usual  dosage  must  be  reduced  by  50  per  cent. 


Adjust  dosage  of  all  medication:  the  patient  must  be  frequently 

observed  and  careful  adjustment  of  all  agents  should  be  made  to  establish 
optimal  maintenance  dosage.  . , 


Supplied:  25  mg.  and  50  mg,  scored  tablets  hydroDIURIL  (Hydrochlorothiazide)  bottles  of  100  and  1,000. 
Additional  literature  for  the  physician  is  available  on  request. 


hydroDIURIL  is  a trademark  of  Merck  & Co.,  Inc.  Trademarks  outside  the  U S 


DICHLOTRIDE,  DICLOTRIDE,  HYDROSALURIC. 


MERCK  SHARP  & DOHME,  Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


greater  specificity 
if  tranquiiizing  action 
— divorced  from  such 
"diffuse”  effects  as 
anti-emetic  action 
— explains  why 


, ; :z[[t  ;:'ee  ov  tox' : ^ ■ 

"Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazine,  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiazines.  ■..This  drug  appears  to  rep- 
resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological-  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner,’’* 


new  advance  in  tranquilization:  I 

reater  specificity  of  tranquilizing  action  results  in  fewer  side  effects  | 


The  presence  of  a thiomethyl  radical  (S-CHj)  is  unique  in 
Mellaril  and  could  be  responsible  for  the  relative  absence  of 
side  effects  and  greater  specificity  of  psychotherapeutic  action. 
This  is  shown  clinically  by: 


MELLARIL 


CHIC  R 


Psychic  relax 


DAM 

SYMPATH 
PARASYMPA 
NERVOUS 


inimal  suppression  of  vomiting 

ttle  effect  on  blood  pressure 
id  temperature  regulation 


Dampen! 

sympatheti 

parasympat 

nervous 


of  vomiting 


pening  of  blood  pressure 
temperature  regulation 


Other 

phenothiazine-type 

tranquilizers 


A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


Less  “spill-over”  action  to  other  brain  areas  — 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 


3 

4 

5 


A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


■lil 

'ii 


INOICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS:  Mental  and  Emotional  Disturbances; 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 

25  mg.  t.i.d. 

50-200  mg. 

holism,  intractable  pain,  senility,  etc. 

SEVERE  — in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

100  mg.  t.i.d. 

200-400  mg. 

Hospitalized 

100  mg.  t.i.d. 

200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

ELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 

stfeld,  A.  M.:  Scientific  Exhibit,  American  Academy 
{ General  Practice,  San  Francisco,  April  6-9,  1959 
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when  pollen  allergens 
attaek  the  nose . . . 

Triaminic  provides  more  effective  therapy  in 
respiratory  allergies  because  it  combines  two 
a7itihistamines^'~  with  a decongestant. 


These  antihistamines  block  the  effect  of  histamine  on  the  nasal 
and  paranasal  capillaries,  preventing  dilation  and  exudation.^ 
This  is  not  enough;  by  the  time  the  physician  is  called  on  to 
provide  relief,  histamine  damage  is  usually  present  and  should 
be  counteracted. 

The  decongestive  action  of  orally  active  phenylpropanolamine 
helps  contract  the  engorged  capillaries,  reducing  congestion 
and  bringing  prompt  relief  from  nasal  stuffiness,  rhinorrhea, 
sneezing  and  sinusitis.'*'  ® 

TRIAMINIC  is  orally  administered,  systemically  distributed  and 
reaches  all  respiratory  membranes,  avoiding  nose  drop  addic- 
tion and  rebound  congestion.*’  " triaminic  can  be  prescribed 
for  prompt  relief  in  summer  allergies,  including  hay  fever. 

References:  I.  Sheldon,  J.  M.:  Po.stgnid.  Med.  14:465  (Dec.)  1953.  2.  Hubbard,  T.  F. 
and  Ik'i'gcr,  A.  J.:  Annah  Allergy  p.  350  (May-Junc)  1950.  3.  Kline,  B.  S.:  J.  Allergy 
19:19  (Jan.)  1948.  4.  Goodman,  L.  S.  and  Gilman,  A.:  Pharmacol.  Basis  Ther.,  Macmil- 
lan, New  York.  1956,  p.  532.  5-  Fabricant,  N.  I).:  E.F.N.T.  Monthly  37:460  (July) 
1958.  6.  Lhotka,  F.  M.:  Illinois  M.J.  112:259  (Dec.)  1957.  7.  Farmer,  D.  F.:  Clin. 
Med.  5:1183  (Sept.)  1958. 

• • • ® 

1 riaminic 


TRIAMINIC  provides  around-the- 
clock  freedom  from  hay  fever  and 
otlier  allergic  respiratory  symp- 
toms with  just  one  tablet  q.  6-8  h. 
because  of  the  special  timed- 
release  design. 

Each  TRI.VMIMC  timed-release  tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg, 

Pyrilamine  maleate 25  mg. 


Also  available:  triaminic  syrup  for  those 
patients  of  all  ages  who  prefer  a liquid 
medication.  Each  5 ml.  teaspoonful  is 
equivalent  to  Triaminic  Tablet  or  I/2 
Triaminic  Juvelet.  triaminic  juvelets 
provide  half  the  dosage  of  the  Triaminic 
Tablet  wdth  the  same  timed-release  action 
for  prompt  and  prolonged  relief. 


running  noses 


4^  4 


and  open  stuffed  noses  or  ally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Medihaler-ISO 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended 
® in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  contains  0.06  mg. 
isoproterenol. 


Medihaler-EPr 


Epinephrine  bitartrate,  7.0  mg.  per  cc.,  sus- 
pended in  inert,  nontoxic  aerosol  vehicle.  Con- 
tains no  alcohol.  Each  measured  dose  contains 
0.15  mg.  epinephrine. 


-NOTABLY  WELL  TOLERATED  AND  EFFECTIVE  FOR  CHILDREN,  TOO- 


The  menopausal  patient  in  need  of  psychic  support . . . the  post- 
partum patient  suffering  the  “baby  blues”  . . . the  convalescent 
patient  worried  about  her  future  health  . . . these  and  many  other 
patients  will  often  benefit  from  the  antidepressant,  mood-lifting 
effect  of 

® Tablets  • Elixir 

Spansule®  brand  of  sustained  release  capsules 

brand  of  dextro  amphetamine  plus  amobarbital 

When  the  depressed  patient  is  particularly  listless  and  lethargic,  she 
will  often  benefit  from  the  gentle  stimulating  effect  of 

Dexedrine®  Tablets  • Elixir  • Spansule®  capsules 

brand  of  dextro  amphetamine 


^ Smith  Kline  & French  Laboratories 
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DARVOr  COMPOUND 

(dextro  propoxyphene  and  acetylsalicylic  acid  compound.  Lilly) 

lifts  the  burden  of  pain 

1 or  2 Pulvules®  three  or  four  times  daily 


Narcotic  prescription  not  required 


EL!  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


NEW 

multiple  antigen  for  pediatric  use 

QUADRIGEN 

(Diphtheria-Tetanus-Pertussis-Poliomyelitis,  Aluminum  Phosphate  Adsorbed,  Parke-Davis) 

immunizes  against  4 diseases 

A newly  developed  multiple  antigen,  quadrigen  is  designed  for 
simultaneous  immunization  of  infants  and  preschool  children  against 
diphtheria,  tetanus,  pertussis,  and  paralytic  poHomyelitis. 

Good  antibody  response  has  been  demonstrated  in  children 
immunized  with  quadrigen  within  this  age  group.* 

The  antigens  in  quadrigen  are  adsorbed  on  optimum  amounts  of  aluminum 
phosphate  to  provide  a potent  and  compatible  product. 

A single  dose  of  quadrigen  is  only  0.5  cc.  See  package  for  dosage  schedule. 
With  QUADRIGEN,  multiple  protection  can  be  obtained  with  fewer 
injections  at  low  dosage  levels— a regimen  that  appeals 
both  to  patients  and  parents. 

*Barrett,  C.  et  ah:  J.A.M.A.  167:1103, 1958; 

Ibid.;  Am.  J.  Pub.  Health  49:644, 1959. 

jParke,  Davis  & Company 

iDetroit  32,  Michigan 
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22  were  successfully 
treated  with  Decadran'" 

1.  Boland,  E.  W.,  and  Headley,  N.  E.:  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  1.  J.,  et  al.;  Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

♦Cortisone,  prednisone  and  prednisolone. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 

^Merck  Sharp  & Dohme 
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Effective  relief  in  rheumatic  disorders 


SlBrazolidin 

prednisone-phenylbutazone  Geigy 

with  less  risk  of  disturbing  hormonal  balance 


capsules 


!n  the  treatment  of  the  rheumatic  disorders 
new  Sterazoildin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. ..  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’'"'^Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoildin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Piatt,  W.  D.,  Jr., 
and  Steinberg,  1.  H.:  New  England  J.  Med. 
256:823  (May  2)  1967. 

Geigy,  Ardsley,  New  York  s 


for  the  control  of  tension  and  G.l.  trauma, 
many  of  you  have  been  writing  this 
prescription  in  increasing  numbers  for 
nearly  two  years . . . 


. t3jt 


predictable  results 
in  the  control  of 
tension  and  G.l.  trauma 


PATH  I 


LEDERLE  LABORATORIES,  A Division  i 


NEW!  for  greater  flexibility 
in  the  control  of 
tension  and  G.l.  trauma. . . 
now  you  can  write: 


"A 


A 


In  the  management  of  such  gastrointestinal 
dysfunctions  as  duodenal  or  gastric  ulcer, 
intestinal  colic,  spastic  and  irritable  colon, 
ileitis,  esophageal  spasm,  gastric  hyper- 
motility and  anxiety  neurosis  with  G.  I. 
symptoms,  nearly  two  years’  experience  has 
confirmed  the  clinical  advantages  derived 
from  the  combination  of  the  two  agents  in 
Path  I BAM  ATE. 


New  Pathibamate-200  Tablets  combine 
Meprobamate  at  one-half  strength,  with 
Pathilon  at  full  established  potency. 

With  Pathibamate-200,  further  individual- 
ization of  treatment  is  facilitated  in  respect 
to  both  the  degree  of  tension  and  associ- 
ated G.l.  sequelae,  as  well  as  the  response 
of  different  patients  to  the  component  drugs. 


Supplied:  PathibamatE-400  — Each  tablet  (yellow,  V:  scored)  contains  Meprobamate, 

400  mg.;  PATHILON  Tridihexethyl  Chloride,  25  mg. 
Pathibamate-200  — Each  tablet  (white,  coated)  contains  Meprobamate, 
200  mg.;  PATHILON  Tridihexethyl  Chloride,  25  mg. 
Administration  and  dosage:  Pathibamate-400  — 1 tablet  three  times  a day  and  2 tablets  at  bedtime. 

PaTHIBAMATE-200  — 1-2  tablets  three  times  a day  and  at  bedtime.  Adjust 
dosage  to  patient  response. 

\MATETo 

Meprobamate  with  Pathilon®  Tridihexethyl  Chloride*  LEDERLE 


*PATHIL0N  is  now  offered  as  tridihexethyl  chloride  Instead  of  the  Iodide,  since  the  latter  may  Interfere  with  the  results  of  certain  thyroid  function  tests. 


\/IERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
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(Erythromycin,  Abbott) 


an  uncommon  antibiotic  for  common  infections 


Provides  fast,  high  blood  and  tissue  concentrations— plus  an  unpar- 
alleled safety  record.  Erythrocin  is  available  in  easy -to -swallow 
Filmtabs®  (100  and  250  mg.);  in  tasty,  citrus-flavored  Oral  Suspen- 
sion (200  mg.  per  5-cc.  teaspoonful);  and 
for  intravenous  and  intramuscular  use. 


909132 


mpoleon  exhibited  ulcer  symptoms  through  most  of 
is  adult  life,  yet  he  scorned  medication  for  his  ever- 
jsting  “spasms  of  nervous  origin.”  He  ignored  his. 
nfirmities  with  violent  naivete  despite  an  intense  in- 
erest  in  medical  science.  Thus,  the  classic  hand-in- 
'oat  pose  may  have  been  the  result  of  his  paroxysms 
)/  gastric  pain  that  sliced  “like  the  stab  of  a penknife.” 


linergic-antispasmodic-sedative  with  the  time- 
tested  natural  belladonna  alkaloids  and  pheno- 
barbital,  a veteran  campaigner  without  peer. 
FORMULA:  hyoscyamine  sulfate,  0.1037  mg.;^ 
atropine  sulfate,  0.0194  mg.;  hyoscine  hydro- 
bromide, 0.0065  mg.;  and  phenobarbital 
gr.),  16.2  mg. 


iVhen  your  patient  is  besieged  with  an  ulcer, 
lobins  provides  you  with  an  armamentarium 
sufficient  to  repel  it. 

Tontal  assault— li  your  tactics  dictate  Local 
Action,  try  ROB AL ATE,®  which  is  dihydroxy 
filuminum  aminoacetate  (0.5  Gm.  per  tablet  or 
) cc.) , an  antacid  of  definitely  superior  efficacy. 


multi-pronged  attack  — If  you  relish  the  * 
strategy  of  combining  antacid  and  antispasmod- 
ic-anticholinergic  effects,  use  DONNALATE  ® 

It  combines  one-half  of  a DONNATAL  tablet 
with  one  ROBALATE,  ideal  allies  for  compre- 
hensive ulcer  therapy.  ’ 

Victory  will  he  yours. 


'ncirclement  — If  you  prefer  to  approach  the 
ilcer  Systemically,  prescribe 
lONNATAL,®  the  anticho- 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND,  VA. 


DONNALATE 


^ I^ins 


Can  antacid  therapy 
be  made  more  effective, 
and  more  pleasam 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN  | 
ANTACID  THERAPY  SINCE  THE  INTRODUCTIO! 
OF  ALUMINUM  HYDROXIDE  IN  1929 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium  hy 

1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  {more  lasting  relief  J 

4.  No  constipation  • No  acid  rebound 

5.  More  pleasant  to  take 


HEXITOL 


a new  high  in  eiFectiveness 
and  palatability 
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a u at  least  1 aud  averaaes  less  than  6.  X U a cation. 


CREAMALIN  NEUTRALIZES  MORE  ACID  FASTER 

Quicker  Relief  * Greater  Relief 


Tablets  were  powdered  and  suspended  in  distilled  water  in  a constant  temperature 
container  (31°C)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
recorded  at  frequent  intervals  for  one  hour. 


Duration  of  action  at  pH  from  3 to  S* 
(per  gram  of  active  Ingredients) 


•HInkel,  E.  T.,  Jr.,  Fisher,  and  Tainter,  M.  L.;  A new  highly  reactive  aluminum  hydroxide 
complex  for  gastric  hyperacidity.  To  be  published. 

**pH  stayed  below  3. 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  • NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 


solve in  the  mouth. 


Supplied:  Bottles  of  50,  100,  200  and  1000. 
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LABORATORIES  • NEW  YORK  18,  NEW  YORK 
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New  areas  of  therapy 


These 


NIAMID  is  clinically  effective  in  a broad  range  of 
depressive  states,  including:  involutional  melan- 
cholia, senile  depression,  postpartum  depression, 
reactive  depression,  the  depressive  stage  of  manic- 
depressive  disease,  and  schizophrenic  depressive 
reaction. 

A wide  variety  of  psychoneurotic  depressions  seen 
in  general  practice  also  respond  effectively  to 
NIAMID.  Depression  associated  with  the  menopause 
and  with  postoperative  states,  and  depression  ac- 
companying chronic  or  incurable  diseases  such  as 
gastrointestinal  and  cardiovascular  disorders,  ar- 
thritis, and  inoperable  cancer,  can  now  be  treated 
successfully  with  niamid. 

•^lAMiD  is  also  strikingly  effective  for  many  com- 
plaints, mild  or  severe,  vague  or  well  defined,  when 
due  to  masked  depression  rather  than  to  organic 
disease.  This  masked  depression  may  take  the  form 
of  guilt  feelings,  crying  ^Jpells  or  sadness,  difficulty 
in  concentration,  loss  of  energy  or  drive,  insomnia, 
emotional  fatigue,  feelings  of  hopelessness  or  help- 
lessness, loss  of  interest  in  normal  activity,  listless- 
ness, apprehension  or  agitation,  and  loss  of  appetite 
and  weight. 

V^^jU^'^fj^quilizers  have  had  some  measure  of 
fectjymess  in  many  of  these  areas,  niamid  now 
giya^the  practicing  physician  a new,  safe  drug  for 
specific  treatment  of  depression  without  the 
risk  of  increasing  the  depressive  symptoms. 


New  safety 


NIAMID,  in  extensive  clinical  trials,  has  not  been 
associated  with  the  hepatotoxic  reactions  observed 
with  the  first  ofjfce  monoamine  oxidase  inhibitors. 


Sons  have  not  been  seen  with  niamid. 


Acute  and  chronic  toxicity  studies  show  this  dis- 
tinctive freedom  from  toxicity.  Moreover,  during 
the  extensive  clinical  trials  of  niamid  by  a large 
number  of  investigators,  not  only  has  no  liver  dam- 
age been  reported,  but  only  in  a very  few  isolated 
instances  have  hypotensive  effects  been  seen. 

lienee  of  toxicity  may  be  the  result  of  the 
unique^aiiipxamide  group  in  the  NIAMID  molecule. 

ly  explain  why  NLAMID  is  excreted 
largely  unchanged  in  the  urine,  with  only  insignifi- 
cant quantities  of  potentially  free  hydrazine  being 
formed.  Previously,  where  a monoamine  oxidase 
inhibitor  had  been  associated  with  hepatic  toxicity, 
there  was  some  evidence  that  substantial  quantities 
of  free  hydrazine  were  formed  in  the  body. 

tckground  of  NIAMID 

for  advance  in  the  treatment  of  mental  de- 
pression came  with  a newer  understanding  of  the 
influence  of  brain  serotonin  and  norepinephrine  on 
the  mood.  Levels  of  both  these  neuro-hormones  are 
decreased  in  animals  under  experimental  condi- 
tions analogous  to  depression;  relief  of  these  model 
depressions  is  seen  with  a rise  in  the  levels  of  both 
serotonin  and  norepinephrine. 

A second  advance  came  with  the  development  of 
monoamine  oxidase  inhibitors,  substances  which 
raise  the  cerebral  level  of  both  serotonin  and  nor- 
epinephrine. The  first  of  the  amine  oxidase  inhibi- 
tors raised  the  cerebral  level  of  serotonin,  but  did 
not  appear  to  raise  that  of  norepinephrine  levels 
proportionately. 


I Science  for  the  world's  well-being ' 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


the /mood  brlglitener 


Lifts  the 
^urden  of 
depression . . . 
opens  the  way 
for  a sunnier 
outlook 


(tDEMARK  FOR  BRAND  OF  NIALAMIDE 


Attention  at  Pfizer  Research  was  then  directed  to 
a new  drug  that  would  overcome  this  disadvantage. 
NIAMID  significantly  raises  the  cerebral  level  of 
both  serotonin  and  norepinephrine  imder  experi- 
mental conditions. 

The  dramatic  discovery  of  NiAMiD  now  makes 
available  an  extremely  effective,  safe  antidepres- 
sant for  the  successful  treatment  of  a full  range 
of  depressive  states. 

Precautions 

Side  effects  are  most  often  minor  and  mild  mani- 
festations of  central  nervous  system  stimulation, 
modifiable  by  reduction  in  dosage;  these  may  take 
the  form  of  restlessness,  insomnia,  headache,  weak- 
ness, vertigo,  dry  mouth,  and  perspiration.  Care 
should  be  taken  when  KIAMID  is  used  with  chloro- 
thiazide compounds,  since  hypotensive  effects  have 
been  noted  in  some  patients  receiving  combined 
therapy— even  though  hypotension  has  rarely  been 
noted  with  niamid  alone.  There  has  been  no  evi- 
dence of  liver  damage  in  patients  on  NIAMID;  how- 
ever, in  patients  who  have  any  history  of  liver 
disease,  the  possibility  of  hepatic  reactions  should 
be  kept  in  mind. 

Dosage  and  Administration 

start  with  75  mg.  daily  in  single  or  divided  doses. 
After  a week  or  more,  revise  the  daily  dosage  up- 
ward or  downward,  depending  upon  the  response 
and  tolerance,  in  steps  of  one  or  one-half  25  mg. 
tablet.  Once  satisfactory  response  has  been  attained, 
the  dosage  of  niamid  may  be  reduced  gradually  to 
the  maintenance  level. 

The  therapeutic  action  of  niamid  is  gradual,  not 
immediate.  Many  patients  respond  within  a few 
days,  others  satisfactorily  in  7 to  14  days.  Some 
patients,  particularly  chronically  depressed  or  re- 
gressed psychotics,  may  need  substantially  higher 
dosages  (as  much  as  200  mg.  daily  has  been  used) 
and  prolonged  administration  before  responses  are 
achieved. 

Supply 

NIAMID  is  available  in:  25  mg.,  pink,  scored  tablets 
in  bottles  of  100;  and  100  mg.,  orange,  scored  tablets 
in  bottles  of  100. 

References 

Complete  bibliography  and  Professional  Informa* 
tion  Booklet  are  available  on  request. 
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THE  MONTH  IN  WASHINGTON 


The  House  Ways  and  Means  Committee 
has  put  aside  until  next  year  the  so-called 
Forand  bill  which  is  opposed  vigorously  by 
the  medical  profession. 

But  supporters  of  the  legislation  have  made 
clear  that  they  will  press  for  action  by  Con- 
gress next  year  when  politics  will  be  para- 
mount because  of  the  persidential  and  Con- 
gressional elections  in  November. 

The  Ways  and  Means  Committee  took  no 
action  on  the  legislation  after  five  days  of 
hearings  highlighted  by  the  Eisenhower  Ad- 
ministration lining  up  with  the  medical  pro- 
fession in  opposition  to  it. 

Arthur  S.  Flemming,  Secretary  of  Health, 
Education  and  Welfare,  told  the  committee 
that  “it  would  be  very  unwise”  to  enact  such 
a bill.  He  warned  of  “far-reaching  and  ir- 
revocable consequences.”  It  would  freeze 
health  coverage  of  the  aged”  in  a vast  and 
uniform  government  system”  and  would 


CLEARWATER  BEACH,  FLA.  — 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach,  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREE'  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


mark  the  beginning  of  the  end  of  voluntary 
health  insurance  for  old  persons,  he  said. 

Secretary  Flemming  later  promised  to  re- 
port to  Congress  early  next  year  on  possible 
alternatives,  including  Federal  subsidies  to 
private  carriers  of  health  insurance  for  the 
aged.  But  he  took  no  position  on  any  of  the 
alternatives  for  the  time  being. 

Summing  up  the  hearings.  Dr.  F.  J.  L. 
Blasingame,  Executive  Vice  President  of  the 
AMA,  said: 

“It  was  shown  that  it  would  be  most  un- 
fortunate for  the  federal  government  to  move 
in  for  political  reasons  and  attempt  in  a com- 
pulsory fashion  to  solve  by  legislation  prob- 
lems which  are  being  thoughtfully  considered 
at  the  state  and  local  level  by  the  medical 
profession  and  other  dedicated  members  of 
the  health  team.” 

Main  support  for  the  bill,  which  was  spon- 
sored by  Rep.  Aime  J.  Forand  (D.,  R.I.), 
comes  from  organized  labor.  The  legislation 
would  increase  federal  Social  Security  taxes 
to  finance  hospital,  surgical  and  nursing 
home  care  for  Social  Security  beneficiaries. 

Although  this  bill  has  been  shelved  for  the 
time  being  by  the  House  Committee,  the 
problems  of  the  aged  are  being  studied  by  a 
Senate  Subcommittee  headed  by  Sen.  Pat 
McNamara  (D.,  Mich.).  The  Subcommittee 
on  Problems  of  the  Aged  and  Aging  of  the 
Senate  Committee  on  Labor  and  Public  Wel- 
fare has  held  public  hearings  intermittently 
in  Washington.  It  also  planned  to  hold  hear- 
ings in  various  other  cities. 

In  his  second  appearance  before  the  Senate 
Subcommittee,  Dr.  Frederick  C.  Swartz, 
Chairman  of  the  AMA’s  Committee  on  Aging, 
reported  that  state  and  local  medical  associa- 
tions “have  moved  promptly”  to  make  the 
AMA’s  six-point  “positive  health  program”  ' 
for  the  aged  “an  effective  and  workable  in-  ; 
strument.” 

Dr.  Swartz  said  that  the  problem  of  fi-  I 
nancing  health  services  for  the  aged  is  “a 
temporary,  not  a permanent  one”  “because” 
temporary,  not  permanent  one”  becauce  } 
“each  year,  more  and  more  of  the  Americans  j 
who  are  reaching  65  are  covered”  by  volun- 
tary insurance. 
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Improvement  is  marked  in  virtually  9 out  of  10  ver- 
tiginous patients  on  antivert.'  Combines  the  two 
most  effective  therapies  for  equilibrium  disorders. 
Each  ANTIVERT  tablet  contains: 

Meclizine  (12.5  mg.)-the  most  effective  anti- 
histaminic  to  control  vestibular  dysfunction.^ 
Nicotinic  acid  (50  mg.)  — the  drug  of  choice  for 
prompt  vasodilation.’’' 

Prescribe  antivert  for  relief  of  Meniere's  syn- 
drome, arteriosclerotic  vertigo,  labyrinthitis,  and 
streptomycin  toxicity.  Also  effective  in  recurrent 
headache,  including  migraine. 


Dosage:  One  tablet  before  each  meal. 

Supplied:  In  bottles  of  100  blue-and-white  scored  tab- 
lets. Prescription  only. 

References:  l.  Menger,  H.  C.:  Clin.  Med.  £:313  (March)  1957. 
2.  Charles,  C.  M.:  Geriatrics  ^110  (March)  1956.  3.  Shuster,  B.  H.: 
M.  Clin.  North  America  ^:1787  (Nov.)  1956.  4.  Dolowitz,  D.  A. : Rocky 
Mountain  M.J.  55:53  (Oct.)  1958. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 
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For  topical  infections, 

choose  a ‘B.  W.  & Co.” ‘SPORIN’. . . 

" ^ 

i 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
* inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


y ® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Each  gram  contains: 
‘Aerosporin’®  brand 
Polymyxin  B Sulfate 


Zinc  Bacitracin  . 

10,000  Units  in  a special  petrolatum  base. 


500  Units 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAE 

Vitamin-Mineral  Supplement  Lederle 


capsules-14  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 
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the  complaint:  “nervous  indigestion’ 

the  diagnosis:  any  one  of  several  nonspecific  gastromtestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula:  in  the  gastric-soluble  outer  layer: 


Hyoscyamine  suifate 0.0518  mg. 

Atropine  sulfate  0.0097  mg. 

Hyoscine  hydrobromide  0.0033  mg. 

Phenobarbital  (%  gr.) 8.1  mg. 

Pepsin,  N.R  150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.F. 300  mg. 

Bile  salts 150  mg. 


ction  of  Fulvicin  (^) 
n ringworm: 

eratin  penetrated  from  bloodstream; 
ingal  growth  checked 


he  oral  route  to  ringworm  control 


penetration— first  fungistatic  agent  to  permeate 
keratin  from  the  inside— oral  Fulvicin  is  depos- 
ited into  dermis,  hair  and  nails— acts  to  check 
invading  fungi  until  new,  healthy  tissue  grows  out. 

effectiveness^-^— Yvi^wcm  clears  tineas  of  scalp, 
body  and  feet  often  in  2 to  3 weeks. ..nails  (onycho- 
mycosis) usually  clear  in  3 to  4 months,  regardless 
of  previous  duration  or  resistance... promotes 
rapid  relief  of  itching... prompt  loss  of  hyperkera- 
tosis... rapid  fungistasis  in  infected  hair  and  nails. 

safety^-^— very  low  toxicity  in  therapeutic  doses... 
the  few  side  effects  reported  (e.g.,  gastric  discom- 
fort, diarrhea  and  headache)  are  mild  and  self- 
limited. 

Rapid  clearing  of  tinea  capitis,  tinea  bar- 
bae, tinea  corporis,  tinea  cruris,  tinea  pedis 
and  onychomycosis  caused  by  Microspo- 
rum.  Trichophyton  and  Epidermophyton 
organisms. 


rst  orally  effective  antifungal  antibiotic 
against  ringworm 


Packaging:  Fulvicin  is  supplied  as  250  mg.  scored  tab- 
lets, bottles  of  30. 


Bibliography:  (1)  Riehl,  G.:  Griseofulvin : An  Orally 
Active  Antibiotic,  presented  at  Austrian  Dermat.  Soc. 
Meet.,  Vienna,  Nov.  27,  1958.  (2)  Williams,  D.  I.;  Marten, 
R.  H.,  and  Sarkany,  I.:  Lancet  2:1212, 1958.  (3)  Blank,  H., 
and  Roth,  E J.,  Jr.:  A.M.A.  Arch.  Dermat.  79:259,  1959. 
(4)  Goldfarb,  N.,  and  Rosenthal,  S.  A.:  Current  M.  Digest 
26:67,  1959.  (5)  Reiss,  E:  Medical  Circle  Bulletin  6:9, 
1959.  (6)  Robinson,  H.  M.,  Jr.;  Robinson,  R.  C.  V.;  Bere- 
ston,  E.  S.;  Manchey,  L.  L.,  and  Bell,  F.  K.:  Griseofulvin, 
Clinical  and  Experimental  Studies,  presented  at  Am.  Der- 
mat. Assoc.  Meet.,  Atlantic  City,  N.  J.,  June  3,  1959. 

Fulvicin— T.M.— brand  of  griseofulvin* 
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DARVON^  COMPOUND  potent  • safe  • well  tolerated 


The  clinical  usefulness  of  Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) , alone 
and  in  combination,  has  been  substantiated  by  more  than  100  investigators  in  the 
treatment  of  over  6,300  patients  in  pain.  A consolidation  of  these  reports  shows  that 
5,663  (89.8  percent)  experienced  "effective  analgesia.” 

Darvon  Compound  combines  in  a single  Pulvule®  the  analgesic  action  of  Darvon 
with  the  antipyretic  and  anti-inflammatory  benefits  of  A.S.A.®  Compound  (acetyl- 
salicylic  acid  and  acetophenetidin  compound,  Lilly).  When  inflammation  is  present, 
Darvon  Compound  reduces  discomfort  to  a greater  extent  than  does  either  analgesic 
given  alone. 

Usual  dosage:  1 or  2 Pulvules  three  or  four  times  daily. 

Also  available:  Darvon,  in  32  and  65-mg.  Pulvules. 

Usual  dosage:  32  mg.  (approximately  1/2  grain)  every  four  hours  or  65  mg.  (1  grain) 
every  six  hours. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsalicylic  acid  compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


COCHLEAR  AND  VESTIBULAR  INJURY 
FROM  KANAMYCIN 
John  B.  Gregg,  M.D. 

Iowa  Cily,  Iowa 
and 

James  H.  Hoskins,  M.D. 

Sioux  Falls,  South  Dakota 


With  the  introduction  of  a new  drug  there 
often  comes  a toxic  effect  which  may  be  po- 
tentially harmful  to  the  person  receiving  the 
medication.  The  auditory  and  vestibular  sys- 
tems are  affected  by  many  medications,  some 
of  which  effects  appear  at  an  interval  after 
the  drugs  have  been  administered.  Recently 
a patient  who  demonstrated  severe  ototox- 
icity from  a new  antibiotic,  Kanamycin,®  was 
observed.  Because  of  the  potentially  serious 
implications  if  this  drug  is  not  used  carefully, 
this  case  is  considered  very  timely  for  docu- 
mentation. 

CASE  REPORT: 

A 65  year  old  man  who  had  had  a tuber- 
culous left  kidney  removed  in  1934  was  ad- 
mitted to  the  hospital  May  21,  1958,  because 
of  hematuria  of  undertermined  origin.  Be- 
cause of  suspected  renal  tuberculosis  he  had 
been  treated  with  dihydrostreptomycin,  0.5 
gram  intramuscularly  daily  for  seven  days, 
from  May  9th  through  15th  (total  3.5  gm.), 
without  apparent  effect.  Cystoscopy  showed 
no  significant  findings.  Intravenous  pyelo- 
grams  were  interpreted  as  showing  changes 
compatible  with  an  inflammatory  process 
strongly  suggesting  tuberculosis.  The  cathe- 


terized  urine  specimen  from  the  right  kidney 
showed  15-20  WBC/HPF  and  0-1  RBC/HPF. 
Urine  from  the  bladder  showed  0-12  WBC/- 
HPF,  80-100  RBC/HPF,  albumen  one  plus. 
Blood  urea  nitrogen  was  16  mgm%.  The 
blood  count  and  the  chest  X-ray  were  normal. 
No  acid  fast  bacillae  were  observed  on  re- 
peated smears  and  cultures  of  urine  speci- 
mens. Routine  urine  cultures  were  negative. 
While  in  the  hospital  he  received  no  poten- 
tially neuro-toxic  drugs.  He  was  discharged 
on  May  25th,  and  received  no  further  medica- 
tion until  September  12th.  During  the  sub- 
sequent 43  days  he  was  given  13  grams  of 
streptomycin  intramuscularly  in  one  gram 
doses.  While  on  the  streptomycin  and  the 
dihydrostreptomycin  he  also  received  para 
amino  salicylic  acid  and  Isonicotinic  acid 
hydrazide  but  no  other  potentially  neuro- 
toxic agents.  There  were  no  cochlear  or  vesti- 
bular symptoms  while  on  these  medications. 

He  was  readmitted  to  the  hospital  October 
26,  1958,  because  of  pyelonephritis,  complain- 
ing of  back  pain,  15  pounds  weight  loss  and 
dark  colored  urine.  He  had  had  the  “flu” 
several  weeks  previously  but  there  were  no 
other  symptoms.  General  physical  examina- 
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tion  was  normal.  Cystoscopic  examination 
and  pyelograms  were  performed  on  10-27-58, 
11-4-58,  and  11-8-58,  because  it  was  found  to 
be  difficult  to  visualize  the  remaining  kidney. 
The  retrograde  pyelograms  showed  no  sig- 
nificant change  from  the  previous  examina- 
tion but  the  intravenous  pyelograms  showed 
decreased  filling,  compatible  with  a poorly 
functioning  kidney.  Blood  count  was  normal. 
Urinalysis  showed  15-20  WBC/HPF,  1-3 
RBC/HPF  and  one  to  two  plus  albumen.  Re- 
peated urine  smears  and  cultures  were  nega- 
tive for  acid  fast  bacillae  but  two  urine  cul- 
tures grew  definite  pseudomonas  aeruginosa 
which  was  sensitive  to  Neomycin®  and  Kana- 
mycin.®  BUN  was  as  follows:  10-28-58  = 68 
mgm%,  10-31-58  = 81  mgm%,  11-3-58  = 95 
mgm%,  11-14-58  = 106  mgm%. 

On  Oct.  28th,  he  was  put  on  Kanamycin,® 
one  gram  intramuscularly  twice  daily  and 
continued  on  this  medication  until  November 
11th,  having  received  a total  of  29  grams.  On 
November  9th  he  noted  that  quite  suddenly 
his  hearing  bilaterally  became  poor.  It 
worsened  during  the  succeeding  two  days. 
Because  eustachian  tubal  obstruction  accom- 
panying an  upper  respiratory  infection 
seemed  most  likely,  he  was  treated  conser- 
vatively for  48  hours.  At  the  time  of  the 
otological  examination  on  November  11th  his 
hearing  was  definitely  depressed  bilaterally 
to  the  point  that  communication  was  very 
difficult.  He  reported  no  vertigo  or  tinnitus 
and  stated  that  his  hearing  had  always  been 
“excellent”  previously.  The  otolaryngological 
examination  was  essentially  normal  through- 
out. He  was  unable  to  hear  the  256,  512  and 
1000  cycle  tuning  forks  in  the  right  ear  but 
reported  receiving  air  conducted  sound  in  the 
512  cycle  frequency  fork  only,  on  the  left. 
Kanamycin®  was  stopped  immediately  and  he 
was  put  on  high  vitamin  B intake.  On  No- 
vember 14th  the  otological  evaluation  with 
audiograms  and  ice  water  caloric  test  showed 
marked  hearing  loss  bilaterally  (see  Figure 
#1)  but  essentially  normal  labyrinthine  func- 
tion in  both  ears.  (See  Table  #1). 

Follow-up  examination  of  December  15th 
showed  no  change  in  the  appearance  of  the 
ears.  Constant,  bilateral,  “blowing”  tinnitus 
in  both  ears  was  reported.  There  was  no 
vertigo  but  he  noted  unsteadiness  while  walk- 
ing in  the  dark.  The  audiogram  (See  Figure 
#2)  and  the  caloric  test  (See  Table  #1)  showed 


no  response  in  either  ear  although  the  patient 
reported  questionably  hearing  the  1000,  2000 
and  4000  cycle  tuning  forks  on  the  right  and 
the  1000  and  2000  cycle  forks  on  the  left,  when 
the  vibration  intensity  was  high.  High  Vi- 
tamin B intake  was  continued  but  no  other 
treatment  was  prescribed. 

Re-examination  on  April  13,  1959,  showed 
no  change  in  the  physical  findings.  High 
pitched  tinnitus  and  some  frontal  headaches 
were  reported.  There  had  been  less  unstead- 
iness for  one  month.  He  had  noted  some  pain 
sensation  in  both  ears,  especially  the  right, 
upon  exposure  to  loud  pounding  noise.  Sub- 
jectively there  was  no  hearing.  Blood  urea 
nitrogen  was  65  mgm%.  Urinalysis  showed 
little  change.  The  audiogram  showed  no 
change  as  compared  to  the  previous  examina- 
tion (See  Figure  ^2)  and  the  ice  water  caloric 
test  showed  no  response  in  either  ear  (See 
Table  #1).  Some  success  with  lip  reading  on 
the  part  of  the  patient  was  noted  by  the  pa- 
tient himself,  his  wife,  and  by  the  examiner. 
DISCUSSION: 

In  the  past  it  has  been  noted  that  certain 
of  the  antibiotics  have  harmful  effects  upon 
the  cochlear  and  vestibular  apparatus  of  the 
inner  ear.  Streptomycin,®  1)  dihydrostrepto- 
mycin and  Neomycin®  2)  have  all  been  proved 
to  be  toxic  agents.  One  of  the  newer  anti- 
biotics, Kanamycin,®  recently  developed  in 
Japan,  has  been  reported  to  have  a harmful 
effect  upon  the  inner  ear  structures.  How- 
ever, the  investigative  works  to  date  has  not 
indicated  conclusively  the  exact  ototoxicity 
of  this  drug. 

A review  of  the  investigational  and  clinical 
material  relating  to  the  toxic  effects  of  var- 
ious antibiotics  upon  the  structures  of  the 
inner  ear  along  with  an  excellent  biblio- 
graphy pertaining  to  this  subject  was  pre- 
sented by  Hawkins.  3)  It  was  noted  that 
Kanamycin®  resembles  Neomycin,®  but  to  a 
lesser  degree,  in  ototoxic  effects.  The  ves- 
tibular toxicity  of  Kanamycin®  is  less  than 
viomycin  but  there  is  as  much  cochlear  effect. 
In  the  DISCUSSION  of  this  paper.  Doctor 
George  E.  Shambaugh  commented  upon  the 
harmful  effects  of  the  ototoxic  antibiotic 
drugs.  He  reported  having  seen  cases  who 
had  been  given  dihydrostreptomycin,  often  in 
combination  with  penicillin,  and  later  (from 
three  weeks  to  six  months)  demonstrated 
hear-impairment.  Doctor  Shambaugh  noted 
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TABLE  #1. 

Ice  Water  Caloric  Tests 

Direction  of  Axis  of  Aplitude  of  Duration  of 
Date  Ear  Nystagmus  Nystagmus  Nystagmus  Nystagmus 

11- 14-58  Right  ------  -to  left  horizontal  fine  140  seconds 

Left  ------  -to  right  horizontal  fine  135  seconds 

12- 15-58  Right No  response  on  repeated  stimulation  with  ice  water. 

Left  - No  response  on  repeated  stimulation  with  ice  water. 

4-13-59  Right  ------  -No  response  on  repeated  stimulation  with  ice  water. 

Left No  response  on  repeated  stimulation  with  ice  water. 

TABLE  Number  1. 


Ice  Water  Caloric  stimulation  of  the  Otic  labrynths.  Results  were  within  normal  limits  on  11-14-58  but 
no  response  was  noted  in  either  ear  on  12-15-58  and  on  4-13-59,  indicating  severe  injury  to  these  structures. 


Figure  Number  1. 

Audiogram  performed  on  11-14-58  showing  slight 
low  frequency  response  in  the  left  ear  (indicated 
by  “X”)  and  no  response  on  the  right  (indicated  by 
“O”).  The  findings  are  those  of  severe  inner  ear 
type  hearing  loss  bilaterally. 

that  frequently  the  doctor  who  administered 
the  drugs  had  no  idea  that  he  had  produced 
hearing  loss.  It  was  his  opinion  that  these 
drugs  must  be  used  very  carefully  if  hearing 
losses  are  to  be  prevented. 

Gourevitch  and  associates  reported  upon 
the  antibacterial  activity  of  Kanamycin®  but 
did  not  note  eighth  nerve  damage.  Bunn  and 
Baltsch  mentioned  that  eighth  nerve  damage 
can  occur  but  did  not  present  any  stastical  in- 
formation. Finland  6)  reported  concerning 
Kanamycin®  in  July  1958,  “The  major  toxic 
effects  are  on  the  kidney  and  the  eighth  cran- 
ial nerve.  Hyaline  and  granular  casts  are  seen 
commonly  in  the  urine;  they  may  appear 
early,  usually  persist  throughout  treatment. 


Figure  Number  2. 


Audiogram  performed  on  12-15-58  and  again  on 
4-13-59.  There  is  no  response  to  stimulation  of 
either  ear. 

and  generally  clear  sometime  after  treatment 
is  stopped.  This  is  sometimes  accompanied 
by  the  appearance  of  increase  in  leukocytes 
and  occasionally  by  small  amounts  of  albumen 
in  the  urine,  but  rarely  by  elevation  of  blood- 
non-protein-nitrogen  or  by  oliguria.  The 
evidence  indicated  that  renal  functional  im- 
pairment, usually  mild,  occurs  in  more  than 
a quarter  of  the  patients,  involved  both 
glomerular  and  tubular  function,  and  prob- 
ably is  wholly  or  largely  reversible.  — Ves- 
tibular damage  appears  to  be  infrequent;  but 
loss  of  hearing,  beginning  in  the  high  fre- 
qency  range,  appears  to  be  quite  frequent  on 
subacute  or  chronic  administration  of  effec- 
tive doses,  especially  with  large  doses  and 
prolonged  treatment.  Tinnitus  is  an  early 
and  important  warning  sign  of  eighth  nerve 


— 373  — 


SOUTH  DAKOTA 


damage.  — There  is  some  evidence  that  the 
deafness  may  not  always  be  bilateral,  sym- 
metrical or  permanant;  it  always  reaches  its 
heighth  during  treatment.  Delayed  appear- 
ance of  deafness  after  stopping  treatment 
was  not  noted,  but  the  possibility  of  cumu- 
lative toxicity  on  retreatment  must  be  con- 
sidered.” 

In  the  summary  of  the  monograph  on  the 
basic  and  clinical  research  on  Kanamycin® 
published  by  the  Annals  of  the  New  York 
Academy  of  Sciences  in  September  1958, 
Finland  7)  quoted  the  following  authors  who 
had  observed  topic  effects  from  Kanamycin® 
1)  Bunn  and  Baltch,  there  was  “Usually  some 
loss  of  hearing,  after  50  grams  or  more.”  2) 
Kleeman  and  co-workers,  “Ten  of  20  patients 
studied  had  some  loss  of  hearing  after  total 
doses  of  from  18  to  108  grams  and  all  of  those 
with  hearing  loss  also  showed  evidence  of 
nephrotoxicity.”  3)  Wright  and  co-workers 
used  Kanamycin®  in  treatment  of  tuberculosis 
and  reported  “Untoward  reactions  included 
granular  casts  in  the  urine,  some  eighth  nerve 
toxicity,  frequent  eosinophilia  and  the  de- 
velopment of  resistance  of  the  organisms  to 
more  than  100  micrograms/ml.  of  Kanamycin® 
in  120  days  in  all  patients,  and  in  60  days  in 
one  half  of  them.”  4)  McClement  and  co- 
workers who  also  used  the  drug  in  tuber- 
culosis reported  concerning  seventeen  cases 
“Nearly  all  of  the  patients  showed  slight  or 
moderate  loss  of  hearing,  mostly  in  the  high 
frequencies,  and  one  had  vertigo  and  all 
complained  of  mild  to  moderate  pain  at  the 
sites  of  injection,  but  only  one  refused  further 
treatment  on  that  account.  McClement  and 
his  collaborators  felt  that  they  would  not  use 
Kanamycin®  for  prolonged  treatment  due  to 
ototoxicity,  but  that  new  drugs  are  still 
needed  for  previously  treated  patients.”  5) 
Donomae  reporting  the  results  of  eleven 
workers  in  as  many  Japanese  hospitals,  util- 
izing Kanamycin®  for  treatment  of  tuber- 
culosis (The  dosage  varied,  some  received  1 to 
3 grams  twice  weekly,  others  received  1 to  1.5 
grams  either  daily  or  every  other  day),  stated 
“Toxicity  was  related  to  the  size  of  the  dose 
and  included  tinnitus,  loss  of  high  frequency 
hearing,  eosinophilia  and  seldom  (6%)  skin 
rashes,  dizziness,  headache,  and  paresthesia.” 
6)  J.  W.  Raleigh,  “suggested  exploring  means 
of  reducing  ototoxicity,  possibly  by  the  use 
of  pantothenate,  although  he  has  not  been 


convinced  of  its  usefulness  in  preventing 
dihydrostreptomycin  toxicity.”  7)  Ichikawa, 
“Auditory  toxicity  was  related  to  dose.”  8) 
Finegold  and  co-workers  treated  81  patients 
with  Kanamycin.®  They  reported  “Toxic  ef- 
fects from  parenteral  therapy  were  frequent 
among  patients  who  received  either  large 
doses  or  prolonged  therapy;  most  common 
were  eighth  nerve  involvement  (usually  the 
auditory  but  sometimes  the  vestibularly  por- 
tion) and  renal  damage.  There  was  definite, 
measurable  hearing  loss  in  16;  in  6 of  these  it 
was  substantial,  including  one  in  whom  it  was 
bilateral  and  total.  — Tinnitus  was  usually  an 
early  sign  of  auditory  nerve  damage,  and  pa- 
tients with  impaired  renal  function  had  the 
greatest  hearing  loss.  Early  follow-up  studies 
suggested  that  the  deafness  encountered  with 
Kanamycin®  was  not  always  bilateral,  com- 
plete or  permanent,  and  there  was  no  pro- 
gression of  the  lesion  after  the  drug  was 
stopped.”  9)  Ruthenberg  reported  a study 
of  48  patients  with  infections  of  soft  tissues, 
post  operative  wounds,  urinary  tract  or  mis- 
cellaneous surgical  infections  in  whom  Kana- 
mycin® was  used.  “One  of  their  patients 
showed  ototoxicity  and  impairment  of  renal 
function,  and  several  showed  hyaline  and 
granular  casts  in  the  urine  during  treatment; 
renal  function  returned  to  normal  in  three 
weeks  but  deafness  persisted  for  3 months.” 
10)  Ellard  Yow  and  Monzon  reported  results 
of  treatment  of  64  patients  with  Kanamycin,® 
and  stated  “The  only  significant  toxic  effect 
observed  was  diminished  auditory  acuity  in 
some  patients,  including  one  with  almost 
total  deafness  developing  during  a second 
course  of  treatment.”  11)  W.  L.  Hewett,  “since 
toxicity  is  related  to  dose,  he  advised  caution 
and  the  need  for  justification  of  the  choice  of 
this  agent  when  doses  greater  than  1 gram 
or  15  mg/kg.  daily  are  used.  The  toxic  poten- 
tial of  this  antibiotic,  especially  its  ototox- 
icity, needs  further  and  more  complete  docu- 
mentation. Because  of  the  suggestion  that  the 
toxicity  of  dihydrostreptomycin  may  be  the 
result  of  sensitization,  he  raised  the  question 
whether  continued  or  repeated  use  of  Kana- 
mycin® might  increase  this  hazard.  To  this 
may  be  added  the  possibility  of  cumulative 
effect  from  various  drugs  having  similar 
ototoxicity  (these  mentioned  in  this  confer- 
ence were  dihydrostreptomycin,  neomycin 
and  possibly,  vancomycin),  the  results  of  each 
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insult  being  more  or  less  persistent.  Hewett 
discussed  the  possibility  of  cumulation  of  the 
drug  in  elderly  persons  with  reduced  renal 
function,  which  in  turn  may  be  influenced  by 
renal  toxicity  and  ototoxicity.” 

The  majority  of  the  reports  of  clinical  in- 
vestigations with  Kanamycin®  have  noted 
and  stressed  that  this  drug  has  a very  definite 
toxic  effect  on  the  structures  of  the  inner  ear, 
more  so  the  cochlea  than  the  labyrinth.  In 
the  case  herewith  presented  there  was  def- 
inite evidence  of  injury  to  cochlea  and  the 
labyrinth  in  both  ears,  which  progressed  over 
a one  month  period,  despite  the  fact  that  the 
medication  had  been  discontinued.  At  one 
month  after  the  medication  had  been  stopped 
there  was  no  evidence  of  cochlear  or  labyrin- 
thine function  as  measured  by  the  usual  tests. 
This  case,  along  with  one  reported  by  Fine- 
gold  and  co-workers  are  the  only  two  case 
reports  to  date  in  which  there  was  complete 
bilateral  loss  of  hearing  with  use  of  Kana- 
mycin.® The  case  presented  here  also  varied 
from  the  observation  of  Finegold  that  “there 
was  no  progression  of  the  lesion  after  the 
drug  was  stopped,”  in  that  there  was  definite 
measurable  progression  of  the  disturbance  of 
vestibular  and  labyrinthine  function  during 
the  month  after  the  drug  was  stopped.  The 
findings  here  differ  from  those  of  Rutenberg 
who  noted  that  “deafness  persisted  for  3 
months.”  In  the  present  instance  the  hearing 
impairment  persisted  for  over  six  months 
and  must  be  presumed  to  be  permanent. 

Although  Finland  noted  that  toxicity  to 
Kanamycin®  is  accompanied  “rarely  by  eleva- 
tion of  the  blood-non-protein-nitrogen,”  in 
the  present  instance  there  was  definite  in- 
creasing elevation  in  the  blood  urea  nitro- 
gen while  the  drug  was  being  administered. 
This  subsided  after  the  medication  was 
stopped.  It  would  be  difficult  to  determine 
here  whether  the  elevation  of  urea  nitrogen 
was  the  result  of  the  original  kidney  infec- 
tion, the  medication,  or  the  combination  of 
the  two. 

In  the  present  instance  an  extenuating  and 
complicating  element  was  the  fact  that  this 
patient  had  been  given  dihydrostreptomycin 
and  Streptomycin®  a short  time  before  the 
Kanamycin®  was  started.  Both  these  drugs 
have  a toxic  effect  upon  the  inner  ear.  It  is 
entirely  possible  that  the  two  drugs  produced 
a cumulative  effect  upon  the  structures  of  the 


inner  ear,  as  was  noted  by  Hewett,  causing 
the  profound  disturbance  of  function.  How- 
ever, it  must  be  noted  that  there  was  no  sub- 
jective or  gross  objective  effect  upon  the  ear 
structures  while  the  dihydrostreptomycin  and 
streptomycin  were  administered  over  a five 
and  one  half  month  period. 

In  this  case  there  was  no  prodromal  tin- 
nitus as  has  been  noted  and  emphasized  by 
other  observers.  Tinnitus  appeared  only  after 
evidence  of  cochlear  and  vestibular  injury 
were  present.  Therefore  the  presence  or  ab- 
sence of  tinnitus  cannot  be  relied  upon  as  a 
criterion  of  otological  damage. 

The  important  thing  to  be  emphasized  by 
study  of  this  case  is  that  there  is  a very 
definite  toxic  effect  of  drugs  such  as  Strep- 
tomycin, dihydrostreptomycin.  Neomycin, 
Viomycin  and  Kanamycin  upon  the  cochlear 
and  vestibular  apparatus.  Damage  of  this  sort 
is  often  permanent  and  very  distressing  to  the 
patient.  In  the  case  of  dihydrostreptomycin, 
the  effect  may  appear  some  time  after  the 
medication  has  been  given,  so  that  the  phys- 
ician who  gives  the  drug  may  not  know  of 
the  damage.  This  problem  is  better  ap- 
proached from  the  standpoint  of  prevention 
than  by  futile  attempts  at  treatment  after 
injury  has  appeared.  These  drugs  should  be 
used  judiciously,  the  dosage  controlled  care- 
fully, and  if  there  is  evidence  of  inner  ear 
involvement  as  manifested  by  tinnitus  or 
depression  of  hearing  function  the  drug 
should  be  discontinued  immediately  if  it  is 
desired  to  preserve  the  inner  ear  function. 
In  the  case  discussed  here  a dilemma  was 
presented.  A patient  who  had  had  a nephrec- 
tomy because  of  tuberculosis  developed 
pyelonephritis  in  the  solitary  remaining  kid- 
ney and  evidence  pointed  to  another  tuber- 
culous infection.  The  organism  cultured  was 
susceptible  only  to  Kanamycin®  and  Neo- 
mycin.® On  Kanamycin,®  following  treatment 
with  dihydrostreptomycin,  complete  loss  of 
hearing  fuction  occurred  and  later  complete 
loss  of  labyrinthine  function  was  observed. 
However,  the  patient  apparently  made  a re- 
covery from  the  infection.  While  on  Kana- 
mycin® renal  excretion  was  impaired  but  this 
improved  following  cessation  of  this  drug. 
Poor  renal  function  possibly  accentuated  by 
drug  damage  may  have  potentiated  the  inner 
ear  damage. 
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In  this  instance  the  sacrifice  of  hearing  and 
labrynthine  function  was  more  than  justified 
by  the  good  result.  However,  in  cases  in 
which  there  is  not  the  danger  to  life  and  if 
the  infection  is  amenable  to  another  form  of 
therapy,  elective  use  of  the  potentially  neuro- 
toxic agents  must  be  avoided. 

SUMMARY  AND  CONCLUSIONS; 

A summary  of  the  available  literature  as 
pertains  to  the  new  antibiotic  Kanamycin,® 
with  special  reference  to  its  neurotoxic  effects 
has  been  presented.  A case  report  has  been 
documented  in  which  a patient  with  a severe 
infection  in  a solitary,  remaining  kidney  was 
treated  with  Streptomycin®  and  later  with 
Kanamycin.®  While  on  Kanamycin,®  sudden, 
severe,  and  later  complete  hearing  loss  in 
both  ears  was  observed.  Labyrinthine  func- 
tion was  present  at  the  time  the  hearing  loss 
appeared  but  later  there  was  complete  loss 
of  labyrinthine  function  also.  Over  a six  month 
period  there  was  no  discernible  return  of 
function  in  the  labyrinthsor  either  cochlear. 

Neurotoxic  agents  such  as  Streptomycin, 
dihydrostreptomycin.  Neomycin  and  Kana- 
mycin should  be  used  with  caution  and  dos- 
ages held  as  low  as  possible,  if  their  use  is 
indicated,  to  minimize  possible  ototoxicity  or 
labyrinthine  damage. 
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Addendum 

Since  this  paper  was  submitted  for  publica- 
tion another  instance  of  severe  Kanamycin® 
ototoxicity  was  observed  by  one  of  us  (J.B.G.) 
A 54  year  old  diabetic  woman  who  also  had 
Addison’s  disease,  developed  septicemia  due 
to  hemolytic  staph,  aureus,  following  a hip 
fracture  and  pneumonia.  She  was  treated 
with  several  antibiotics,  including  strepto- 
mycin (to  a total  dosage  of  231/2  grams  over 
a 26  day  period)  and  later  with  three  courses 
of  kanamycin;  1)  30.5  grams  over  a 28  day 
period,  2)  38  grams  over  a 20  day  period,  and 
3)  34  grams  over  a 17  day  period.  She  demon- 
strated a moderate  degree  of  renal  impair- 
ment. Severe  hearing  loss  suddenly  appeared 
four  months  after  the  last  dose  of  strepto- 
mycin and  while  she  was  receiving  the  third 
course  of  kenamycin.  Audiograms  showed 
bilateral,  severe,  inner  ear  type  hearing  loss 
but  the  caloric  tests  showed  normal  response 
bilaterally.  The  patient  died  six  weeks  after 
the  onset  of  hearing  loss  and  no  extended 
followup  was  possible. 
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THE  TREATMENT  OF 
ACUTE  ARTERIAL  OCCLUSION 
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ETIOLOGY:  The  most  common  causes  of 
peripheral  arterial  occlusions  are  embolism 
and  thrombosis. 

A.  Embolism  — The  greatest  source  of 
arterial  emboli  is  the  heart.  These  emboli 
usually  represent  thrombi  dislodged  from  the 
left  auricular  appendage,  from  vegetative 
valvular  lesions,  or  from  endocardial  projec- 
tions of  a mural  or  septal  infarction.  Conse- 
quently, evidence  of  sudden  arterial  occlusion 
in  a patient  with  known  auricular  fibrillation, 
especially  with  rheumatic  heart  disease  or 
within  a few  weeks  of  a myocardial  infarc- 
tion, can  be  reasonably  laid  to  embolism  from 
the  heart. 

In  older  patients  and  in  those  with  known 
coronary  or  generalized  arteriosclerosis  ob- 
literans, the  sudden  occlusion  of  thrombo- 
embolic type  is  more  likely  to  have  come 
from  an  atherosclerotic  ulcer  or  aneurysm  in 
a more  proximal  vessel. 

Tumor  embolism  is  not  common  but  does 
occur  and  in  our  own  experience  we  have 
seen  this  once  in  sixty  patients  with  arterial 
embolism. 

B.  Thrombosis  — Arteriosclerosis  at  any 
stage  of  its  development  may  and  usually 

* Presented  at  the  Annual  Meeting  of  the  South 
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does  underlie  most  instances  of  sudden  ar- 
terial occlusion.  The  thrombosing  tendency  is 
likely  to  be  enhanced  by  compromise  of  the 
lumen  of  the  vessel  by  intimal  swelling  or  the 
later  stage  of  calcification  of  both  intima 
and  media. 

Other  factors  shown  to  play  a large  part 
in  the  acute  thrombosis  are  dehydration, 
polycythemia  vera,  hypotension  secondary  to 
acute  or  chronic  cardia  and  failure,  vasospasm 
precipitated  by  cold  or  trauma.  Abnormalities 
in  the  clotting  mechanism  such  as  hyperpro- 
thormbinemia  often  seen  following  stress, 
cyraglobulinemia  and  other  thrombosing 
tendencies  not  clearly  defined  as  yet  also  may 
have  a significant  effect  on  these  thrombosing 
states. 

Trauma  resulting  in  contusion  of  an  artery 
often  causes  a thrombosis  with  or  without 
actual  obliteration  of  the  lumen  during  the 
trauma.  “Crutch  compression”  or  cast  com- 
pressions are  simple  examples  of  this  etiology. 

In  each  instance  of  arterial  emoblism  there 
is  usually  some  element  of  thrombosis  and  it 
is  often  this  secondary  thrombosis  that  is 
responsible  for  limb  or  tissue  loss  rather  than 
the  simple  obturator  effect  of  an  embolus. 

SIGNS  AND  SYMPTOMS:  The  diagnosis  of 
acute  arterial  occlusion  can  be  made  with 


— 377  — 


SOUTH  DAKOTA 


reasonable  assurance  when  a patient  presents 
with  the  complaints  of  the  sudden  onset  of 
pain,  coldness  and  numbness  in  an  extremity 
which  is  pulseless,  pale  or  cyanotic  and  cool 
to  touch.  As  pointed  out  by  Haimovici,''  over 
80  per  cent  of  the  patients  will  have  exper- 
ienced a sudden  onset.  The  majority  of  pa- 
tients will  also  have  pain.  However,  numb- 
ness and  coldness  are  not  as  consistent  com- 
plaints, although  the  objective  findings  of 
coldness  and  pallor  or  cyanosis  are  consis- 
tently present  in  most  patients  with  such 
arterial  occlusions. 

About  10  per  cent  of  the  patients,  will 
have  experienced  a gradual  and  progres- 
sive onset  of  signs  and  symptoms.  Usually 
with  careful  questioning  the  patients  can  re- 
call an  incident  of  physical  stress  of  some 
kind  that  may  have  precipitated  the  embol- 
ization or  thrombosis.  Then  it  can  be  seen 
that  their  symptoms  progressed  from  this 
point  on.  However,  as  Haimovici  has  pointed 
out,  about  5 per  cent  of  patients  will  have 
had  what  would  seem  to  be  a “silent”  onset 
of  the  arterial  occlusion  without  a specific 
relating  incident  or  experience,  according  to 
the  patient. 

The  usual  signs  are  those  of  absence  of 
major  arterial  pulsations,  coldness  to  touch, 
pallor  or  cyanosis,  collapse  of  the  superficial 
veins,  tenderness  in  the  muscles,  paralysis  of 
the  muscles,  sensory  loss  and  in  the  later 
stages  rigor  of  the  muscles. 

The  level  and  extent  of  the  occlusion  may 
vary  the  signs.  A localized  brachial,  common 
iliac  or  superficial  femoral  arterial  occlusion, 
except  for  the  results  of  reflex  vasoconstric- 
tion, may  be  associated  only  with  absence  of 
peripheral  pulses,  some  coolness  of  the 
extremity  and  no  muscle  paralysis.  However, 
axillary,  subclavian,  aortic  and  common  fem- 
oral arterial  occlusions,  even  when  localized 
are  almost  always  associated  with  muscle 
paralysis  and  sensory  loss. 

In  the  case  of  internal  carotid  artery  occlu- 
sions, those  due  to  thrombosis  are  usually 
heralded  by  previous  episodes  of  so-called 
“small  strokes”  which  are  manifested  by  such 
symptoms  as  transient  muscle  parlysis  of  one 
of  the  extremities  or  by  transient  amblyopia 
or  actual  blindness.  Those  due  to  embolism, 
of  course,  usually  give  no  warning  and  the 
diagnosis  in  such  a case  is  made  on  the  basis 
of  a pre-existing  cardiac  abnormality  which 


might  give  rise  to  emboli. 

TREATMENT:  Aside  from  first  making  the 
patient  as  comfortable  as  possible  with  nar- 
cotics, the  early  use  of  heparin  is  indicated. 
This  is  especially  important  if  the  diagnosis  is 
in  doubt  or  if  there  is  to  be  a delay  before 
definitive  treatment  is  decided  upon. 

Heparin  (aqueous),  50  mgms.  given  intra- 
venously, will  usually  allow  for  a 3-4  hour 
delay  and,  if  necessary,  can  be  repeated  for 
further  delay  or  therapy. 

In  the  case  of  all  acute  arterial  occlusions, 
with  the  exception  of  brachial  and  popliteal 
arterial  occlusions,  early  surgical  exploration 
is  indicated.  Whenever  possible,  embolec- 
tomy  and/or  segmental  thromboendarterec- 
tomy  should  be  performed. 

In  most  cases  of  distal  brachial  and  pop- 
liteal lesions,  surgical  exploration  and  ar- 
teriotomy  may  and  usually  does  end  in  fail- 
ure to  obtain  a sustained  improvement  and 
may  even  make  the  situation  worse.  This  is 
probably  due  to  the  small  caliber  of  the  vessel 
even  when  normal  but  especially  in  the  ar- 
teriosclerotic individual. 

In  the  latter  instances  our  experience  has 
shown  that  anticoagulation  with  (heparin) 
and  coumarin  derivatives  is  far  more  valuable 
than  sympathetic  blocks.  In  such  cases  anti- 
coagulation is  maintained  with  heparin  given 
100  mgms.  (concentrated  aqueous)  subcutan- 
eously every  6 hours  for  48  hours  and  Cou- 
marin anticoagulation  maintained  for  the  re- 
mainder of  two  weeks. 

Protection  of  the  extremity  from  direct 
physical  trauma  by  a sheet-wadding  boot  and 
from  excessive  heat  or  cold  and  the  mainten- 
ance of  an  environmental  (room)  tempera- 
ture of  from  80  to  90°F.  is  essential.  Such  an 
ischemic  extremity  cannot  easily  cope  with 
trauma  of  any  sort  so  that  contrast  baths  are 
contraindicated. 

Because  of  both  the  subjective  and  objec- 
tive sensations  of  coldness  the  patient  and  the 
physician  are  tempted  to  apply  heat.  Aside 
from  the  fact  that  the  relatively  bloodless 
tissues  cannot  tolerate  ordinarily  harmless 
amounts  of  heat,  the  loss  of  sensation  also 
makes  this  a hazardous  treatment. 

Besides  the  maintenance  of  an  elevated  en- 
vironmental temperature,  some  advantage 
may  be  gained  in  many  cases  by  applying 
heat  as  by  warm  stoops  or  a heat  cradle  to 
the  abdomen.  This,  through  the  central  effect, 
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results  in  a vasodilatation  in  the  affected 
part. 2 

An  adjunct  to  the  above  treatment  in  in- 
stances of  brachial,  popliteal  or  more  distal 
emboli  or  thrombosis  is  the  use  of  intra- 
arterial papaverine.  Papaverine  hydrochlor- 
ide (1  cc.  or  gr.  1/2)  injected  into  the  proximal 
artery  slowly  will  often  relieve  the  asso- 
ciated arterial  spasm  and  pain.  If,  after  re- 
peating this  in  20  minutes,  there  is  no  flush 
of  the  skin  and  relief,  then  it  has  been  our 
experience  that  further  injections  are  of  no 
use.  Intravenous  papaverine  serves  as  little 
more  than  a narcotic  and  an  inadequate  one 
at  that. 

SURGICAL  CONSIDERATIONS:  Many 
limbs  will  survive  an  occlusion  of  a major 
artery  with  conservative  treatment  as  out- 
lined above,  although  not  as  many  as  with 
surgical  treatment.  Survival  of  an  extrem- 
ity is  not  the  ideal  if  that  extremity  has 
limited  function  either  in  muscular  capacity 
or  ability  to  withstand  the  trauma  of  con- 
tinued or  normal  use.  The  ideal  is  a limb 
with  normal  blood  supply  and  function  with- 
out claudication. 

The  associated  generalized  collapse  often 
associated  with  acute  arterial  occlusions  is 
dramatically  relieved  with  embolectomy  or 
thrombectomy  in  many  instances.  The  car- 
diac with  air-hunger,  tachycardia,  cold  pers- 
piration and  accumulating  edema  in  the  lungs 
may  be  dramatically  relieved  after  embolec- 
tomy. Assured  of  the  diagnosis,  operation 
is  often  imperative  to  halt  the  destructive 
effects  of  the  concomitants  of  the  occlusion. 
These  patients  often  do  not  look  like  a reason- 
able operative  risk  until  after  their  surgery. 

The  technique  of  arteriotomy  distal  to  the 
external  iliac  and  subclavian  vessels  should 
always  include  a preliminary  periarterial 
sympathectimy.  This  not  only  makes 
suturing  easier  but  also  discourages  arterio- 
spasm  after  the  arteriotomy  is  closed. 
A simple  longitudinal  incision,  preferably 
over  a bifurcation,  has  the  advantage  of  con- 
trol and  approach  to  more  than  one  distal 
lumen  which  might  contain  thrombi.  It  also 
has  the  advantage  of  opening  the  arterial  tree 
at  a point  of  maximum  cross  section  so  that 
less  compromise  of  the  lumen  is  likely  to  re- 
sult after  closure. 

In  some  cases  of  the  aortic  bifurcation  em- 
bolism with  control  of  both  iliacs,  an  embolus 


can  often  be  milked  down  into  one  of  the 
other  common  iliac  artery. 3 This  can  then  be 
opened  and  the  obturating  embolus  removed 
while  circulation  is  allowed  to  continue  nor- 
mally through  the  other  side.  This  will  ob- 
viate having  to  dissect,  occlude  or  open  the 
aorta  itself. 

In  removing  an  embolus  or  thrombus  from 
a severely  arteriosclerotic  vessel,  it  is  wise 
to  perform  an  endarterectomy  on  that  portion 
of  the  vessel  where  the  thrombus  or  clot  lay. 
This  not  only  assures  a good  lumen  but  also 
makes  closure  of  the  arteriotomy  easier.  One 
must  remember  to  irrigate  the  area  with 
dilute  aqueous  heparin  and  wash  out  all 
detritus  before  re-establishing  continuity  of 
flow.  Suture  of  all  loose  intima  to  the  ad- 
ventitia distally  is  essential  to  prevent  dissec- 
tion of  the  distal  media  which  can  lead  to 
early  thrombosis  from  secondary  compromise 
of  the  lumen. 

A continuous  running  and  returning  ar- 
terial silk  suture,  if  neatly  placed,  will  be 
blood-tight  so  that  drainage  of  such  an  area 
is  unnecessary.  On  occasion  one  encounters 
and  has  to  deal  with  an  artery  that  is  too 
friable  for  re-suture.  In  such  an  instance,  re- 
section and  replacement  by  a section  of  long 
saphenous  vein  or  arterial  prosthesis  is  in- 
dicated. 

Except  when  auricular  fibrillation  persists, 
it  has  not  been  our  policy  to  use  postopera- 
tively  anticoagulants. 

When  auricular  fibrillation  is  present,  es- 
pecially in  a rheumatic  heart,  we  believe  that 
because  of  the  real  threat  of  repeated  em- 
bolism, a left  auricular  appendectomy  and,  if 
indicated,  a mitral  commissurotomy  should 
be  performed  as  soon  as  the  patient’s  physical 
condition  allows  it. 

SUMMARY  AND  CONCLUSIONS:  The  ma- 
jority of  acute  arterial  occlusions  are  caused 
by  emboli  and  most  of  these  come  from  the 
heart.  Thrombosis  plays  an  important  role 
as  a secondary  feature  of  an  underlying  ar- 
teriosclerosis resulting  in  acute  occlusion  but 
also  in  the  propagation  of  clots  from  the  oc- 
clusion to  cause  further  closure  of  collateral 
vessels. 

It  is  felt  more  important  to  use  heparin 
acutely  to  prevent  further  thrombosis  than 
sympathetic  blocks.  The  latter  are  contrain- 
dicated when  anticoagulants  are  being  used. 

(Continued  on  Page  388) 
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THE  TREATMENT  OF  BURNS  AND 
THEIR  SEQUELAE* 

John  W.  Gatewood,  M.D. 
Omaha,  Nebraska 


In  burns  involving  less  than  ten  percent  of 
body  surface,  the  general  treatment  is  not 
important,  but  from  ten  to  fifteen  percent  on 
up  the  general  care  is  most  important  and 
takes  precedence  over  all  else.  In  fact,  all 
local  treatment  should  be  dispensed  with  in 
favor  of  general  treatment  in  the  case  of  the 
badly  burned  patient.  The  treatment  is  the 
treatment  of  shock  which  is  best  managed  by 
the  administration  of  intravenous  medication. 
It  has  been  found  through  the  years  that  the 
best  medication  for  the  treatment  of  burn 
shock  is  whole  blood  and  the  relative  hemo- 
concentration  that  is  present  in  the  early 
post  burn  period  is  not  harmful  and  even  in 
this  period  whole  blood  is  the  best  form  of 
fluid  to  be  given.  At  times  it  is  difficult  to 
obtain  whole  blood  in  the  early  post  burn 
period  and,  in  this  instance,  Dextran,  which 
is  available  in  a six  percent  solution,  may  be 
used  with  good  effect.  It  has  been  stock  piled 
by  the  Army  and  by  civil  defense  officials  and 
in  time  of  disaster  will  be  available  in  large 
amounts.  It  is  useful  in  the  prevention  and 
treatment  of  shock.  Blood  plasma  is  also  very 
useful  in  the  treatment  of  shock.  In  fact, 
* Presented  at  the  South  Dakota  Chapter  of  the 
American  Academy  of  General  Practice,  May  9, 
1959. 


plasma  most  closely  resembles  the  fluid  lost 
in  burns,  and  it  might  seem  to  be  almost  the 
ideal  substance  for  replacement  therapy. 
However,  as  mentioned  before,  whole  blood  is 
still  superior  to  plasma,  and  the  red  cells  in 
the  blood  have  been  found  to  be  of  advantage 
in  preventing  the  development  of  the  anemia 
which  always  follows  a severe  burn. 

There  are  many  formulas  used  in  calcu- 
lating the  amount  of  fluid  and  blood  needed. 
As  Brown  and  McDowell  have  said,  “Every 
effort  should  be  made  to  keep  the  pulse  and 
the  hemoglobin  down  to  one  hundred  and  the 
blood  pressure  up  to  one  hundred.”'*  If  the 
hemoglobin  level  is  rising  in  spite  of  trans- 
fusions, an  additional  unit  should  be  started 
in  another  vein  and  the  blood  pumped  in 
faster. 

The  formula  used  most  often  is  that  of 
Evans^  which  states: 

Icc  X B.  Wt.  in  kg  x % B.S.A.  Burned  = 'Vol. 
of  Colloid. 

Icc  X B.  Wt.  in  kg  X % B.S.A.  Burned  = Vol. 
of  NaCl.2 

These  two  volumes  added  together  equal 
the  replacement  for  the  first  twenty  four 
hours.  Half  of  each  of  these  volumes  equals 
the  replacement  for  the  second  twenty  four 
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hours.  Burns  above  fifty  percent  are  treated 
as  fifty  percent. 

In  1953,  Artz  and  Reiss^  introduced  their 
modification  of  Evans  formula  reducing  the 
Colloid  Volume  by  one  half  and  increasing 
the  Saline  Volume  by  this  amount. 

Artz  and  Reiss  formula: 

0.5cc  X B.  Wt.  in  kg  x % B.S.A.  Burned  = Vol. 
of  Colloid. 

1.5cc  X B.  Wt.  in  kg  x % B.S.A.  Burned  — Vol. 
of  NaCl.3 

The  “rule  of  nine”^  has  been  useful  in  cal- 
culating the  percent  of  body  surface  area 
burned.  It  states  that  the  head  and  neck 
equals  nine  percent  of  the  body  surface  area; 
and  the  upper  extremities  nine  percent  each. 
The  anterior  and  posterior  trunk  each  equals 
eighteen  percent,  as  does  each  lower  extrem- 
ity. 

Sedation  is  important,  but  large  doses  of 
sedatives  are  undesirable  because  one  must 
be  able  to  observe  the  patients  general  ap- 
pearance and  especially  his  degree  of  mental 
alertness  and  clarity.  In  very  severe  burns, 
it  has  been  found  that  oxygen  is  of  value, 
and  if  the  patient  is  becoming  difficult  to 
handle  or  not  mentally  alert,  lack  of  oxygen 
may  be  the  cause. 

LOCAL  CARE 

The  local  care  of  burns  has  changed  a great 
deal  during  my  medical  lifetime.  In  the  be- 
ginning, that  is  in  the  early  ’30’s,  tannic  acid 
spray  and  tannic  acid  with  silver  nitrate  were 
used  to  produce  a crust  over  the  burn.  It  is 
hard  to  remember  a burn  that  was  treated  in 
this  manner  that  did  not  develop  severe  in- 
fection under  the  crust.  Many  of  the  second 
degree  burns  that  were  treated  in  this  man- 
ner were  converted  to  third  degree  burns. 
Also,  there  is  no  better  way  to  produce  a ful- 
minating infection  than  to  have  a crust  which 
gradually  cracks  and  allows  bacteria  to  enter 
it.  Later  on,  it  was  found  that  tannic  acid 
had  toxic  effect  on  the  liver,  and  today  it  is 
practically  never  used.  At  the  present  time, 
there  are  two  methods  of  local  care;  the  so 
called  open  method  and  the  closed  method. 
The  open  method  is  a good  one  if  one  under- 
stands what  is  meant  by  the  open  method  and 
its  limitations.  It  is  used  in  the  early  part  of 
the  treatment  of  burns  and  is  best  suited  to 
those  burns  that  involve  one  side  of  the  body. 
It  is  not  good  for  the  treatment  of  circular 
burns  of  the  hand  or  fingers.  These  burns 


should  be  dressed.  If  one  is  to  use  this  type 
of  treatment,  it  is  important  that  these  cases 
be  isolated  and  that  the  attending  personnel 
observe  strict  precautions  of  wearing  a mask 
and  washing  hands  well  so  that  infection  will 
not  be  carried  to  the  burn. 

The  other  form  of  treatment  is  the  pressure 
dressing.  In  using  this  form  of  treatment, 
debridement  should  consist  of  removing  dead 
skin  and  opening  of  blisters,  washing  care- 
fully with  soap  and  water  if  possible  but  not 
scrubbing  with  a brush.  Then,  fine  mesh 
gauze  impregnated  with  furacin,  merthiolate, 
or  vaseline  ointment  is  applied  to  the  burn. 
After  this,  four  to  six  inches  of  mechanics 
waste  or  soft  ABD  pads  are  applied.  This  is 
then  wrapped  with  Curlex  gauze  and  ordin- 
ary bandage.  It  is  very  important  that  this 
dressing  be  a pressure  dressing  and  not  a 
compression  dressing.  If  it  is  not  put  on  care- 
fully, that  is,  if  the  pressure  is  not  even  and 
sponge  like  in  character,  one  can  do  damage 
to  the  tissue  and  even  convert  second  degree 
burns  into  third  degree  burns.  When  this 
dressing  is  applied,  it  has  been  my  exper- 
ience that  the  patient  is  very  comfortable  and 
is  easier  to  handle.  The  dressings  are  usually 
left  in  place  for  four  to  five  days  and  then 
changed.  After  this  they  are  changed  every 
day  or  every  other  day,  the  dressings  aiding 
in  debridement.  If  one  follows  the  conven- 
tional form  of  treatment,  all  third  degree 
burns  should  be  ready  for  grafting  between 
two  and  three  weeks.  That  is,  the  dead  tissue 
should  be  removed  by  this  time  and  a good 
granulating  base  present  for  the  application 
of  a skin  graft.  One  cannot  stress  too  much 
the  careful  dressing  of  these  burns,  using  cap 
and  mask  and  sterile  technique  because,  as 
we  have  pointed  out  before,  infection  or 
maceration  caused  by  leaving  a dressing  too 
long  or  by  too  much  pressure,  may  convert  a 
second  degree  burn  to  a third  degree  burn. 
Special  areas  of  the  body  should  be  prepared 
for  grafting  much  earlier,  and  this  is  par- 
ticularly true  in  the  hands.  If  at  all  possible, 
all  third  degree  burns  should  be  prepared  for 
grafting  on  the  hands  within  a period  of  seven 
to  ten  days;  this,  in  order  to  prevent  stiffen- 
ing of  the  fingers. 

Recently,  MacMillan^  has  reported  his  ex- 
periences with  the  radical  early  debridement 
of  severely  burned  patients,  that  is,  those  with 
25  percent  or  more  third  degree  burns.  In 
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order  to  prevent  infection,  he  advocates  sur- 
gical debridement  within  the  first  five  days 
before  infection  has  a chance  to  develop  be- 
neath the  crust  that  always  forms  on  a burn, 
and  then  grafting  at  that  time  or  within  the 
next  two  days.  He  states  that  the  mortality 
rate  in  this  type  of  burn  has  always  been  high 
and  he  has  been  able  to  lower  it  with  this 
form  of  treatment.  One  must  remember, 
however,  that  this  was  on  an  experimental 
basis,  and  he  had  all  material  and  aid  avail- 
able to  him.  Two  teams  would  work  on  these 
burns  at  debridement  so  that  at  no  time 
would  there  be  longer  than  a two  hour  op- 
erating period.  The  greatest  objection  one 
can  make  to  early  debridement  is  the  dif- 
ficulty that  one  has  in  telling  a third  degree 
burn  from  a deep  second  degree  burn,  that 
might  not  need  grafting.  MacMillan  used  the 
sensitivity  to  pinpoint  pressure  to  determine 
this  in  his  patients  and  it  was  his  feeling  that 
it  was  better  to  remove  some  of  the  good,  that 
is,  second  degree  burned  area,  than  to  leave 
some  of  the  third  degree  burned  area.  Others 
will  not  agree  with  him.  His  results  were 
good.  He  used  homografts,  that  is,  grafts 
taken  from  other  individuals  and  placed  on 
the  patient  to  completely  cover  the  burned 
area  along  with  autografts  taken  from  the 
patient.  This  brings  us  to  a discussion  of 
homografts  and  their  value.  Homografts  will 
usually  survive  for  a period  of  two  weeks  to 
several  months.  Homografts  have  been 
known  to  survive  permanently  in  identical 
twins.  Recently,  Varko  and  his  co-workers 
have  reported  the  survival  of  homografts  in 
patients  with  agammoglobulinemia.  In  fact, 
it  looks  like  the  destruction  of  the  homograft 
is  like  the  antibody  antigen  response  where  a 
host  develops  a sensitivity  to  the  applied 
homograft  and  throws  it  off.  In  this  connec- 
tion, second  homografts  will  usually  survive 
much  shorter  periods  of  time.  At  the  present 
time,  we  should  say  that  homografts  serve  as 
a skin  dressing  for  the  very  ill  patient  and 
will  tide  him  over  the  period  of  shock  and 
possibly  prevent  infection  and  allow  his  gen- 
eral condition  to  improve  so  that  autografts 
may  be  taken  from  other  areas  of  his  body. 
Two  cases  demonstrate  the  use  of  homo- 
grafts. One  is  a three  year  old  girl  who  had  a 
sixty  percent  body  burn  with  approximately 
30-35  percent  third  degree  burn.  On  the 
fourteenth  post  burn  days,  she  was  surgically 


debrided.  Two  days  later,  six  dermatapes 
having  six  pieces  of  4 x 8 skin  removed  from 
three  donors  were  placed  on  the  granulating 
wound.  In  addition  autografts  were  placed 
on  one  arm.  This  gave  complete  coverage  of 
the  granulating  area.  Using  the  dermatapes, 
the  area  could  be  quickly  covered  using 
sterile  adhesive  to  fix  the  tapes.  This,  of 
course,  saves  valuable  time  in  a critically 
burned  patient.  The  homografts  took  almost 
100  percent,  as  they  usually  do,  and  carried 
this  little  girl  over  a very  bad  period  of  time. 
As  her  condition  improved,  the  homografts 
were  replaced  with  autografts.  This  patient 
was  also  the  first  burn  patient  , we  used  cor- 
tisone on.  This  was  given  late  in  the  post 
burn  period  when  the  patient  failed  to  eat. 
Almost  immediately  after  giving  the  cor- 
tisone, her  appetite  improved,  and  grafts  that 
appeared  to  be  doing  poorly  looked  healthier. 
Cortisone  did  not  seem  to  interfere  with  the 
taking  of  the  grafts.  Cortisone  does  increase 
the  appetite  and  this  is  probably  the  most  im- 
portant thing  it  has  to  offer  in  the  treatment 
of  burns. 

Another  patient,  not  a burn,  but  presenting 
a similar  problem  and  serving  to  point  out  the 
value  of  homografts,  is  that  of  a thirteen  year 
old  boy  who  tried  to  hop  a truck,  missed  it 
and  had  an  avulsion  of  the  skin  of  his  left 
thigh,  leg,  buttocks,  back  and  scrotum.  He 
also  suffered  a division  of  his  urethra,  rupture 
of  his  rectum  and  dislocation  of  his  left 
femur.  The  skin  and  subcutaneous  tissue 
were  put  back  but  failed  to  survive,  because 
infected  and  had  to  be  removed.  His  con- 
dition was  very  precarious.  Donors  were  ob- 
tained, and  homografts  used  to  cover  the  en- 
tire area.  One  of  these  homografts  survived 
for  five  and  one  half  months.  This  boy  is  now 
a graduate  engineer.  His  hip  is  good;  his 
colostomy  naturally  has  been  closed.  He  has 
lived  long  enough  to  develop  a rhinophyma  of 
his  nose  which  has  been  trimmed  down. 
Without  the  homografts,  it  is  doubtful  he 
would  have  had  this  opportunity. 

I can’t  emphasize  enough  the  importance 
of  persistence  in  the  treatment  of  ordinary 
burns.  One  must  go  forward  consistently  in 
the  debridement  and  grafting  of  these  cases. 
There  is  no  easy  way  of  treating  burns.  One 
must  push  forward  until  all  third  degree 
areas  are  covered.  Every  day  lost  after  three 
weeks  in  covering  granulating  wounds  makes 
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the  ultimate  recovery  far  slower  and  less 
perfect. 

Next  we  come  to  the  treatment  of  sequelae 
which  are  mainly  contractures.  When  is  the 
best  time  to  treat  a contracture?  It  would 
seem  that  the  best  time  would  be  immed- 
iately. However,  it  is  generally  agreed,  that 
when  a contracture,  say  at  the  elbow  or  the 
knee  is  developing,  it  is  better  to  let  it  ripen 
for  a time  and  use  physical  therapy.  After 
softening  has  taken  place,  let  the  contracture 
out  and  insert  a graft.  During  the  period  of 
time  while  one  is  waiting,  physical  therapy 
should  be  carried  out  religiously.  A case  in 
point  is  that  of  a six-year-old-girl  who  had 
a burn  contracture  of  both  hands.  This  was 
secondary  to  a burn  received  at  age  two.  The 
contracture  on  the  left  hand  involved  all  fin- 
gers with  these  drawn  into  the  palm,  but  the 
joints  were  still  moveable.  On  the  right  hand 
was  a contracture  involving  the  fifth  finger 
and  palm.  The  former  was  repaired  by  re- 
moving the  scar  tissue  thus  letting  out  the 
contracture  and  filling  the  defect  with  a 
thick  split  thickness  graft.  The  right  hand 
defect  was  replaced  with  a full  thickness  skin 
graft.  As  important  as  anything  else  in  the 
treatment  of  such  a case  is  the  follow  up 
splinting  and  physical  therapy.  This  must 
usually  be  carried  on  for  a period  of  six 
months  if  a good  result  is  to  be  obtained. 

Z-plasty  procedures  are  good  in  some  cases, 
but  in  most  instances  where  one  is  tempted 
to  use  a Z-plasty  procedure  what  is  needed  is 
more  skin  to  fill  in  the  defect  after  the  con- 
tracture is  released. 

In  working  on  the  hands,  a tourniquet  is 
often  used  to  advantage.  It  is  important  that 
the  tourniquet  be  the  ordinary  blood  pres- 
sure cuff  and  be  smoothly  applied.  Disas- 
trous results  may  follow  the  use  of  narrow  or 
poorly  applied  tourniquet.  The  type  of  tour- 
niquet and  method  of  application  is  more  im- 
portant than  the  time  it  is  left  in  place. 

ELECTRICAL  BURNS 

We  now  turn  to  electrical  burns,  a most 
interesting  type  of  injury.  And  particularly 
those  involving  the  skull  because  even  with 
very  severe  injury  to  the  scalp  and  skull, 
these  patients  recover  with  surprisingly  little 
permanent  brain  damage. 

Two  cases  reported  elsewhere  are  worth- 
while summarizing:®  one  a 55-year-old-male 
who  was  in  contact  with  a current  of  12,800 
volts  for  a period  of  twenty  minutes  July  14, 


1949.  He  lost  the  scalp,  outer  table  of  the 
skull  on  the  entire  right  side  and  the  inner 
table  of  the  skull  on  the  same  side  over  an 
area  three  inches  by  two  inches.  He  further 
had  a temporary  paralysis  of  the  left  side  of 
his  body.  The  defect  was  satisfactorily  cov- 
ered with  a split  thickness  skin  graft  after  a 
very  delayed  debridement.  He  developed  bi- 
lateral cataracts,  a frequent  complication  of 
electrical  burns  of  the  skull,  which  were  suc- 
cessfully treated  surgically.  He  is  living  and 
well  twelve  years  later.  The  paralysis  of  the 
left  side  of  the  body  has  cleared,  but  per- 
manent brain  damage  remains,  manifested 
chiefly  by  lack  of  balance. 

The  second  case  is  that  of  a forty-nine-year- 
old-male  who  accidentally  made  contact  with 
a wire  carrying  46,000  volts  of  electricity.  He 
lost  a large  area  of  scalp  and  skull  in  the  left 
posterior  occipital  region  and  soft  tissues  of 
the  neck  and  left  ear.  Debridement  in  this 
case  in  contrast  to  the  other  was  started  in 
seven  days,  and  the  entire  defect  was  covered 
by  a pedicled  scalp  flap  within  six  weeks. 
This  patient  has  no  permanent  brain  damage 
so  far  as  we  can  determine.  As  yet  cataracts 
have  not  developed. 

As  a word  of  caution  to  the  profession,  the 
case  of  a young  M.D.  who  manipulated  a 
fracture  under  the  fluoroscope  is  presented 
fifteen  years  later.  The  skin  on  the  dorsal 
surface  of  all  the  fingers  has  been  replaced 
with  split  thickness  skin  grafts.  One  finger 
has  been  amputated  that  developed  squamous 
cell  carcinoma. 

In  conclusion,  it  seems  that  Artz  and  Riess 
modification  of  Evans  formula  for  the  cal- 
culation of  colloid  and  fluid  requirements  is  a 
good  one  to  use  in  the  severely  burned  patient. 
No  matter  what  method  one  uses  the  success- 
ful treatment  of  burns  represents  hard  and 
persistent  work.  Extensive  early  debride- 
ment of  large  third  degree  burns  is  still  some- 
what experimental.  Homografts  in  some  cases 
are  life  saving.  The  release  of  contractures 
are  usually  best  treated  by  letting  out  the 
contracture  and  filling  the  defect  with  split 
thickness  graft. 

In  general,  early  debridement  should  be 
carried  out  in  electrical  burns.  We  have  seen 
gas  gangrene  develop  in  one  case  within 
forty-eight  hours  and  die  in  spite  of  ampu- 
tation at  the  shoulder.  In  the  case  of  burns  of 
(Continued  on  Page  394) 
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Services  for  Dr.  Joseph  Christian  Ohl- 
macher,  Dean  Emeritus  of  the  Medical  school 
of  the  University  of  South  Dakota,  were  held 
in  Vermillion  on  Wednesday  August  5 at  a 
local  funeral  home. 

The  service  was  conducted  by  Dr.  I.  D. 
Weeks,  President  of  USD. 

Dr.  Ohlmacher,  84,  passed  away  at  his  home 
in  Vermillion  on  Friday  afternoon  July  31. 
He  had  been  in  ill  health  for  some  time. 

He  was  born  in  Sycamore,  Illinois  on  Oc- 
tober 27,  1874  and  attended  public  schools 
there.  His  college  training  was  received  at 
the  College  of  Physicians  and  Surgeons 
(affiliated  with  the  University  of  Illinois) 
where  he  was  named  student  assistant  in 
histology;  the  Cleveland  Ohio  Medical  School 
(affiliated  with  Western  Reserve  University) 
where  he  was  appointed  student  instructor  in 
bacteriology;  and  Rush  Medical  College  in 
Chicago  from  which  he  received  his  M.D.  de- 
gree in  1901. 

He  was  offered  a teaching  fellowship  and 
later  in  the  same  year  became  instructor  in 
pathology  at  Northwestern  University  Med- 
ical School.  In  1902  he  became  pathologist 
and  clinical  director  of  the  Independence, 
Iowa,  State  Hospital  and  in  1910  he  was  ap- 
pointed pathologist  and  assistant  superin- 
tendent of  the  Clarinda,  Iowa,  State  Hospital. 
His  published  research  studies  won  attention 
throughout  the  world. 

Dr.  Ohlmacher  came  to  the  University  of 


South  Dakota  in  1918  as  professor  of  bac- 
teriology and  pathology  and  director  of  the 
State  Health  Laboratory.  He  served  as  Dean 
of  the  Medical  School  from  1933  to  1946.  For 
two  years  after  retirement  from  the  Univer- 
sity staff  in  1952  he  served  as  pathologist  at 
St.  Lukes  Hospital  in  Aberdeen. 

In  1954  he  was  presented  the  Distinguished 
Service  Award  of  the  South  Dakota  State 
Medical  Society  of  which  he  was  a past  presi- 
dent. At  the  dedication  of  the  Andrew  E.  Lee 
Memorial  Medical  Building,  a project  Dr. 
Ohlmacher  initiated  while  dean,  he  was  pre- 
sented with  a scroll  and  citation  by  the  Med- 
ical School. 

While  dean  he  also  initiated  the  plan  of  as- 
signing first  year  medical  students  to  phys- 
icians of  the  state  to  gain  knowledge  -of  var- 
ious phases  of  general  practice. 

He  was  a member  of  regional,  state,  and 
national  medical  societies  and  served  as  an 
officer  of  various  professional  organizations. 
He  was  a member  of  the  Congregational 
Church,  the  Masons,  Pi  Chi  medical  frater- 
nity, and  Sigma  Xi,  scientific  society. 

Dr.  Ohlmacher  married  Florence  E.  Jayne 
at  Independence,  Iowa  on  Oct.  24,  1910.  He  is 
survived  by  his  widow;  two  daughters,  Mrs. 
G.  C.  Groves  (Jayne),  Aberdeen,  and  Mrs. 
J.  S.  McCoy  (Gertrude),  Memphis,  Tenn.; 
three  sons,  Joseph  E.  and  William  A.,  both  of 
Sandusky,  Ohio,  and  Albert  E.  of  Rapid 
City;  17  grandchildren  and  seven  great-grand- 
children. 
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The  Forand  Bill  might  lead  to  Compulsory  Health  Insurance. 

The  cost  of  medical  care  in  this  country  is  certainly  much  less  under  our  present  system 
than  it  would  be  under  government  medicine  and  so  it  is  of  interest  to  know  what  is  spent  for 
medical  care  now  and  what  is  spent  for  a few  other  services. 

The  office  of  business  economics  of  the  U.  S.  Department  of  Commerce  gives  the  following 
figures  for  1957: 

About  15  Billion  dollars  was  spent  for  medical  care.  This  includes  Physicians  Services, 
Hospital  services,  Drugs,  Dental  service,  and  all  other  medical  care. 

During  this  same  period  15  Billion  was  also  spent  for  alcoholic  beverages  and  tobacco  and 
16  Billion  was  spent  for  recreation. 

If  the  cost  of  beverages,  tobacco,  and  recreation  can  be  born  by  the  individual,  certainly  he 
can  bear  the  cost  of  his  own  medical  care. 

Sincerely, 

R.  A.  Buchanan,  M.D. 

President 
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SENATOR  MUNDT 
SUPPORTS  MEDICAL  POSITION 


(Ed.  Note:  Senator  Karl  Mundt,  S.  D.,  on  July  17  gave 
his  support  to  HR  10,  the  Keogh-Simpson  Bill  vshich  has 
been  pushed  by  doctors  and  other  self-employed  all  over 
the  nation.  Senator  Mundts  remarks,  printed  herewith, 
are  worthy  of  recognition.) 

* * * 

TAX  LEGISLATION 

Mr.  MUNDT.  Mr.  President,  I am  pleased 
to  note  that  the  Senate  Finance  Committee 
has  resumed  the  public  hearing  of  testimony 
in  connection  with  H.R.  10,  the  Keogh-Simp- 
son  bill,  which  makes  certain  adjustments  in 
the  Federal  tax  laws  as  they  relate  to  con- 
tributions by  self-employed  individuals  into 
voluntary  retirement  programs. 

Modification  of  our  tax  statutes  is  long 
overdue,  and  enactment  of  this  proposed 
legislation  is  necessary  if  Congress  is  to  abide 
by  one  of  the  basic  tenents  of  taxation  in  a 
free  society,  which  demands  that  tax  laws 
apply  with  equity  and  uniformity  to  all  tax- 
payers. Currently  the  Federal  tax  statutes 
applying  to  retirement  program  contributions 
operate  in  a manner  which  is  clearly  discrim- 
inatory. 

Currently  the  Internal  Revenue  Code  of 
1954,  as  amended,  excludes  from  taxable  in- 
come the  contributions  made  by  both  private 
and  public  non-Federal  employers  into  em- 
ployee retirement  programs  for  the  benefit 
of  the  employee.  Approximately  23  million 
employees  are  covered  by  such  programs  and 
thus  receive  the  benefit  of  this  tax  relief. 


However,  the  self-employed  individual,  the 
farmer,  the  small  businessman,  the  barber, 
the  lawyer,  the  doctor,  the  dentist,  and  many 
other  professionals,  who  have  no  access  to  a 
company  or  public  retirement  program,  are 
now  being  denied  any  deferment  from  tax- 
ation for  funds  they  contribute  into  their  in- 
dividual retirement  programs. 

H.R.  10  is  designed  to  eliminate  this  in- 
equity of  treatment.  It  would  amend  our  tax 
statutes  so  as  to  provide  uniform  application 
in  this  important  matter  of  preparing  for  old 
age  and  retirement.  The  self-employed  in- 
dividual is  not  asking  for  any  special  treat- 
ment — he  is  merely  requesting  that  Congress 
accord  him  the  same  tax  treatment  being 
accorded  his  fellow  taxpayer  who  is  an  em- 
ployee. The  self-employed  individual  is  not 
asking  to  have  someone  else  contribute  to 
his  retirement;  he  is  perfectly  willing  to  un- 
dertake this  financial  responsibility  himself. 
He  asks  only  that  his  contributions  receive 
non-discriminatory  and  equitable  treatment 
under  the  provisions  of  the  Internal  Revenue 
Code,  so  that  he  is  not  doubly  penalized  be- 
cause he  is  self-employed.  This  seems  to  me 
to  bean  eminently  reasonable  request,  and  I 
earnestly  hope  that  H.R.  10  will  be  reported 
in  the  very  near  future  and  enacted  by  the 
Senate  prior  to  the  adjournment  of  this  ses- 
sion. 
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Poliomyelitis  - — Recent  Trend  and  Develop- 
ments 

According  to  Public  Health  Reports,  v.  74, 
536,  June  1959  the  National  Poliomyelitis  Sur- 
veillance Program  was  established  in  1955  at 
the  Communicable  Disease  Center  of  the 
Public  Health  Service.  It  is  based  on  partici- 
pation by  local  and  state  health  departments; 
the  national  office  of  Vital  Statistics;  the  Na- 
tional Foundation  of  Infantile  Paralysis  and 
others.  It  purposes  the  issuing  of  polio- 
myelitis data  including  a yearly  report.  The 
1957  report  is  published  in  this  June  issue, 
p.  535.  This  reveals  that  the  National  polio- 
myelitis incidence  for  1957  reached  the  lowest 
level  since  1942.  In  1956  there  were  15,140 
cases  and  in  1957,  only  5,485  cases.  The  1957 
report  includes  age,  race,  sex,  date  of  onset, 
paralytic  and  vaccination  status  of  reported 
cases. 

In  1958  the  cases  increased  with  severe  out- 
breaks in  Detroit,  Virginia,  West  Virginia  and 
New  Jersey.  For  1959  the  Public  Health  Ser- 
vice reported  452  cases  from  Jan.  1 thru 
June  19  against  231  in  the  first  23  weeks  of 
1958. 

Scope  Weekly,  July  29,  1959  reported  about 
65%  of  all  cases  for  1959  were  paralytic 
against  51%  for  the  same  period  in  1958  and 
42%  in  1957;  a total  of  179  paralytic  cases 
from  early  May  to  July  11th,  1959.  The 
trouble  spots  to  date  are  Des  Moines,  Iowa, 
Kansas  City,  Oklahoma  City,  Little  Rock 
Arkansas  and  Texas. 


In  1957  more  than  half  of  the  population 
had  received  one  dose  of  vaccine.  In  1959 
there  were  still  97,600,000  persons  not  having 
had  a single  inoculation.  However,  until 
studies  have  been  made  over  a period  of 
years,  it  cannot  be  concluded  that  the  use  of 
vaccine  is  alone  responsible  for  the  total  in- 
cidence of  the  disease. 

According  to  the  National  Foundation  Post 
for  1959  among  the  unvaccinated  are  millions 
in  two  of  the  most  susceptible  age  groups; 
namely  pre-school  children  under  5 and 
young  adults  aged  20-39.  Studies  and  surveys 
reveal  one  important  fact;  the  majority  of 
the  unvaccinated  come  from  low  income 
areas. 

The  AMA  News  for  July  13,  1959  carries 
an  urgent  appeal  by  the  U .S.  Surgeon  Gen- 
eral, Leroy  E.  Burney  for  communities  to 
speed  polio  vaccination  campaigns. 

In  the  proceedings  of  the  85th  annual  meet- 
ing of  the  Florida  Medical  Association  (Jour- 
nal of  the  Florida  Medical  Association, 
July  1955,  p.  65)  the  Poliomyelitis  Medical 
Advisory  Committe  reports  “Several  County 
Medical  Societies  carried  out  intensive  im- 
munization drives  with  gratifying  results 
which  confirms  the  belief  of  this  committee 
that  such  programs  should  originate  and  be 
implemented  at  the  local  level  with  the 
guidance  and  assistance  of  the  state  com- 
mittee. It  has  been  demonstrated  that  the 
largest  group  of  non  or  partially  immunized 
people  for  polio  or  other  diseases  lies  in  the 
indigent  and  extremely  apathetic  groups  and 
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it  is  these  groups  which  are  relatively  resist- 
ant to  obtaining  immunization  voluntarily 
through  educational  methods.  The  time  has 
come  when  some  means  of  mass  immuniza- 
tion under  the  auspices  of  organized  medicine 
should  be  utilized  to  protect  these  specific 
groups.” 

The  National  Foundation  Supported  by  the 
March  of  Dimes,  in  order  to  aid  the  vaccina- 
tion program  in  vulnerable  areas  has  estab- 
lished a Revolving  Loan  Fund  of  $500,000.00 
for  health  departments  in  “soft  spot”  areas 
to  purchase  Salk  vaccine  in  order  to  initiate 
low  cost  clinics.  The  loans  are  to  be  repaid  by 
fees  charged  for  vaccination  and  the  clinic 
management  will  rest  with  the  health  of- 
ficers. 

Fourth  Salk  Inocculation.  According  to 
AMA  News  for  July  13,  1959,  the  Advisory 
Committee  of  the  U.  S.  Public  Health  Service 
recommends  a fourth  innoculation  of  Salk 
polio  vaccine  as  a routine  for  infants  and 
adults  under  40  years  of  age.  “The  booster 
dose  is  advocated  for  persons  under  40  years 
of  age  who  have  completed  the  basic  dose 
schedule  at  least  one  year  before  and  es- 
pecially if  several  years  have  elapsed  since 
completion  of  the  basic  series  . . .”  This  ap- 
plies also  to  those  traveling  in  areas  where 
incidence  of  disease  is  high  and  to  children 
entering  school  in  such  areas  and  to  pregnant 
women  prior  to  the  polio  season  “for  the 
vaccine  not  only  provides  added  protection 
against  polio  for  the  mother  but  provides  a 
passive  immunity  for  the  unborn  child.” 

Live  Virus  Vaccine.  According  to  Scope 
Weekly,  July  22,  1955,  p.  5,  the  National  Foun- 
dation Advisory  Committee  has  recom- 
mended that  a group  of  American  scientists 
be  formed  specifically  to  evaluate  develop- 
ments in  the  live  virus  vaccine  and  to  notify 
the  American  public  when  the  vaccine  can  be 
approved  for  general  use.  The  committee  said 
that  while  the  oral  live  attenuated  virus  de- 
veloped by  Dr.  Albert  Sabin  and  tested  on 
millions  of  persons  abroad  appears  to  be  safe 
for  the  individuals  who  received  it,  its  ca- 
pacity to  prevent  paralytic  polio  while  as- 
sumed, is,  at  present  unknown.  Problems  of 
controlling  the  production  of  successive 
batches  of  live  polio  viruses  for  vaccination 
purposes,  so  that  uniform  safety  and  efficacy 
will  be  assured  are  still  to  be  resolved.  This 
committee  is  headed  by  Dr.  Thomas  B.  Tur- 


ner, dean  of  the  School  of  Medicine  of  Johns 
Hopkins  University. 

Among  the  recent  studies  of  live  attenuated 
polioviruses  is  one  found  in  Pediatrics  v.  23, 
June  1959.  p.  1041  entitled  “Clinical  Trials  in 
Infants  Orally  Administered  Poliomyelitis 
Viruses”  by  Stanley  Alan  Plotkin  et  al.  The 
subjects  for  the  clinical  trial  group  were  46 
infants  born  to  the  immates  of  the  New  Jer- 
sey reformatory  for  women  who  were  given 
living  attenuated  polio  viruses  orally  admin- 
istered with  the  permission  of  their  mothers. 
The  youngest  child  was  less  than  24  hours 
old.  Five  strains  of  attenuated  viruses  were 
used:  CHAT  (type  1),  Wister  (type  1)  Jackson 
(type  2)  P.712  (type  2)  and  Fox  (type  3). 

The  conclusion  reached  was  that  “vaccina- 
tion against  poliomyelitis  with  orally  admin- 
istered, living,  attenuated  viruses  is  entirely 
feasible  in  infants  over  2 months  of  age,  if  3 
week  intervals  are  allowed  between  feedings 
of  the  3 types  of  viruses.  It  is  also  possible  to 
vaccinate  successfully  infants  under  2 months 
of  age  even  on  the  first  day  of  life.” 

Mrs.  Esther  Howard 

Medical  Librarian 


THE  TREATMENT  OF  ACUTE  ARTERIAL 
OCCLUSION— 

(Continued  from  Page  379) 

Early  surgical  exploration  of  acute  ar- 
terial occlusions  is  indicated  when  arteries 
proximal  to  the  popliteal  and  brachial  are  in- 
volved. Distal  to  these  the  conservative 
measures  of  intra-arterial  papaverine,  sys- 
temic anticoagulants,  protection  of  the  ex- 
tremity from  heat,  cold  and  other  trauma 
yield  the  best  results  in  most  instances. 
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Associate  Wanted: 

Town  north  central  South  Dakota.  Modem 
35  bed  hospital  completely  equipped  and 
staffed  by  an  order  of  Sisters.  Offices  in 
hospital.  Experienced  general  practictioner 
desired  able  to  do  major  surgeiy  and  to 
work  with  solo  practitioner.  Age  of  no 
consequence.  Reply  to  AI  care  of  the  Journal. 
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BLUE  SHIELD 

CORPORATE  BODY  ANNUAL  MEETING 
MINUTES  — JUNE  20,  1959 


BOARD  OF  DIRECTORS 

Minutes  of  a regular  meeting  of  the  Board  of 
Directors  of  SOUTH  DAKOTA  MEDICAL  SERV- 
ICE, INC.,  held  on  June  20,  1959,  in  the  Sheraton- 
Johnson  Hotel,  Rapid  City,  South  Dakota,  notice 
of  time  and  place  of  such  meeting  having  been 
duly  given. 

The  meeting  was  called  to  order  at  2:00  o’clock 
p.m.  on  said  date  by  Dr.  C.  J.  McDonald,  President. 
Present  were  Dr.  C.  J.  McDonald,  Dr.  A.  A.  Lam- 
port, Dr.  Paul  Hohm,  Dr.  E.  A.  Johnson,  S.  E. 
Barnes  and  John  C.  Foster,  Secretary.  A quorum 
being  present,  the  President  declared  the  meeting 
ready  to  transact  business. 

The  Board  discussed  the  matter  of  enlarging  the 
Board  from  nine  to  twelve  members.  After  due 
discussion,  the  following  resolution  was  duly 
adopted: 

RESOLVED,  that  the  Board  recommend  to  the 
annual  meeting  of  members  that  the  Board  be 
enlarged  to  twelve  members,  that  of  the  ad- 
ditional three  two  should  be  physicians  and  one 
a lay  member,  and  that  they  should  be  elected 
to  terms  of  one,  two,  and  three  years  respec- 
tively, notwithstanding  the  provisions  of  Article 
5 of  the  By-Laws. 

The  President  then  appointed  Dr.  Lamport,  Dr. 
Johnson,  and  Dr.  Hohm  to  serve  as  a nominating 
committee  for  directors  to  be  elected  at  the  annual 
meeting,  with  Dr.  Lampert  as  chairman,  and  direc- 
ted the  committee  to  report  at  the  meeting. 

Mr.  Foster  reported  that  the  books  of  the  cor- 
poration had  recently  been  examined  by  the  office 
of  the  South  Dakota  Commissioner  of  Insurance 
and  that  the  report  thereon  had  contained  no  sig- 
nificant findings  and  only  minor  suggestions  as  to 
form.  He  noted  that  the  examiner  suggested  more 
formal  minutes  of  membership  and  Board  meetings 
and  reported  that  he  had  requested  Mr.  Barnes  to 
revise  prior  minutes  into  form  acceptable  to  the 
Commissioner. 

The  corporation’s  agreement  with  Associated 
Hospital  Service,  Inc.  (Blue  Cross)  was  then  dis- 
cussed. It  was  noted  that  the  corporation  is  now 
the  only  organization  able  to  provide  medical  and 
surgical  coverage  together  with  Blue  Cross  plan 
and  that  there  was  no  further  reason  to  continue 
that  portion  of  the  agreement  permitting  any  other 
company’s  plan  to  be  sold. 

On  motion  duly  made  and  carried,  the  Board 
recommended  to  the  membership  that  the  agree- 
ment between  this  corporation  and  Associated 
Hospitals,  Inc.,  be  altered  so  as  to  substitute  the 
plan  of  insurance  offered  by  this  corporation  for 
that  of  any  other  organization. 

The  directors  then  discussed  the  matter  of  cov- 
erage for  those  over  age  60. 

There  being  no  further  business  to  come  before 
the  meeting,  the  same  was,  on  motion  duly  made 
and  adopted,  adjourned  at  3:00  o’clock  p.m. 

John  C.  Foster,  Secretary 
Secretary 

APPROVED: 

C.  J.  McDonald,  M.D.,  President 

President 


AGENDA 

South  Dakota  Medical  Service 
Annual  Corporate  Meeting 
Call  to  order — President,  C.  J.  McDonald,  M.D. 


Roll  Call — Secretary 
Financial  Report — Calendar  Year  1958 
Report  on  Medicare — Calendar  Year  1958 
Election  of  Board  Members — Terms  ending  for 
Drs.  McDonald  and  Monk,  and  Mr.  Sullivan 
Barnes 

Report  of  the  nominating  committee 
Old  Business — Agreement  with  Blue  Cross 
Coverage  for  the  aged 

New  Business — New  medical  coverage  resolutions 
Motions  from  the  floor 
Adjournment 


MEMBERSHIP 

MINUTES  of  the  regular  meeting  of  the  mem- 
bership of  SOUTH  DAKOTA  MEDICAL  SERV- 
ICE, INC.,  held  on  June  20,  1959,  in  the  Sheraton- 
Johnson  Hotel,  Rapid  City,  South  Dakota,  pursuant 
to  notice  of  such  meeting  duly  given. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  C.  J.  McDonald.  The  Secretary  called 
the  roll  and  the  following  members  were  present: 
Drs.  A.  A.  Lampert,  R.  A.  Buchanan,  C.  Rodney 
Stoltz,  A.  P.  Reding,  M.  M.  Morrissey,  P.  V.  Mc- 
Carthy, J.  J.  Stransky,  M.  C.  Tank,  L.  C.  Askwig, 
Paul  Hohm,  P.  P.  Brogdon,  C.  J.  McDonald,  T.  H. 
Sattler,  J.  D.  Bailey,  R.  H.  Hayes,  H.  E.  Lowe, 
E.  A.  Johnson,  B.  F.  King,  C.  L.  Vogele,  G.  R. 
Bartron,  M.  C.  Rousseau,  J.  A.  Anderson,  D.  L. 
Scheller,  C.  L.  Swanson,  S.  W.  Fox,  Ted  Hohm, 
H.  L.  Saylor,  L.  W.  Tobin,  R.  R.  Giebink,  G.  M. 
Jameson,  A.  K.  Myrabo,  Kendall  Burns,  W.  R. 
Anderson,  H.  W.  Farrell,  R.  F.  Hubner,  S.  F. 
Sherrill,  W.  E.  Jones,  T.  E.  Mead,  E.  T.  Ruud, 
W.  Geib,  J.  B.  Slingsby,  J.  J.  Feehan,  E.  P.  Sweet, 
and  H.  H.  Brauer. 

The  President  declared  a quorum  present  and 
the  meeting  ready  to  transact  business. 

The  Secretary  presented  the  financial  report  of 
the  corporation  for  the  calendar  year  1958  and  the 
Medicare  financial  report  for  the  same  period,  and 
on  motion  duly  made  and  carried,  the  same  ac- 
cepted and  approved. 

Upon  request  of  the  President,  S.  E.  Barnes 
reported  on  the  report  of  examination  by  the  office 
of  the  South  Dakota  Commissioner  of  Insurance 
and  his  requirement  that  minutes  of  the  member- 
ship and  Board  meetings  be  formally  maintained. 
Mr.  Barnes  then  read  at  length  revised  minutes  of 
all  membership  and  Board  meetings  held  prior 
to  the  instant  meeting,  and  on  motion  duly  made 
and  adopted,  the  same  were  approved  as  read. 

Discussion  was  then  had  on  the  matter  of  the 
corporations  agreement  with  Associated  Hospitals, 
Inc.  (Blue  Cross).  The  Secretary  read  the  recom- 
mendations of  the  Board  that  the  agreement  be 
altered,  and  upon  motion  duly  made  and  adopted, 
the  following  resolutions  adopted: 

“RESOLVED,  That  the  Board  of  Directors  and 
officers  of  this  corporation  be,  and  they  hereby 
are,  authorized  and  directed  to  seek  amendment 
of  existing  agreement  between  this  corporation 
and  Associated  Hospitals,  Inc.,  whereby  the  plan 
of  insurance  offered  by  this  corporation  be  the 
only  plan  sold  by  Associated  Hospitals,  Inc.  in 
conjunction  with  its  hospital  plan.” 

Mr.  Foster  then  reported  at  length  on  the  matter 
of  coverage  for  those  over  the  age  of  60.  Upon 
motion  duly  made  and  adopted,  it  was  directed 
that  the  studies  conducted  in  this  matter  should 
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contemplate  the  age  of  65  as  the  minimum  age  for 
such  coverage. 

The  President  stated  that  the  membership  should 
consider  election  of  directors.  He  noted  that  the 
terms  of  three  members,  Dr.  McDonald,  Dr.  Monk, 
and  Mr.  Barnes,  had  expired  and  that  Dr.  Monk 
had  left  the  state.  He  also  read  to  the  membership 
the  recommendation  of  the  Board  that  the  Board 
be  enlarged  from  nine  to  twelve  members,  that 
two  of  the  new  members  be  physicians  and  one 
a layman,  and  that,  not  withstanding  provisions 
of  Article  5 of  the  By-Laws,  and  three  new  mem- 
bers be  elected  initially  to  term  of  one,  two,  and 
three  years  respectively.  The  President  noted  that 
Article  5 of  the  By-Laws  empowers  the  member- 
ship to  set  the  number  of  directors  at  any  number 
between  five  and  twenty-five,  and  requires  that 
all  directors  be  elected  for  terms  of  three  years, 
except  that  staggered  terms  were  permitted  for  the 
first  members  of  the  Board. 

Upon  motion  duly  made  and  carried,  the  num- 
ber of  Directors  was  fixed  at  twelve,  with  the  three 
additional  members  to  be  elected  initially  to  stag- 
gered terms,  notwithstanding  the  provisions  of 
Article  5 of  the  By-Laws,  the  membership  having 
power  under  Article  18  to  alter  or  amend  By-Laws 
by  majority  vote  at  any  regular  meeting  of  the 
membership. 

Dr.  Lampert,  as  chairman  of  the  nominating 
committee,  gave  the  report  of  his  committee 
recommending  that  Dr.  C.  J.  McDonald,  Dr.  H. 
Russell  Brown,  and  S.  E.  Barnes  be  elected  di- 
rectors for  three  year  terms  to  fill  regular  vacan- 
cies, and  that,  to  fill  newly  created  vancancies. 
Dr.  B.  F.  King  be  elected  for  a term  of  one  year. 


Dr.  J.  P.  Steele  for  a term  of  two  years,  and  that 
the  Board  of  Directors  consider  Mr.  Harry  Deaver- 
eaux  of  Rapid  City,  Mr.  Orville  Bonnacker  of 
Sioux  Falls,  and  Mr.  Jerry  Hill  of  Aberdeen  for  the 
new  laymember  vacancy  and  select  one  of  them 
to  serve  for  a term  of  three  years. 

Upon  motion  duly  made  and  unanimously 
adopted,  the  report  of  the  Nominating  Committee 
was  adopted. 

Upon  motion  by  Dr.  R.  F.  Hubner,  on  behalf  of 
the  Yankton  District  Medical  Society,  and  seconded 
by  Dr.  Rousseau,  the  following  resolution  was 
adopted: 

RESOLVED,  that  the  medical  portion  of  con- 
tracts now  being  offered  by  South  Dakota  Med- 
ical Service  be  changed  to  provide  coverage  of 
70%  of  “ordinary  and  reasonable  charges”  for 
in-hospital  medical  care,  but  setting  a minimum 
of  $3.00  per  day.  Further,  such  revision  shall  be 
made  upon  agreement  of  the  South  Dakota  So- 
ciety of  Internal  Medicine  to  participate  on  the 
above  basis  and  to  provide  two  members  of  a 
three  or  five  member  advisory  committee,  which 
would  determine  “ordinary  and  reasonable 
charges”  when  administrators  of  the  Blue  Shield 
program  might  be  in  doubt. 

BE  IT  FURTHER  RESOLVED,  that  this  revision 
be  established  on  a trial  basis  of  one  year. 
There  being  no  further  business  to  come  before 
the  meeting,  the  same  was  duly  adjourned. 

John  C.  Foster,  Secretary 
Secretary 

APPROVED: 

C.  J.  McDonald,  M.D.,  President 

President 


SOUTH  DAKOTA  MEDICAL  SERVICE.  INC. 
COMPARATIVE  BALANCE  SHEET 
December  31,  1957  and  December  31,  1958 


Assets 

December 

Increase 

Cash  on  Hand  and  in  Bank 

1957 

1958 

Decrease 

Reserve  Fund 

$29,138.96 

$55,047.15 

$25,908.19 

Account  receivable,  U.  S.  Government 

-0- 

8,105.09 

8,105.09 

Account  receivable,  employee 

1,192.86 

-0- 

(l,i92.86) 

Note  Receivable 

20,86 

-0- 

( 20.86) 

Stock-Rushmore  Credit  Corp. 

-0- 

4,000.00 

4,000.00 

-0- 

1,000.00 

1,000.00 

Total  Assets 

$30,352.68 

$68,152.24 

$37,799.56 

Liabilities  & Reserves 

Liabilities: 

Notes  payable-Doctors 

$14,355.27 

$12,800.00 

$(1,555,27 

Account  payable 

537.60 

35.80 

( 501.80) 

Withholding  tax  payable 

97.40 

161.60 

64.20 

Social  Security  tax  payable 

17.28 

50.13 

32.85 

Accrued  premium  tax  payable 

-0- 

768,83 

768.83 

Total  Liabilities 

$15,007.55 

$13,816.36 

$(1,191.19) 

Deferred  Income 

Unearned  subscriber  dues 

$ 3,528.06 

$ 9,477.58 

$ 5,949.52 

Reserves: 

Estimated  claims  unreported 

$21,778.33 

$20,000.00 

$(1,778.33) 

Suprplus 

$(9,961.26) 

$24,858.30 

$34,819.56 

Total  Liabilities  & Reserves 

$30,352.68 

$68,152.24 

$37,799.56 

— 390  — 


SEPTEMBER  1959 


South  Dakota  Medical  Service 
Comparative  Statements  of  Income  & Expense 
December  31,  1957  & December  31,  1958 


Receipts: 

December 

1957 

1958 

Increase 

Decrease 

Earned  subscription  income 

$52,065.31 

$153,767.16 

$101,701.85 

Interest  earned 

-0- 

107.71 

107.71 

Medical  and  Surgical  Expense: 

$52,065.31 

$153,874.87 

$101,809.56 

Participating  physicians 

$ 9,158.25 

$ 47,144.83 

$ 37,986.58 

Non-Participating 

8,112.40 

35,504.52 

27.392.12 

$17,270.65 

$ 82,649.35 

$ 65,378.70 

Operating  Expense: 

Salaries 

$ 5,230.52 

$ 12,770.53 

$ 7,540.01 

Travel  and  Travel  Items 

1,306.00 

3,038.87 

1,732.87 

Rent 

200.00 

244.78 

44.78 

Board  Meeting  Expense 

73.33 

153.58 

80.25 

Boards,  Bureaus,  Association 

50.00 

158.33 

108.33 

Legal  Expense 

259.00 

195.00 

(64.00) 

Printing  & Stationery 

2,282.98 

3,573.21 

1,290.23 

Book  & Periodicals 

40.26 

10.28 

(29.98) 

Postage 

918.48 

478.85 

(439.63) 

Telephone  & Telegraph 

368.47 

453.27 

84.80 

Advertising 

1,816.01 

1,435.29 

(380.72) 

Insurance-except  Real  Estate 

260.83 

271.54 

10.71 

Employee  Relations 

183.79 

286.43 

102.64 

Auditing  & Actuarial  Expense 

248.15 

380.11 

131.96 

Outside  Service  Agencies 

5,683.96 

16,922.04 

11,238.08 

Miscellaneous  Expense 

61.85 

13.60 

(48.25) 

Social  Security  Tax  Expense 

103.36 

286.38 

183.02 

Other  Taxes 

8.49 

-0- 

( 8.49) 

Interest  on  Notes 

521.74 

429.99 

(91.75) 

Taxes,  Licenses,  Fees 

4.00 

1,050.04 

1,046.04 

Furniture  & Fixtures 

281.84 

3,105.22 

2,823.38 

Depreciation  Expense 

134.02 

-0- 

(134.02) 

$20,037.08 

$ 45,257.34 

$ 25,220.26 

Less  Medicare  Reimbursement 

4,181.06 

5,036.29 

855.23 

Net  Operating  Expense 

$15,856.02 

$ 40,221.05 

$ 24,365.03 

Total  Expenses 

$33,126.67 

$122,870.40 

$ 89,743.73 

Net  Operating  Income 

$18,938.64 

$ 31,004.47 

$ 12,065.83 

Olher  Charges  or  Credits: 

Estimated  reserve-unreported  claims 

($21,778.33) 

($20,000.00) 

$ 1,778.33 

Net  gain  or  Loss  to  Surplus 

($  2,839.69) 

$ 11,004.47 

$ 13,844.16 

MEDICARE 
FINANCIAL  REPORT 


Claim  Cost 

Administrative 

Cost 

Total 

% Adminis- 
trative Cost 

June  58 

$ 18,581.89 

$ 329.26 

$ 18,911.15 

1.77% 

July  58 

17,508.53 

424.07 

17,932.60 

2.42 

Aug.  58 

12,141.42 

309.33 

12,450.75 

2.55 

Sept.  58 

13,533.29 

473.78 

14,007.07 

3.50 

Oct.  58 

16,339.20 

398.72 

16,737.92 

2.44 

Nov.  58 

13,534.76 

318.04 

13,852.80 

2.35 

Dec.  58 

16,318.73 

331.00 

16,649.73 

2.03 

Jan.  59 

9,863.11 

301.05 

10,164.16 

3.05 

Feb.  59 

11,878.59 

308.17 

12,186.76 

2.59 

Mar.  59 

11,127.85 

302.02 

11,429.87 

2.71 

Apr.  59 

8,380.73 

276.96 

8,657.69 

3.30 

Total 

$149,208.10 

$3,772.40 

$152,980.50 

28.71 

Average 

13,564.37 

342.95 

13,907.32 

2.61 
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COVERAGE  FOR  THE  AGED 

In  January  of  1959,  South  Dakota  Blue  Shield, 
along  with  Blue  Cross  established  an  “over  age 
60”  contract  at  no  increase  in  present  premiums. 
The  contract  is  the  Standard  Plan  1,  held  by  all 
other  subscribers,  except  that  it  is  limited  to  30 
days  per  confinement. 

This  is  Blue  Shields  attempt  to  do  its  part  in 
accordance  with  the  recommendations  of  the 
American  Medical  Association.  So  far,  the  new 
coverage  has  been  well  accepted. 

This  program  was  adopted  on  the  recommenda- 
tion of  Blue  Cross  in  Sioux  City,  however  we  feel 
that  the  age  minimum  should  be  set  at  65  instead 
of  60,  and  recommend  that  this  change  be  made. 

PROPOSED  ADDITIONAL  BENEFIT 

Rider  to  Subscribers  Certificate 
Plan  1 — Revised  1958) 

The  following  additional  benefit  having  been 
duly  approved  by  the  Board  of  Directors  of  South 
Dakota  Medical  Service,  Inc.,  and  by  the  Commis- 
sioner of  Insurance  of  the  State  of  South  Dakota, 
the  within  Subscriber’s  Certificate  (Plan  1 — Re- 
vised 1958),  is  hereby  amended  as  indicated: 

That  portion  of  “SCHEDULE  OF  BENEFITS” 
related  to  “Medical  Service  in  a Hospital”  is 
amended  to  read  as  follows: 

MEDICAL  SERVICE  IN  A HOSPITAL  — Pay- 
ment of  $5.00  on  the  first  day,  $4.00  on  the 
second  day,  $3.00  on  the  third  day  and  each 
day  thereafter  for  a total  period  of  70  days 
per  hospital  confinement.  If  patient  is  dis- 
charged and  readmitted  to  the  hospital  within 
a 90  lay  period  for  same  or  related  condition, 
it  is  considered  a single  confinement.  In  cases 
of  unusual  severity.  Medical  Service  will  pay 
up  to  a maxiumum  of  $12.00  per  day  for  any 
two  days  of  confinement,  upon  special  report 
of  the  Doctor,  where  Medical  Service,  in  its 
sole  discretion,  deems  increased  payments 
warranted. 

(Maximum  benefit  for  70  days  care  $213.00 — 
$231.00) 

This  rider  shall  not  be  effective  unless  attached 
to  the  Subscriber’s  Certificate. 

Dated  at  Sioux  Falls,  South  Dakota,  this  

day  of , 1959. 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

AGREEMENT  WITH  BLUE  CROSS 

AGREEMENT  this  26  day  of  September,  1956,  by 
and  between  Associated  Hospitals  Service,  Inc., 
1622  Pierce  Street,  Sioux  City  4,  Iowa,  an  Iowa 
nonprofit  corporation  providing  payment  for  hos- 
pitalization for  its  subscribers  and  eligible  de- 
pendents, hereinafter  referred  to  as  HOSPITAL 
PLAN,  and  SOUTH  DAKOTA  MEDICAL  SERV- 
ICE, INC.,  300  First  National  Bank  Building,  Sioux 
Falls,  South  Dakota,  a South  Dakota  nonprofit 
corporation  providing  payment  for  medical  and 
surgical  services  rendered  to  its  subscribers  and 
eligible  dependents,  hereinafter  referred  to  as 
MEDICAL  PLAN, 

WITNESSETH: 

Whereas,  Hospital  Plan  is  organized  for  and  is 
now  engaged  as  a nonprofit  corporation  in  pro- 
viding payment  for  hospitalization  of  its  sub- 
scribers and  eligible  dependents,  and  Medical  Plan 
has  been  organized  as  a nonprofit  corporation  for 
the  purpose  of  providing  payment  for  medical  and 
surgical  services  rendered  to  its  subscribers  and 
eligible  dependents  and 

Whereas,  the  parties  hereto  are  agreed  that  it  is 
to  their  mutual  advantage  to  have  the  solicitation 
of  subscribers  and  details  of  certain  administrative 
procedures  of  Medical  Plan,  to  the  extent  herein- 
after provided  and  limited,  performed  by  Hospital 
Plan,  so  as  to  attain  uniformity  of  procedure,  to 
the  end  that  hospitalization  and  medical  and  sur- 
gical services  may  be  reasonably  available  to  their 


respective  subscribers  at  minimum  operating  costs 
and  that  unwarranted  and  excessive  demands  for 
either  such  services  may  be  avoided: 

Now  Therefore,  in  consideration  of  the  mutual 
covenants  and  obligations  herein  contained,  the 
parties  hereto  do  hereby  agree  as  follows: 

SECTION  1. 

HOSPITAL  PLAN  agrees  as  follows: 

1.  To  inform  and  educate  person,  corporations, 
firms,  agencies  and  institutions,  with  respect  to 
Medical  Plan,  giving  assistance  in  the  preparation 
of  literature  for  distribution  among  employers,  em- 
ployees, and  others  who  may  be  interested,  and 
of  articles  for  newspapers,  magazines,  and  other 
publicity. 

2.  To  perform  all  solicitation  and  other  services 
connected  with  acquistion  of  subscribers,  to  Med- 
ical Plan,  including  the  presentation  of  the  plan  to 
employers  and  employed  groups  as  well  as  pro- 
fessional groups  and  all  other  eligible  groups  and 
individuals. 

3.  To  use  its  best  efforts  to  acquire  the  greatest 
number  of  subscribers  for  Medical  Plan  with  the 
State  of  South  Dakota,  as  follows: 

(a)  Except  as  specifically  provided  in  (b)  be- 
low, Hospital  Plan  will  advertise,  promote  and 
solicit  subscribers  for  Medical  Plan  exclusively, 
and  will  not  advertise,  promote,  or  solicit  sub- 
scribers for  any  other  plan  or  policy  of  insurance 
for  payment  of  medical  and  surgical  expense,  and 
will  not  permit  its  agents,  employees,  or  asignees 
to  advertise,  promote  or  solicit  for  any  such  plan 
other  than  Medical  Plan. 

(b)  Whenever  a representative  of  Hospital 
Plan  shall  solicit  a group  consisting  of  25  mem- 
bers or  more,  and,  after  using  his  best  efforts  to 
conclude  the  subscription,  it  shall  appear  to  said 
representative  that  the  program  for  Hospital  Plan 
in  combination  with  Medical  Plan  is  prohibitive 
and  non-competitive  as  to  that  particular  group. 
Hospital  Plan  may  then  offer  to  that  group  a med- 
ical expense  plan  other  than  Medical  Plan  but  only 
after  the  following  course  of  action  is  specifically 
followed: 

(1)  Without  any  mention  of  any  other  plan 
or  company,  and  without  any  mention  that 
any  other  plan  or  company  might  be  offered 
in  the  future,  said  representative  shall  report 
to  Hospital  Plan  that  the  premium  appears  to 
be  prohibitive. 

(2)  Hospital  Plan  will  contact  Medical  Plan, 
and  a representative  of  each  organization  shall 
confer  together  with  the  prospective  group  in 
an  effort  to  conclude  subscription  of  the  Hos- 
pital Plan-Medical  Plan  combination.  During 
such  conference,  no  mention  shall  be  made  of 
any  other  plan  or  company,  nor  shall  there 
be  any  mention  of  any  possibility  that  another 
plan  or  company  shall  be  offered  in  the  future. 

(3)  After  such  conference  provided  in  (2) 
above,  if  it  shall  appear  that  the  premium  for 
Hospital-Medical  Plan  combination  is  still 
prohibitive  as  to  that  group.  Hospital  Plan  may 
then  offer  a plan  or  company  other  than  Med- 
ical Plan. 

(c)  Nothing  contained  herein  shall  constitute 
a warranty  or  guaranty  by  Hospital  Plan  to  suc- 
cessfully enroll  subscribers,  or  shall  prohibit  Hos- 
pital Plan  from  acquiring  subscribers  within  South 
Dakota  for  its  own  plan  for  payment  of  hospital 
expenses  as  distinguished  from  medical  and  sur- 
gical expenses. 

4.  To  issue  and  deliver  all  subscription  contracts 
and  identification  cards  to  parties  thereto  entitled. 

5.  To  maintain  records  and  files  pertaining  to 
every  person  entitled  to  medical  service,  and  to 
submit  such  records  to  Medical  Plan  as  needed  for 
the  administration  of  that  plan. 

6.  Hospital  Plan  shall  render  regular  bills  on  all 
outstanding  subscription  contracts  of  Medical  Plan 
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and  use  its  best  efforts  to  collect  all  premiums 
receivable  for  Medical  Plan  and  will  account 
monthly  to  Medical  Plan  for  all  sums  collected  by 
it  for  the  account  of  Medical  Plan.  Hospital  Plan 
shall  not  be  required  to  take  any  legal  action  to 
collect  the  accounts  of  Medical  Plan,  but  will  from 
time  to  time  report  any  failure  on  its  part  to  col- 
lect any  of  such  accounts.  Hospital  Plan  shall  have 
the  right  to  send  one  or  more  bills  to  any  employer 
or  remitting  agent,  covering  amounts  due  both 
corporations,  and  in  the  event  that  any  such  em- 
ployer or  remitting  agent  shall  pay  less  that  the 
full  amount  of  such  bill  in  any  instance,  the 
amount  collected  shall  be  credited  to  the  parties 
hereto  in  accordance  with  the  allocation  indicated 
by  the  employer  or  remitting  agent,  and  in  the 
absence  of  such  allocation,  the  amount  collected 
shall  be  credited  to  the  parties  hereto  pro  rata. 

7.  To  provide  the  administrative  facilities  and 
personnel  necessary  for  the  performance  and  super- 
vision of  the  services  herein  set  out. 

8.  To  remit  in  full  to  Medical  Plan  each  Monday 
all  amounts  received  by  Hospital  Plan  for  account 
of  Medical  Plan. 

9.  To  reimburse  Medical  Plan  for  reasonable 
expenses  incurred  by  it  in  presenting  Medical  Plan 
to  a prospective  group. 

SECTION  II. 

Medical  Plan  agrees  as  follows: 

1.  To  provide  at  its  own  expense  such  printed 
materials  and  forms  as  relate  solely  to  Medical 
Plan’s  service. 

2.  To  pay  one-half  of  the  cost  of  printed  ma- 
terials and  forms  provided  by  Hospital  Plan  that 
relate  to  both  Hospital  Plan’s  services  and  Med- 
ical Plan’s  services,  subject  to  approval  by  both 
plans  in  advance. 

3.  To  pay  Hospital  Plan  once  a month  for  ex- 
penses incurred  by  Hospital  Plan  in  performing 
the  services  agreed  to  be  performed  herein  a sum 
equal  to  eleven  per  cent  (11%)  of  the  total  pre- 
miums for  Medical  Plan  collected  during  the  pre- 
vious calendar  month. 

4.  To  consult  with  Hospital  Plan,  and  Hospital 
Plan  and  Medical  Plan  to  determine  mutually  the 
amounts  to  be  spent  for  advertising  in  the  State 
of  South  Dakota,  and  to  pay  Hospital  Plan  fifty 
per  cent  (50%)  of  all  amounts  so  expended. 

5.  To  pay  salaries  and  expenses  to  any  agents  or 
employees  of  Medical  Plan  incurred  in  furthering 
the  objectives  of  this  contract. 

6.  Consistent  with  the  terms  of  this  Agreement, 
to  promote  and  endorse  Hospital  Plan  exclusively 
and  will  not  promote  or  endorse  any  other  plan  or 
policy  of  insurance  for  payment  of  hospital  ex- 
pense. 

SECTION  III. 

BOTH  PARTIES  hereto  agree  as  follows: 

1.  Nothing  herein  contained  shall  in  anyway 
affect  the  separate  identity  of  the  parties  hereto, 
nor  of  their  respective  functions  as  contemplated 
by  their  respective  charters,  nor  shall  either  party 
under  any  circumstances  be  liable  or  responsible 
for  the  debts  or  obligations  of  the  other,  nor  shall 
either  party  be  liable  for  any  contracts  made  or 
issued  by  the  other,  or  for  the  standard  of  service 
rendered,  or  for  the  performance  by  the  other.  No 
representation  or  commitments  whatever  shall  be 
made  by  either  party  for  the  other,  except  herein 
expressly  provided.  Either  party  may  at  any  time 
exhibit  this  contract  to  indicate  the  relationship 
between  them  as  occasion  may  require.  Copy  of  all 
agreements  between  the  parties  hereto  shall  before 
the  same  become  effective,  be  filed  and  approved 
by  the  Department  of  Insurance  of  the  State  of 
South  Dakota. 

2.  This  agreement  covers  only  such  subscription 
contracts  as  may  be  issued  by  Medical  Plan  for 
payment  of  Medical  and  surgical  services.  No 
other  forms  of  contracts  will  be  issued  by  Medical 


Plan  until  by  written  amendment  hereto  this 
Agreement  is  also  made  applicable  to  such  other 
contracts. 

3.  Hospital  Plan  will  use  efforts  in  the  acquisi- 
tion of  subscribers  for  Medical  Plan  similar  in 
kind  and  degree  to  and  consistent  with  its  own  ac- 
quisition practice,  subject  to  consultation  with 
and  to  the  approval  of  Medical  Plan,  with  respect 
to  general  program  and  detail,  including  forms  of 
contracts,  literature  and  other  publicity. 

4.  Whenever  it  should  occur  that  a group  should 
subscribe  to  Medical  Plan  without  combination 
with  Hospital  Plan,  as  a result  of  negotiation  or 
solicitation  by  the  National  Blue  Shield  Commis- 
sion, without  any  solicitation  services  performed 
by  Hospital  Plan,  Hospital  Plan  shall  perform 
with  respect  to  such  subscription  all  services  here- 
inbefore agreed  to  be  preformed  except  solicitation 
services  and  shall  be  compensated  for  such  services 
as  are  performed  not  at  the  rate  set  forth  under 
Section  H,  Paragraph  3,  but  at  a rate  to  be  mu- 
tually determined  by  the  parties  whenever  such 
subscription  is  taken. 

5.  Separate  contracts  shall  be  issued  by  the  re- 
spective plans.  Subscription  payments  under  both 
contracts  shall  be  made  to  Hospital  Plan  by  the 
remitting  agent  of  any  group  enrolled,  or  in- 
dividual enrolled,  pursuant  to  statements  rendered 
by  Hospital  Plan.  Receipt  thereof  shall  be  recorded 
by  Hospital  Plan,  crediting  to  each  plan  the  amount 
paid  thereof. 

6.  The  form  and  content  of  all  contracts  issued 
by  Medical  Plan  and  intended  to  be  distributed  by 
Hospital  Plan  hereunder,  and  all  applications  used 
in  connection  therewith,  shall  be  issued  only  after 
approval  by  both  parties. 

7.  The  form  and  content  of  all  printed  material 
used  jointly  by  Medical  plan  and  Hospital  Plan 
for  the  promotion  of  sales,  implementation  of  en- 
rollments, and  maintenance  of  existing  business, 
shall  be  determined  by  Hospital  Plan,  subject  to 
the  approval  of  Medical  Plan  prior  to  use  of  such 
material. 

8.  Any  dispute  arising  in  connection  with  this 
Agreement  shall  be  resolved  and  determined  from 
time  to  time  in  the  following  manner:  Medical 
Plan  shall  designate  two  persons  to  act  on  its  be- 
half and  Hospital  Plan  shall  designate  two  persons 
to  act  on  its  behalf  as  members  of  a Joint  Opera- 
tions Committee.  The  four  members  thus  desig- 
nated shall  choose  a fifth  member.  The  Committee 
so  constituted  shall  consist  at  all  times  of  five 
members.  The  Committee  so  constituted  shall  con- 
sist at  all  times  of  five  members.  Each  of  the  par- 
ties hereto  may  designate  substitutes  for  any  of 
the  members  acting  in  its  behalf  to  attend  any  par- 
ticular meeting.  Any  action  taken  by  the  Com- 
mittee shall  be  evidenced  by  majority  vote  of  the 
members  or  substitutes.  Meeting  of  the  Committee 
shall  be  called  upon  request  of  any  member  of  the 
Committee.  Nothing  herein  is  intended  to  restrict 
either  party  from  enforcing  its  rights  hereunder 
through  legal  proceedings. 

9.  Determination  as  to  eligibility,  payments  or 
benefits  under  Medical  Plan  shall  be  made  solely 
by  Medical  Plan. 

10.  Hospital  Plan  and  Medical  Plan  will  do  all 
things  necessary  to  obtain  sufficient  licenses  for 
Hospital  Plan  representatives  to  carry  out  this 
Agreement. 

11.  This  Agreement  may  be  terminated  as  fol- 
lows: 

(a)  By  mutual  consent  of  the  parties  at  any 
time. 

(b)  Either  party  hereto  may  terminate  this 
Agreement  by  giving  at  least  one  hundred  eighty 
days  (180)  written  notice  addressed  to  the  other 
party  at  its  address  hereinbefore  given  by  regis- 
tered mail  with  postage  prepaid. 
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(c)  If  either  party  shall  fail  to  keep  any  of  the 
agreements  herein  by  it  to  be  kept,  or  to  make  any 
payments  herein  provided  for,  the  other  party  may, 
by  giving  the  party  in  default  written  notice  in  the 
same  manner  as  provided  for  in  (b)  above,  cancel 
and  terminate  this  Agreement  as  and  from  the 
expiration  of  thirty  days  (30)  from  the  receipt  of 
said  notice.  After  each  six  (6)  months’  all  matters 
hereunder  may  be  reviewed  lay  the  parties  hereto 
with  the  view  of  making  any  adjustments  indicated 
by  experience. 

12.  The  operation  of  this  Agreement  is  limited 
to  the  State  of  South  Dakota,  and  nothing  con- 
tained herein  shall  be  construed  as  authorizing  the 
advertisement,  promotion,  or  enrollment  of  sub- 
scribers to  Medical  Plan  outside  the  State  of  South 
Dakota. 

13.  This  agreement  shall  be  governed  and  con- 
strued according  to  the  laws  of  the  State  of  South 
Dakota. 

14.  This  Agreement  shall  not  be  assigned  by 
either  party  without  the  written  consent  of  the 
other  party. 

15.  This  Agreement  shall  extend  to  and  bind  the 
Successors  and  assigns  of  the  respective  parties. 

16.  This  Agreement  shall  become  effective  upon 
its  execution  by  the  parties,  or  as  soon  as  reason- 
ably possible  thereafter. 

IN  WITNESS  WHEREOF,  the  parties  hereunto 
signed  this  agreement  in  duplicate  the  day  and 
year  first  above  written. 

Attest:  Associated  Hospital  Service,  Inc. 

Secretary  Chairman  of  the  Board 

Attest:  South  Dakota  Medical  Service,  Inc. 

Secretary  President 


THE  TREATMENT  OF  BURNS  AND  THEIR 
SEQUELAE— 

(Continued  from  Page  383) 
the  scalp  and  skull,  the  cooking  process  seems 
to  be  so  thorough  that  all  barriers  to  infec- 
tion are  well  sealed  and  one  can  proceed  with 
any  desired  treatment.  And  finally,  remem- 
ber when  using  the  fluoroscope,  protect  your 
hands. 

REFERENCES 

1.  Brown,  J.  B.,  McDowell,  Frank.  Skin  Grafting, 
p.  11;  J.  B.  Lippincott,  Co. 

2.  Evans,  E.  I.,  Purnell,  O.  J.,  Robinett,  P.  W., 
Batcheler,  A,  and  Martin,  M.  Fluid  and  Electro- 
lyte Requirements  in  Severe  Burns.  Ann.  Surg. 
135:  804,  1952. 

3.  Reiss,  E.,  Stirman,  Jr.,  Artz,  C.  P.,  David,  J.  H., 
Amopolher,  W.  H.  Fluid  and  Electrolyte  Balance 
in  Burns.  J.A.M.A.  152:  1309,  1953. 

4.  Breed,  Ernest  S.  Some  Experiences  With  Shock 
in  Burns.  The  Surg.  Clinics  N.A.  Vol.  39  No.  2, 
393,  1959. 

5.  MacMillan,  Bruce  G.  Early  Excision  of  More 
Than  Twenty-five  Percent  of  Body  Surface  in 
the  Extensively  Burned  Patient.  A.M.A.  Ar- 
chives of  Surgery.  77:  369,  1958. 

6.  Gatewood,  J.  W.,  McCarthy,  H.  H.  The  Treat- 
ment of  Electric  Burns  of  the  Skull.  Am.  Jr.  of 
Surg.  93:  525,  1957. 


1 


SOUTH  DAKOTA  SOCIETY  OF  INTERNAL  MEDICINE 
1959  PROGRAM  MEETING 

DATE:  October  2 and  3,  1959 
PLACE:  Vermillion,  South  Dakota 


PROGRAM: 

STEROID  THERAPY:  Rheumatic 
fever  and  rheumatoid  arthritis 
LEUKEMIA:  Etiology  and  treat- 
ment 

DIURETIC  AGENTS 
ANTICOAGULANT  THERAPY 
PARKINSONISM 
EPILEPSY 

GASTROINTESTINAL 

HEMORRHAGE 


SPEAKERS; 

N.  O.  Rothmich,  M.D.,  FACP,  Ohio 
State  University 

S.  J.  Wilson,  M.D.,  FACP,  University 
of  Kansas 

R.  W.  Gifford,  M.D.,  Mayo  Clinic 

S.  J.  Dutch,  M.D.,  University  of 

Nebraska 


SOCIAL  EXTRAS: 

Annual  Banquet 

Football  game:  SUSD  vs.  University  of  North  Dakota 

AN  OUTSTANDING  PROGRAM  PLAN  TO  ATTEND  NOW 
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1959-1960 

POSTGRADUATE  COURSES 

ALL  COURSES  APPROVED  FOR  CATEGORY  I CREDIT  — A.A.G.P. 


SEPTEMBER  28,  29  and  30 
ADVANCED 

ELECTROCARDIOGRAPHY 

IN  COOPERATION  WITH 

THE  NEBRASKA  HEART  ASSOCIATION 

FEBRUARY  25,  26 

RENAL  DISEASES 

OCTOBER  23 

STROKE  AND  THE 

GENERAL  PRACTITIONER 

MARCH  24 

PSYCHIATRY  and  NEUROLOGY 

NOVEMBER  19 

PSYCHIATRY  and  NEUROLOGY 

MARCH  31 
OBSTETRICS 

AT  LINCOLN  GENERAL  HOSPITAL 

LINCOLN,  NEBRASKA 

JANUARY  21,  22 

OBSTETRICS  and  GYNECOLOGY 

IN  COOPERATION  WITH 

DIVISION  OF  MATERNAL  AND 

CHILD  HEALTH 

NEBRASKA  STATE  HEALTH  DEPARTMENT 

APRIL  4,  5 
PEDIATRICS 

IN  COOPERATION  WITH 

DIVISION  OF  MATERNAL  AND 

CHILD  HEALTH 

NEBRASKA  STATE  HEALTH  DEPARTMENT 

FEBRUARY  24 

DIABETES 

IN  COOPERATION  WITH 

THE  NEBRASKA  DIABETES  ASSOCIATION 

MAY  4 

FIFTH  ANNUAL 
TRAUMA  DAY 

COURSE  PROGRAMS  WILL  BE  MAILED  ONE  MONTH  IN 
ADVANCE  OF  COURSE  DATE 
FOR  MORE  INFORMATION  WRITE: 


OFFICE  OF  POSTGRADUATE  AFFAIRS 
UNIVERSITY  OF  NEBRASKA  COLLEGE  OF  MEDICINE 
42ND  and  DEWEY,  OMAHA  5,  NEBRASKA 


September,  1959  Advertisers 


Abbott  Laboratories 

Ames  Company 

Astra  Pharmaceuticals 

Harry  Atkinson 

Ayerst  Laboratories 

Bayer  Company 

Burroughs-Welcome 

Brown  Drug 

Ciba  Pharmaceuticals 

Druggists  Mutual  Insurance  Co. 

Endo  Laboratories 

Geigy  Company 

Kreiser’s,  Inc. 

Lederle  Laboratories 
Eli  Lilly 

P.  Lorillard  Company 


Merck,  Sharp  & Dohme 
Midwest-Beach  Printing  Co. 

Parke,  Davis 
Charles  Pfizer 

Physicians  Casualty  Association 
Physicians  & Hospitals  Supply 
Purdue  Frederick  Company 
A.  H.  Robins 
J.  B.  Roe-rig 
Sandoz  Pharmaceuticals 
Sobering  Corporation 
G.  D.  Searle 
Smith  Dorsey 

Smith,  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons 
U.  S.  Brewers  Foundation 
Wallace  Laboratories 
Winthrop  Laboratories 
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Pop's  Proverbs 

Hell  is  paved  with  good 
intentions,  but  paradise  is 
paved  with  good  actions. 


FALL  REFRESHER 
AT  MINNEAPOLIS 

A two-day  refresher  course 
sponsored  by  the  Minnesota 
Academy  of  General  Practice 
will  be  held  at  the  Radison 
Hotel  in  Minneapolis  Sep- 
tember 22-23. 

Featured  speakers  will  be 
Drs.  Edith  Potter  and  Ralph 
Rees  of  Chicago,  Herman 
Kleinman,  Kathleen  Jordan, 
Raymond  Bieter,  Tagee 
Chrisholm  and  Malcolm  Mc- 
Cannell  of  Minneapolis;  Wil- 
liam Masters;  St.  Louis  and 
Leonard  Lrshrin,  Cleveland. 


MID-ATLANTIC 

MEETING 

The  Mid-Atlantic  Meeting 
of  the  International  College 
of  Surgeons  will  be  held  at 
the  Homestead  Hotel,  Hot 
Springs,  Virginia  on  Novem- 
ber 16,  17  and  18th.  The  pro- 
fession is  cordially  invited  to 
attend. 


This  is  your 

MEDICAL  ASSOCIATION 


OB-GYN  BOARD 
EXAMINATION  IN  JAN. 

The  next  scheduled  exam- 
ination (Part  1),  written,  and 
review  of  case  histories  for 
all  candidates  will  be  held  in 
various  cities  of  the  United 
States,  Canada,  and  military 
centers  outside  the  Continen- 
tal United  States,  on  Friday, 
January  15,  1960.  Candidates 
must  submit  case  reports  to 
the  office  of  the  Secretary 
within  thirty  days  of  being 
notified  of  their  eligibility  to 
Part  1. 

Robert  L.  Faulkner,  M.D. 

Executive  Secretary  and 
Treasurer 

2105  Adelbert  Road 

Cleveland  6,  Ohio 


SOUTH  DAKOTA 
NURSES  ASSOCIATION 
CONVENTION 

It  is  not  often  that  one 
hears  of  a nurse  who  is  a 
lawyer,  but  those  attending 
the  South  Dakota  Nurses 
Association  convention,  Oc- 
tober 13  and  14,  1959,  at 


Pierre,  South  Dakota,  will 
have  the  opportunity  of  hear- 
ing such  a person. 

Helen  Creighton,  R.N.,  J.D., 
associate  professor  in  med- 
ical-surgical nursing  at 
Southwestern  Louisiana  In- 
stitute, Lafayette,  Louisiana, 
will  be  guest  speaker  and 
consultant  on  “Legal  Aspects 
of  Nursing”  during  the  con- 
vention. 

Another  topic,  “The  Nurse 
as  a Citizen,”  will  be  dis- 
cussed by  Julie  Thompson, 
Assistant  Executive  Secre- 
tary, American  Nurses  Asso- 
ciation, New  York. 

All  nurses  are  urged  to  at- 
tend this  convention,  regard- 
less if  they  work  in  the  doc- 
tor’s office,  public  health 
nursing,  education,  or  hos- 
pital. The  registration  fee  for 
S.D.N.A.  members  will  be 
$2.00,  for  non-members,  $3.00. 


SPECIAL  PROGRAM  AT 
U.S.D.  MEDICAL  SCHOOL 

The  medical  school  at  the 
State  University  of  South 
Dakota  has  recently  been 
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selected  as  one  of  fifteen 
medical  schools  to  participate 
in  a special  program  desig- 
nated as  Medical  Education 
for  National  Defense.  The 
purpose  of  this  program  is 
to  orient  phases  of  the  med- 
ical educational  curriculum 
to  problems  of  military  med- 
icine but  also  a consideration 
of  the  medical  aspects  of 
mass  disasters  and  the  health 
aspects  of  civilian  defense 
such  as  might  be  encountered 
in  atomic  warfare.  A special 
sum  of  $3,500  has  been 
granted  the  medical  school  to 
implement  this  program  and 
the  money  will  be  used  for 
the  purpose  of  proving  train- 
ing aids,  special  lectureships, 
special  literature  in  teaching 
pertinent  to  the  subject.  It 
is  envisioned  that  the  pro- 
gram can  be  well  coordinated 
with  civilian  defense  activ- 
ities in  the  state  as  well  as 
the  activities  of  the  State 
Medical  Association  as  ap- 
plied to  disaster  medicine. 


NEWS  NOTE 

Dr.  Lloyd  H.  Mattice  has 

begun  practice  in  Sioux 
Falls.  Dr.  Mattice  specializes 
in  eye,  ear,  nose  and  throat. 
He  was  formerly  located  at 
Sheldon,  Iowa. 

* 

Dr.  Pieier  Kryger,  Groton, 
has  purchased  the  Eshe 
Clinic  building,  his  wife  Dr. 
Anna  Kryger,  who  has  been 
located  in  Lake  Preston  will 
join  him  in  practice  in  Gro- 
ton. 

* * * 

Dr.  Romans  Auskaps  of 
Lake  Norden  and  Water- 
town  has  joined  the  staff  of 
the  Bartron  Clinic.  He  will 
continue  office  hours  in  Lake 
Norden  afternoons. 


Dr.  C.  A.  Johnson  of  Lem- 
mon, South  Dakota,  has  had 
his  paper  on  “The  Pre- 
Marital  Lecture”  published 
in  the  Current  Medical  Di- 
gest. Dr.  William  J.  Wiscott, 
managing  editor  of  the  Di- 
gest said:  “Your  Pre-Marital 
Lecture  in  its  original  state 
is  a fine  contribution  to  a 
subject  of  general  interest, 
presented  in  a way  that  will 
be  most  helpful.  I believe 
that  every  doctor  in  the 
United  States  will  be  glad  to 
read  the  condensed  version.” 
This  article  appeared  in  the 
March  issue  of  the  South 
Dakota  Journal  of  Medicine 
and  Pharmacy. 

* * * 

Dr.  M.  R.  Gelber,  Aber- 
deen, has  closed  his  practice 
and  will  join  the  staff  of  the 
Veteran’s  Administration 
Hospital  at  Lincoln,  Nebr. 
He  had  practiced  in  Aber- 
deen for  26  years  prior  to 
making  his  decision  to  join 
the  VA. 

Hs  ^ 

Dr.  Leonard  Akland,  for 

the  past  five  years  in  prac- 
tice in  Canton,  S.  D.,  has  ac- 
cepted an  appointment  as  a 
medical  missionary  for  the 
Lutheran  Church.  He  will 
attend  language  school  in 
France  before  accepting  the 

assignment  in  Madagascar. 

* * 

Judge  Philo  Hall  of  Aber- 
deen put  a stop  to  three 
“reflexologists”  who  have 
been  practicing  a healing  art 
in  that  area.  Accused  by  the 
Board  of  Examiners  in  the 
Basic  Sciences  of  the  illegal 
practice,  one  of  the  trio  ad- 
mitted knowing  they  were 
violating  the  law.  Attorney 
John  Zimmer  handled  the 
prosecution  for  the  Board 
and  the  State. 


Dr.  Lyman  Low  left  Len- 
nox August  15th  to  take  a 
residency  in  Radiology  at 
Denver,  Colo,  in  September. 


THIRD  DISTRICT 
GOLFS  AND  MEETS 

The  Brookings-Madison 
District  Medical  Society  met 
at  the  Brookings  Country 
Club  on  August  13th  for  a 
golf  get-together  and  regular 
meeting.  35  doctors  and 
wives  attended  the  meeting. 
A film  on  chest  surgery  made 
up  the  scientific  program. 
Dr.  R.  A.  Buchanan,  Huron 
made  his  presidential  visita- 
tion and  executive  secretary 
Foster  discussed  several  mat- 
ters of  business. 


JERNSTROM  MEMORIAL 
LOANS  ESTABLISHED 

A student  loan  fund  es- 
tablished by  his  many  friends 
in  memory  of  recently  de- 
ceased Dr.  Roy  E.  Jernstrom 
has  been  incorporated  into 
the  South  Dakota  Medical 
School  Endowment  Funds. 
Loans  will  be  made  to  one 
Sophomore  each  semester  at 
the  University  of  South  Da- 
kota Medical  School.  No  in- 
terest will  be  charged  on  the 
loans. 

Loans  will  be  arranged 
through  the  Dean  of  the 
Medical  School  and  will  be 
approved  by  the  Board  of  the 
Endowment  Fund. 
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THE  MONTH  IN  WASHINGTON 


Democrats  in  Congress  cut  back  their  hous- 
ing program  further  after  President  Eisen- 
hower vetoed  a $1.4  billion  bill.  Starting  with 
$2.1  ,billion  program,  Democrats  came  down 
to  the  $1.4  billion  figure  in  an  effort  to  avoid 
a veto  although  it  was  a more  expensive  pro- 
gram than  Mr.  Eisenhower  wanted. 

After  the  President  vetoed  this  bill  any- 
way, Democrats  came  up  with  a $1  billion  bill 
which  retained  three  provisions  of  interest  to 
the  medical  profession. 


They  would: 

1)  provide  construction  loan  guarantees  by 
the  Federal  Housing  Administration  of  up  to 
75  per  cent  of  the  cost  of  proprietary  nursing 
homes;  2)  authorize  $25  million  in  direct  loans 
for  construction  of  housing  for  interns  and 
nurses,  and  3)  authorize  a $50  million  re- 
volving fund  for  direct  loans  to  help  private 
nonprofit  corporations  build  rental  housing 
for  the  elderly. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D.  Rapid  City,  S.  D. 

1220  S.  Minnesota  528  Konsas  City  St. 


Congress  voted  a compro- 
mise $400  million  appropria- 
tion for  medical  research. 
The  amount  was  about  $30 
million  less  than  approved 
by  the  Senate,  but  was  more 
than  $100  million  above  the 
Eisenhower  Administration’s 
request  for  the  National  In- 
stitutes of  Health. 

The  allotments  for  re- 
search in  specific  fields  in- 
cluded: cancer,  $91  million; 
mental  health,  $68  million; 
heart  $62  million;  arthritis, 
$47  million;  neurology,  $41 
million;  allergy,  $34  million. 


SCHOLARSHIP  GRANTS 

Miss  Connie  Cottrell  of 
Aberdeen  was  awarded  the 
$500  President’s  Scholarship 
Award  at  the  annual  banquet 
of  the  Association.  Presented 
by  Vere  Larsen  and  made 
possible  of  Lever  Brothers — 
Pepsodent,  the  scholarship  is 
given  to  an  outstanding  high 
school  graduate  that  has  been 
accepted  by  a college  of 
pharmacy. 
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ANIMAL  HEALTH  PHARMACY* 
Part  X 

Kenneth  Redman,  Ph.D.** 
Miscellaneous  Aryl  Insecticides 


Neotran  (K-1875,  DCPM,  Oxythane,  di-[4- 
chlorophenoxyjmethane),  C13H10CLO2,  is  a 
colorless  solid.  It  is  nearly  insoluble  in  water 
and  petroleum  oils,  slightly  soluble  in  alcohol, 
soluble  in  acetone  and  ether.  It  is  stable  in 
water  and  alkalies  and  is  compatible  with 
most  spray  ingredients.  It  shows  little  tox- 
icity to  warm-blooded  animals  and  to  tree 
leaves,  but  may  stunt  some  annuals  and  may 
russette  some  apples  and  pears.  Neotran  is 
used  as  a water-dispersable  powder  (40% 
active  ingredient)  at  11/4-21/2  lbs.  per  100  gal- 
lons of  spray,  primarily  as  a persistent  acar- 
icide.  It  is  highly  effective  on  phytophagous 
mites  and  their  summer  eggs. 

Saponated  cresol  (Compound  Cresol  Solu- 
tion, Saponated  Cresol  Solution,  N.F.)  is  ap- 
proximately a 50  per  cent  solution  of  Cresol 
(CtHsO)  in  an  aqueous  soap  solution,  miscible 
with  water  in  all  proportions.  The  South  Da- 
kota Extension  Service  recommends  one  fluid 
ounce  of  a 3 per  cent  solution  under  35 
pounds  pressure  per  square  inch  per  sheep 
nostril  to  irrigate  the  nasal  passage  for  the 
control  of  bots  (sheep  head  grub). 

Since  bots  winter  over  in  the  sheep  nostril, 
a coordinated  effort  to  break  the  life  cycle 

*The  tenth  of  a series  of  articles  concerning  the 
role  of  the  pharmacist  in  the  field  of  animal 
health. 

**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


here  could  bring  about  their  irradication. 

Sevin  (Methyl  naphthyl  carbamate,  N- 
Methyl-l-naphthyl  carbamate),  C12H11NO2,  is 
a white  crystalline  solid,  nearly  insoluble  in 
water,  soluble  in  most  organic  solvents.  It  is 
relatively  stable  under  normal  conditions  of 
light  and  heat  and  is  compatible  with  pes- 
ticides other  than  the  strongly  alkaline  ones, 
i.e.  lime-sulfur  and  Bordeaux  mixture.  It  has 
shown  no  phytotoxicity  when  used  as  direc- 
ted, and  shows  a rather  low  chronic  and  acute 
toxicity  to  warm-blooded  test  animals.  Sevin 
is  a contact  insecticide  used  at  a rate  of  1/4  to 
2 pounds  of  active  ingredient  per  acre  against 
many  pests  of  fruit  and  vegetable  crops.  The 
U.S.D.A.  recommends  Sevin  to  be  used 
against  several  cotton  insects. 

Diphenylamine  (N-phenylaniline),  (CGHr.)2 
NH,  is  a colorless  solid,  nearly  insoluble  in 
water,  soluble  in  the  organic  solvents.  It  is  an 
ingredient  of  Smears  62  and  82,  developed  by 
entomologists  of  the  U.  S.  Bureau  of  En- 
tomology and  Plant  Quarantine  as  good 
remedies  for  screw-worms  on  livestock. 
Screw-worm  remedy  EQ335,  previously  dis- 
cussed, is  a newer,  preferred  preparation, 
however. 

Detergents  as  Insecticides 

The  chief,  but  not  exclusive,  value  of  de- 
tergents as  insecticides  and  in  insecticide 
formulations  lies  in  their  property  of  reduc- 
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ing  the  surface  tension  of  aqueous  liquids. 
Their  value  as  emulsifiers,  spreaders,  wetting 
agents,  and  stabilizers  has  been  previously 
discussed.  Soaps,  the  synthetic  detergents 
and  saponins  many  be  used  in  insecticide 
formulations. 

Soaps,  the  salts  of  a fatty  acid  and  an 
alkali-metal  base,  have  been  used  as  contact 
insecticides  since  the  eighteenth  century.  The 
potassium  and  sodium  salts  are  soluble  in 
water,  in  contrast  to  calcium  magnesium 
soaps.  Although  fish  oils  and  rosin  soaps  are 
cheap  and  have  been  used  frequently,  it  has 
been  shown  that  the  best  soap  for  insecticidal 
purposes  is  composed  of  fatty  acids  with 
about  12  carbon  atoms  (lauric  acid),  due  to 
their  lipoid  solubility.  The  common  commer- 
cial source  of  lauric  acid  is  coconut  oil. 

Water-soluble  soaps  are  incompatible  with 
alkali-labile  insecticides,  i.e.  the  pyrethrins 
and  rotenone,  with  hard  water  (except  when 
enough  soap  is  used  to  overcome  the  hard- 
ness), and  with  lead  and  calcium  arsenates. 

A strong  solution  of  soap  will  clog  the  spi- 
racles (breathing  orifices)  of  insects,  causing 
death  by  asphyxiation.  Such  a solution  of 
soap  or  other  household  detergent  is  recom- 
mended by  the  South  Dakota  Agricultural 
Extension  Service  for  the  control  of  box  elder 
bugs  in  certain  situations. 

The  synthetic  detergents  are  commonly  so- 
dium salts  of  fatty  acid  chains  in  which  the 
carboxylic  radical  is  substituted  with  a sul- 
furic acid  or  similar  radical.  Their  chief 
advantage  over  soap  lies  in  being  compatible 
with  calcium,  lead  and  magnesium  salts.  As 
with  true  soaps,  the  main  part  of  the  mole- 
cule is  the  carbon  chain;  the  12  carbon  chain 
being  best  for  insecticidal  purposes.  It  is  the 
sulfuric  acid  (or  other  radical)  part  of  the 
molecule  that  is  insecticidal,  however,  as  is 
the  carboxylic  group  with  soaps. 

Saponins  are  infrequently  used  in  insec- 
ticide formulations,  at  present;  their  primary 
function,  when  they  are  used,  is  to  reduce  the 
surface  tension  of  aqueous  preparations.  As 
with  the  synthetic  detergents,  they  lack  the 
incompatabilities  of  the  sodium  and  pot- 
assium soaps. 

Nitrophenols  and  Derivaties  as  Insecticides 

The  toxicity  of  nitrophenols  and  derivatives 
to  insects  is  attributed  to  several  factors:  (1) 
lipoid  solubility;  (2)  the  acidic  radicals,  which 
combine  with  cationic  proteins  to  precipitate 


them;  and  (3)  their  effect  on  metabolic  pro- 
cesses, including  an  increase  in  oxygen  con- 
sumption. It  may  be  that  all  three  factors 
play  an  important  part  in  killing  some  insects, 
which  in  some  cases  is  quite  rapid. 

Dinitrocresol  (DNC,  DNOC,  Elgetol,  Sinox, 
4,  6-dinitro-o-cresol),  C-HtiN-O.-,,  is  yellowish, 
odorless,  crystalline  solid,  nearly  insoluble  in 
water,  soluble  in  most  organic  solids.  A 
phenol,  dinitrocesol  forms  salts  with  organic 
and  organic  bases.  The  salts  of  the  alkali 
bases  are  soluble  in  water.  It  is  quite  poison- 
ous to  warm-blooded  animals  and  to  plants; 
hence  its  use  as  a herbicide  (to  be  discussed 
later).  DNC  is  a potent  contact  insecticide 
and  stomach  poison,  as  well  as  ovicide  for 
certain  insect  eggs.  Its  phytotoxicity  limits 
its  usefulness  to  dormant  sprays,  baits,  and 
on  waste  ground.  The  water-soluble  salts  are 
frequently  used  in  the  aqueous  dormant 
sprays  in  apple  orchards,  and  a dust  contain- 
ing 4 per  cent  dinitro-o-cresol  and  10  per  cent 
DDT,  or  1 per  cent  benzene  hexachloride,  is 
applied  as  a narrow  band  at  the  rate  of  1 to  2 
pounds  per  rod  as  a chinch  bug  barrier.  It  is 
usually  marketed  with  up  to  10  per  cent 
moisture  to  reduce  the  danger  of  an  ex- 
plosion. Emulsions  of  petroleum  oil  solutions 
are  another  type  of  formulation. 

Dinitrobutylphenol  (DNOSBP,  DNBP,  DN- 
SBP,  Dinoseb,  4-dinitro-6-sec.-butylphenol), 
C10H12O.-.N2,  commercially  is  a dark  reddish- 
brown  liquid,  nearly  insoluble  in  water  but 
soluble  in  most  organic  solvents.  Dinoseb  was 
first  described  as  a weedicide  and  will  be  dis- 
cussed under  that  category.  It  is  an  effective 
contact  and  stomach  poison  insecticide, 
limited  by  its  phytotoxicity  to  dormant  sprays 
on  fruit  trees.  A 36  per  cent  emulsifiable  con- 
centrate (3  quarts  per  100  gallons  of  spray)  is 
recommended  as  a dormant  spray  for  the 
pecan  phylloxera. 

Dinitrocyclohexylphenol  (Dinex,  DNOCHP, 
Dry  Mix  No.  1;  2,  4-dinitro-6-cyclohexyl 
phenol),  C12H14N2O.-.,  occurs  as  light  yellow 
crystals,  almost  insoluble  in  water,  soluble  in 
organic  solvents.  The  properties  and  uses  are 
very  similar  to  dinitrobutylphenol.  Formula- 
tions include:  Dry  Mix  No.  1:  40  per  cent  wet- 
table  powder,  a 1 per  cent  ust  on  Frianite 
(a  volcanic  ash),  and  an  emulsion  concentrate. 
It,  too,  is  recommended  (with  mineral  oil,  .8 
pounds  to  two  gallons  of  oil)  as  a dormant 
spray  for  the  pecan  phylloxera. 
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ANTIBIOTICS: 

THE  PERTINENT  FACTS* 


Antibiotic  drugs,  a short  decade  ago  com- 
monly called  “miracle  drugs,”  have  be- 
come accepted  as  a matter  of  course,  an 
essential  ingredient  of  our  healthier,  longer- 
lived,  postwar  world.  Their  names  have  be- 
come common  nouns.  Their  use  has  become 
routine. 

Much  that  has  been  recorded  in  the  brief 
history  of  antibiotics  has  been  put  down 
piecemeal.  As  the  end  of  the  second  decade 
of  antibiotics  nears,  the  time  is  opportune  for 
a brief  review  and  summary  of  the  pertinent 
facts:  the  development  of  antibiotics,  their  in- 
fluence in  medicine  and  agriculture,  and  on 
the  pharmaceutical  industry,  and  their  po- 
tential influence  in  the  future. 

Antibiotics  in  Current  Use 

In  1958,  nineteen  different  antibiotics  were 
being  manufactured  and  used  for  medical 
purposes  in  the  United  States.  Some  were  put 
out  in  many  distinct  forms  or  in  combination 
with  sulfa  drugs  or  other  antibiotics,  and 
under  many  trade  names.  Those  in  widest  use 
were  penicillin,  streptomycin,  Aureomycin 
(chlortetracycline),  Terramycin  (oxytetra- 
cycline),  tetracycline,  Chloromycetin  (chlora- 
mphenicol), neomycin,  erythromycin,  novo- 

*  Another  of  a series  of  articles  presented  as  a 
review  for  the  practicing  retail  pharmacist 
through  the  courtesy  of  the  Medical  and  Phar- 
maceutical Information  Bureau,  New  York. 


biocin,  oleondomycin  and  kanamycin.  Other 
antibiotics  in  current  use  include  bacitracin, 
candicidin,  cycloserine,  gramicidin,  nystatin, 
polymixin  B,  ristocetin  and  tyrothrycin.  Other 
antibiotics  have  been  produced  for  a time  for 
medical  use,  but  are  no  longer,  and  a few 
(like  actidione,  an  antibiotic  active  against 
plant  fungi)  have  occasionally  been  manufac- 
tured for  special  purposes. 

Development  of  Penicillin 

The  story  of  the  discovery  of  penicillin,  the 
first  antibiotic  to  be  brought  into  medical 
use,  by  Sir  Alexander  Fleming  in  1928  is  well 
known.  Not  so  clearly  understood  is  the  na- 
ture of  the  effort  that  got  penicillin  into  pro- 
duction and  created  the  antibiotic  industry 
during  World  War  II. 

In  1941,  Sir  Howard  Florey  of  Oxford  Uni- 
versity came  to  the  U.  S.  to  report  British 
findings  on  the  effectiveness  of  penicillin  in 
combating  infections  and  to  ask  for  American 
help  in  producing  it.  The  result  was  a co- 
operative development  and  production  effort 
involving  government  agencies,  universities, 
a private  foundation,  and  an  ultimate  total  of 
more  than  20  pharmaceutical  companies. 

The  effort  was  organized  through  the  Com- 
mittee on  Medical  Research  of  the  Office 
of  Scientific  Research  and  Development,  the 
nation’s  wartime  central  science  agency.  Im- 
portant research  directed  toward  the  develop- 
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ment  of  a high-yielding  strain  of  the  penicillin 
mold  and  a medium  for  growing  it,  as  well 
as  research  on  the  chemistry  and  structure  of 
penicillin,  was  conducted  at  the  Northern 
Regional  Research  Laboratory  of  the  Depart- 
ment of  Agriculture,  the  Carnegie  Institution 
of  Washington,  and  seven  universities.  Ad- 
ditional research  was  carried  out  by  Merck, 
Pfizer  and  other  companies,  and  pilot  plants 
and  manufacturing  facilities  were  built  by  the 
companies,  chiefly  (as  pointed  out  by  Dr. 
James  Phinney  Baxter  3rd)  at  their  own  ex- 
pense. 

Under  the  wartime  penicillin  program,  the 
Federal  government  made  transfers  of  funds 
to  government  agencies  and  grants  to  other 
institutions  totaling  about  $2.8  million.  Only 
a few  hundred  thousand  dollars  of  this,  how- 
ever, went  to  research  related  to  the  produc- 
tion of  penicillin.  Most  was  for  the  purchase 
of  penicillin  for  clinical  testing  and  for  the 
conduct  of  clinical  tests  of  the  drug. 

The  government  also  built  six  penicillin 
production  units  at  a first  cost  of  $7.6  million 
and  a net  cost  of  $4.2  million  (the  government 
realized  $3.4  million  on  the  sale  of  the  plants 
to  pharmaceutical  firms  after  the  war).  Thus, 
the  government’s  total  investment  in  the 
penicillin  development  was  $7  million. 

The  investment  of  the  pharmaceutical  in- 
dustry was  over  three  times  larger.  Sixteen 
penicillin  plants  were  built  by  private  in- 
dustry at  a cost  of  $19.7  million.  Another  $2.9 
million  was  spent  by  private  firms  for  facil- 
ities related  to  the  government-built  plants. 
Government  assistance  on  this  $22.6  million 
of  plant  construction  was  limited  to  rapid 
tax  write-off  of  some  part  of  plant  costs,  and 
to  the  provision  of  priorities. 

In  addition,  the  pharmaceutical  firms  spent 
large  sums  on  penicillin  research.  This  was 
carried  out  chiefly  without  government  con- 
tracts and  was  entirely  uncompensated  by  the 
government.  Figures  on  the  industry’s  war- 
time penicillin  research  have  never  been  com- 
piled. But  Merck  alone  spent  a minimum  of 
several  hundred  thousand  dollars  on  fruitless 
efforts  to  produce  penicillin  by  chemical  syn- 
thesis instead  of  fermentation.  The  sole  result 
was  a number  of  papers  in  and  a share  of 
the  expense  of  publishing  a 1,094-page  volume 
on  the  chemistry  of  penicillin. 


Two  points  are  worthy  of  note.  At  no  time 
could  any  pharmaceutical  firm  have  hoped 
for  a commanding  position  in  penicillin. 
Penicillin  itself  was  unpatented  and  the  basic 
features  of  the  production  process  were  either 
unpatented  or  covered  by  freely  licensed  gov- 
ernment patents.  Second,  the  industry’s  plant 
investment  was  made  in  the  face  of  the  wide- 
spread belief  that  the  plants  would  soon  be 
made  obsolete  by  the  replacement  of  fermen- 
tation processes  with  a synthetic  process. 
Indeed,  several  companies,  such  as  Upjohn, 
built,  with  their  own  funds,  plants  that  were 
known  to  be  obsolescent  before  construction 
began.  As  a hedge  against  failure  of  the  deep- 
tank  fermentation  process  — then  in  develop- 
ment — and  in  order  to  guarantee  a min- 
imum supply  of  penicillin  during  the  war, 
these  firms  built  plants  utilizing  the  expen- 
sive but  sure  bottle  fermentation  process. 

Development  of  Streptomycin 
The  second  antibiotic  to  come  into  sub- 
stantial medical  use  was  streptomycin,  iso- 
lated by  Dr.  Selman  A.  Waksman  and  Albert 
Schatz  of  Rutgers  University  in  1943.  The 
discovery  of  streptomycin  was  the  outcome 
of  a systematic  search  for  antibiotic  sub- 
stances of  therapeutic  value,  initiated  at 
Rutgers  at  the  beginning  of  the  war  under 
the  direction  of  Dr.  Waksman  and  aided  by 
grants  from  Merck.  Under  the  arrangement 
with  Merck,  commercial  rights  to  strepto- 
mycin were  assigned  to  the  pharmaceutical 
company.  But  Merck  made  rights  available  to 
other  companies  at  the  request  of  Dr.  Waks- 
man. The  New  Jersey  firm  also  made  avail- 
able to  its  competitors  rights  received  under 
a patent  for  dihydrostreptomycin,  a deriva- 
tive of  streptomycin  independently  developed 
by  Merck  and  now  more  widely  prescribed 
than  streptomycin  itself. 

Later  Antibiotic  Discoveries 
In  the  course  of  the  wartime  penicillin  and 
streptomycin  work,  the  pharmaceutical  in- 
dustry learned  not  only  how  to  produce  anti- 
biotics, but  refined  the  technique  of  uncover- 
ing new  ones.  The  knowledge  led  to  a series 
of  major  antibiotic  discoveries  beginning  in 
the  postwar  years  and  continuing  to  the 
present  day.  Milestones  in  this  progression 
were  the  discovery  of  the  broad-spectrum 
antibiotics,  effective  against  a wider  range 
of  microbial  organisms  than  either  penicillin 
or  streptomycin  (Aureomycin,  isolated  1947; 
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Chloromycetin,  1947;  Terramycin,  1949;  tetra- 
cycline, 1953),  and  of  antibiotics  effective 
against  staphylococci  resistant  to  the  older 
antibiotics  (among  the  most  important  of 
these  “anti-staph”  antibiotics:  erythromycin, 
isolated  1953;  oleandomycin,  1955;  novobiocin, 
1956;  and  kanamycin,  introduced  into  the 
U.  S.  from  Japan,  1958).  All  of  these  dis- 
coveries were  made  in  pharmaceutical  com- 
pany laboratories  or  through  screening  pro- 
grams financed  by  pharmaceutical  firms  — 
chiefly  the  former. 

Impact  of  Antibiotics  on  Medicine  and  Health 

Much  of  what  has  been  written  on  the  im- 
pact of  antibiotics  on  medicine  and  health 
has  been  highly  colored.  Nevertheless,  the 
effects  have  been  remarkable. 

Prior  to  1934,  only  one  drug  with  useful 
specific  therapeutic  activity  against  a sys- 
temic infection  was  known.  This  was  neo- 
salvarsan,  Paul  Ehrlich’s  “magic  bullet”  for 
slaying  the  syphilis  spirochete;  and  neo-sal- 
varsan  was  not  an  ideal  drug;  the  course  of 
treatment  with  it  was  long,  and  untoward 
effects  were  frequent.  Essentially,  all  the 
progress  in  health  that  had  been  achieved 
up  to  that  date  — the  ending  of  the  great 
pestilences  of  the  past,  such  as  cholera  and 
yellow  fever,  and  the  reduction  in  deaths 
from  diseases  like  tuberculosis  — had  been 
brought  about  through  preventive  measures: 
better  sanitation,  improved  housing,  better 
nutrition,  the  discovery  and  use  of  immuniz- 
ing vaccines.  When  these  measures  failed  to 
prevent  infection  and  illness  (as  they  often 
did),  there  were  drugs  that  might  ease  the 
patient’s  symptoms  and  aid  him  in  other 
ways.  But  there  was  none,  except  for  neo- 
salvarsan,  which  could  attack  the  organism 
that  had  gained  entrance  to  his  body  and 
made  him  ill.  In  the  language  of  the  doctor, 
medicine  had  little  to  offer  for  infectious  di- 
sease beyond  supportive  therapy. 

The  introduction  of  sulfanilamide  in  1934 
brought  the  first  major  change  by  providing 
a drug  capable  of  checking  the  gram- 
positive bacteria,  a class  of  microbes  that  in- 
cludes such  dangerous  pathogens  as  the  pneu- 
mococcus (responsible  for  the  commonest 
form  of  pneumonia)  and  streptococci  (in- 
volved in  rheumatic  fever  and  many  other 
serious  ills).  A more  striking  change  in 
therapy  picture  was  brought  by  penicillin, 
which  halts  many  gram-positive  infections 


more  certainly  and  more  swiftly  than  the 
sulfonamides.  Streptomycin  then  opened  a 
front  against  the  tubercle  bacillus  and  many 
gram-negative  microbes.  The  broad-spectrum 
antibiotics  furnished  additional  weapons 
against  both  gram-positive  and  gram-nega- 
tive bacteria  and  also  proved  active  against 
rickettsiae  (a  class  of  microbes  midway  be- 
tween bacteria  and  viruses)  and  against  cer- 
tain large  viruses. 

To  give  but  a partial  list,  at  least  one  and 
often  several  of  currently  available  anti- 
biotics are  effective,  under  appropriate  cir- 
cumstances and  in  combination  with  other 
necessary  treatment,  against  the  following  in- 
fectious ailments:  bacterial  pneumonias  of  all 
types;  primary  atypical  (virus)  pneumonia; 
hemophilus  influenzae  infections;  “strep 
throat”  and  other  bacterial  infections  of  the 
nasopharynx;  erisypelas;  scarlet  fever;  whoop- 
ing cough;  suppurative  empyema;  chronic 
infections  of  the  hmgs  such  as  bronchiectasis; 
pulmonary  complications  of  cystic  fibrosis; 
meningococcal  infections;  septic  ear  infec- 
tions; bacterial  infections  of  the  eye;  subacute 
bacterial  endocarditis;  septicemia;  osteo- 
myelitis; puerperal  infections;  diphtheria; 
tuberculosis;  plague;  tularemia;  brucellosis; 
typhoid  fever;  salmonella  infections;  bacil- 
lary dysentery;  amebiasis;  infections  of 
the  kidney  and  urinary  tract;  wound  in- 
fections; bacterial  infections  of  the  skin 
and  soft  tissues;  syphilis;  the  non- venereal 
spirochetal  infection  yaws;  gonorrhea;  the 
“minor”  venereal  disease  lymphogranuloma 
venereum;  rickettsial  diseases  such  as  typhus, 
Rockey  Mountain  spotted  fever,  rickettsial- 
pox and  Q fever;  psittacosis;  smallpox;  intes- 
tinal fungus  infections  such  as  moniliasis. 

Numerous  attempts  have  been  made  to  re- 
duce the  over-all  effect  of  antibiotics  on  ill- 
ness and  health  to  a set  of  figures.  Such 
figures  are  useful,  although  they  cannot  be 
pushed  too  far,  because  it  is  difficult  to  dis- 
tinguish between  the  effects  of  antibiotics 
and  of  other  developments  with  an  influence 
on  health. 

Since  1945,  when  penicillin  first  came  into 
wide  use,  notable  declines  have  occurred  in 
death  rates  from  diseases  caused  by  anti- 
biotic-susceptible microbes.  Thus,  deaths 
from  tuberculosis  fell  from  38.3  per  100,000  of 
population  in  1945  to  7.5  in  1957,  a decline  of 


-~404  — 


SEPTEMBER  1959 


more  than  80  per  cent.  In  the  same  year, 
whooping  cough  deaths  fell  from  1.3  to  .1  per 
100,000;  meningococcal  infection  deaths,  from 
1.3  to  .5;  and  deaths  from  diphtheria,  from  1.2 
to  .1.  Syphilis  deaths  dropped  from  7.9  to  2.2 
per  100,000,  a decrease  of  more  than  three- 
fourths. 

Even  pneumonia  deaths  have  declined 
over-all,  despite  a rise  in  1956  and  1957  caused 
by  the  Asian  influenza  outbreak.  Decreases 
of  more  than  75  per  cent  have  also  been  re- 
corded for  dysentery  and  scarlet  fever.  For 
these  eight  infectious  illnesses  together,  the 
number  of  deaths  has  fallen  from  a total  of 
89.4  per  100,000  of  population  in  1945  to  35.3 
per  100,000  in  1957,  a decline  of  over  60  per 
cent. 

Death  rates  for  most  of  these  diseases  had 
been  declining  before  1945  — in  most  cases, 
long  before.  But  the  downward  trend  was 
accelerated  after  1945,  a development  that 
can  fairly  be  ascribed  to  the  advent  of  anti- 
biotics. 

Over-all  mortality  rates  for  different  age 
classes  also  reflect  the  influence  of  antibiotics. 
Since  1945,  a notable  decline  in  mortality  has 
taken  place,  particularly  among  children  and 
young  people  — for  example,  from  20.3  to  11.3 
deaths  per  10,000  among  children  1 to  4 years 
of  age.  Analysis  shows  that  the  decline  is 
chiefly  due  to  the  almost-complete  elimina- 
tion of  deaths  from  infectious  disease  in  this 
age  group. 

Still  other  indices  testify  to  the  efficacy  of 
antibiotics.  One  of  the  most  striking  is  the 
drop  in  maternal  mortality,  from  20.7  to  4.1 
per  10,000  live  births  between  1945  and  1956. 
In  the  latter  year  — which  saw  the  birth  of 
4,163,090  children  in  the  U.  S.  — only  150 
maternal  deaths  occurred  as  a consequence 
of  puerperal  sepsis  or  other  infections  asso- 
ciated with  pregnancy. 

Other  reflections  of  the  effectiveness  of 
antibiotics  in  controlling  dangerous  bacterial 
infections  are  the  modest  rise  in  deaths  dur- 
ing the  Asian  influenza  epidemic  (which 
caused  upwards  of  40  million  cases  of  illness 
in  the  U.  S.  and  which  might  easily  have  led 
to  scores  of  thousands  of  “extra”  deaths  from 
pneumonia),  and  the  marked  decline  since 
World  War  II  in  the  severity  and  frequency 
of  rheumatic  fever,  a disease  stemming  from 
repeated  streptococcal  infections. 

Finally,  one  might  note  the  effect  of  anti- 


biotics on  surgery.  Antibiotics  have  greatly 
reduced  the  need  for  operations  for  mas- 
toiditis, soft-tissue  infections,  such  as  ab- 
scesses, and  similar  conditions.  On  the  other 
hand,  they  have  helped  extend  surgery  to 
previously  inaccessible  regions  of  the  body, 
like  the  heart,  and  have  made  many  opera- 
tions much  safer  and  simpler. 

There  never  will  be  — because  they  cannot 
be  assembled  — definitive  data  on  the  in- 
fluence of  antibiotics  on  the  world’s  increas- 
ing populations,  lengthening  life  spans,  or  de- 
clining death  rates.  It  goes  without  saying, 
at  this  point,  that  the  influence  has  been 
great. 

Effects  on  Medical  Costs 

Although  modern  drugs,  including  anti- 
biotics, are  generally  more  expensive  than 
the  medicines  they  have  replaced,  drugs  now 
absorb  a smaller  part  of  the  medical-care 
dollar.  According  to  an  analysis  of  consumer 
spending  by  the  Department  of  Commerce’s 
Survey  of  Current  Business,  drugs  took  15.6 
per  cent  of  the  medical-care  dollar  in  1956  as 
compared  with  20.8  per  cent  in  1946. 

Moreover,  antibiotics  have  greatly  lowered 
the  total  cost  of  treatment  for  many  illnesses. 
An  over-all  figure  cannot  be  given;  medical 
costs  are  influenced  by  too  many  diverse 
factors.  But,  as  pointed  out  by  Dr.  Frank 
Dickinson  of  the  American  Medical  Associa- 
tion, lobar  pneumonia  once  required  several 
weeks  of  hospitalization,  the  use  of  an  oxygen 
tent,  intensive  nursing  care  and  other  treat- 
ment, at  a cost  of  at  least  $300  a case;  lobar 
pneumonia  now  means  two  weeks  of  illness 
treated  at  home  with  $13  to  $30  worth  of 
antibiotics  and  a few  visits  from  the  doctor. 
Likewise,  mastoiditis  once  involved  surgery 
and  could  cost  $1,000  a case,  and  often  left 
the  patient  with  damaged  hearing;  today, 
mastoid  infections  are  cleared  up  with  anti- 
biotics costing  about  $15.  Numerous  similar 
examples  can  easily  be  found. 

Antibiotics  on  the  Farm 

During  the  past  decade,  antibiotics  have  be- 
come established  not  only  in  human  medicine, 
but  in  animal  husbandry  and  food  production. 
Four  distinct  applications  to  agriculture  and 
food  processing  have  developed:  as  veterinary 
medicines,  as  growth-promoting  feed  sup- 
plements, as  sprays  to  protect  crops  from 
plant  diseases,  and  as  food  preservatives. 

Not  long  after  penicillin  became  freely 
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available,  veterinarians  began  using  it  in  the 
treatment  of  pets.  It  soon  became  clear,  how- 
ever, that  antibiotics  could  also  be  applied 
effectively  and  economically  to  livestock  di- 
seases responsible  for  losses  to  farmers  ag- 
gregating tens  of  millions  of  dollars  a year. 

In  fact,  the  use  of  antibiotics  to  control  live- 
stock diseases  is  a key  to  one  of  the  outstand- 
ing features  of  the  American  livestock  in- 
dustry. In  recent  years,  U.  S.  livestock  rais- 
ing has  been  shifted  progressively  to  large, 
rationalized,  highly  mechanized  agricultural 
“factories.”  Single  establishments  may  have 
— sometimes  in  very  close  quarters  — tens 
of  thousands  of  poultry,  hundreds  of  hogs  or 
beef  cattle,  or  scores  of  dairy  animals.  The 
system  has  the  advantage  of  yielding  more 
meat  and  dairy  products  at  lower  cost,  but  it 
relies  heavily  on  antibiotics  to  control  infec- 
tious livestock  diseases. 

A major  factor  in  the  emergence  of  the 
livestock  factory-farm  was  the  introduction 
of  antibiotics  into  animal  feeds  as  growth 
stimulants. 

The  mechanism  of  the  growth-promoting 
effect  is  still  not  clear,  although  it  is  probably 
connected  with  a reduction  in  the  number  of 
harmful  bacteria  in  the  intestine.  At  any 
rate,  the  growth-promoting  effect  is  a fact  of 
great  economic  importance,  for  slight  forti- 
fication of  feed  with  antibiotic  supplements 
makes  it  possible  to  raise  broilers  in  nine 
weeks  instead  of  13,  and  to  bring  pigs  to 
market  size  months  sooner  and  at  a feed 
saving  of  several  hundred  pounds  per  pig. 
Antibiotic  feed  supplements  have  had  much 
to  do  with  the  huge  postwar  rise  in  U.  S. 
poultry  and  pork  production. 

Antibiotic  sprays  against  bacterial  diseases 
of  crop  plants,  such  as  bacterial  spot  of  pep- 
pers and  fire  blight  of  pears  and  apples,  and 
antibiotic  dips  to  preserve  dressed  poultry  are 
newer  applications  of  antibiotics  to  food  pro- 
duction. Both  have  already  demonstrated 
their  worth.  The  plant  sprays  have  provided 
a simple  means  of  dealing  with  hitherto  dif- 
ficult-to-control  plant  diseases.  The  anti- 
biotic poultry  dip  (a  dilute  solution  of  anti- 
biotic into  which  the  bird  is  dipped  as  it  is 
dressed)  has  proved  a safe,  simple  means  of 
keeping  fresh  chicken  meat  fresh  longer. 

Profit  and  Loss 

Antibiotics  have  played  a central  role  in 
the  expansion  of  the  pharmaceutical  industry 


since  World  War  II.  But,  paradoxically,  anti- 
biotic manufacture  has  not  been  a consis- 
tently profitable  business.  Many  firms  have 
sustained  losses  on  antibiotic  operations  in 
one  or  more  recent  years;  and  many  that  en- 
tered the  field  with  bright  hopes  were  forced 
to  abandon  it. 

In  1956,  nearly  1 in  every  8 prescriptions 
called  for  antibiotics.  U.  S.  production  of 
antibiotics  that  year  exceeded  2.5  million 
pounds,  worth,  in  bulk  form,  just  over  $300 
million.  Production  set  a record,  but  dollar 
value  did  not.  Total  dollar  sales  of  antibiotics 
were  nearly  $40  million  below  those  of  1951. 
Estimated  1958  total  dollar  sales  of  anti- 
biotics for  human  medical  use  alone  has  been 
set  at  $380  million. 

Two  circumstances  account  for  this.  In 
1951,  nearly  all  the  antibiotics  produced  were 
of  medicinal  grade.  In  1956,  feed  supple- 
ments and  other  non-medicinal  uses  absorbed 
nearly  a third  of  antibiotic  production.  Be- 
cause non-medicinal  antibiotics  are  fre- 
quently prepared  from  residues,  they  are 
neither  so  concentrated  nor  so  highly  puri- 
fied as  medicinal  antibiotics,  and  command  a 
much  lower  unit  price.  ‘ 

In  addition,  at  government  request  — but 
entirely  at  the  expense  of  the  companies  in- 
volved — $151  million  of  new  antibiotic  pro- 
duction facilities  were  constructed  during  the 
Korean  war.  A direct  consequence  of  the 
plant  expansion  was  the  complete  collapse  of 
penicillin  and  streptomycin  prices,  already 
lowered,  as  soon  as  the  Korean  emergency 
was  over.  In  1955,  bulk  penicillin  was  being 
quoted  as  little  more  than  1 cent  per  300,000 
units.  Bulk  streptomycin  and  dihydrostrep- 
tomycin underwent  a similar  drop  to  a low  of 
6 cents  a gram.  As  one  result,  by  1956,  seven 
of  the  fourteen  companies  that  had  been 
manufacturing  penicillin  in  1949  were  no 
longer  making  the  drug;  and  three  of  the 
eight  that  had  been  producing  streptomycin 
and  dihydrostreptomycin  in  1949  were  out  of 
that  field  by  1956.  In  1958,  penicillin  prices 
had  not  changed.  Streptomycin  and  dihy- 
dromycin  were  down  to  5 cents  a gram. 

A contributing  factor  in  the  penicillin  and 
streptomycin  price  collapse  was  the  emer- 
gency of  the  broad-spectrum  antibiotics.  Be- 
.cause  the  broad-spectrum  agents  are 
patented,  prices  have  remained  stable.  Price 
stability,  however,  has  been  no  guarantee  of 
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profit,  for  many  patented  antibiotics  have  had 
only  a limited  period  of  mass  sale  before 
being  superseded  by  newer  agents.  Thus, 
Aureomycin  and  Chloromycetin  enjoyed 
only  a short  period  of  sales  leaders  before 
Aureomycin  was  superseded  by  Terramycin, 
and  Chloromycetin  was  all  but  driven  off  the 
market  for  a time  by  a number  of  fatal  re- 
actions to  it  as  a result  of  misuse.  Terra- 
mycin was  passed  in  turn  by  tetracycline. 
Other  antibiotics  have  not  lasted  long  enough 
or  sold  widely  enough  to  earn  back  their  re- 
search costs  — cost  which,  in  the  research- 
oriented  pharmaceutical  industry,  absorb  7 
cents  or  more  of  every  sales  dollar. 

Bacterial  Resistance  Problem 

In  the  decade  and  a half  since  penicillin 
became  available,  a number  of  problems  have 
arisen  around  the  use  of  antibiotics  in  med- 
icine. For  instance,  some  antibiotics,  and  es- 
pecially penicillin,  may  cause  sensitization 
and  allergic,  even  anaphylactic,  shock  re- 
actions. Other  antibiotics  may  lead  to  trouble- 
some overgrowth  of  ordinarily  harmless  mi- 
crobes normally  present  in  the  large  intestine 
and  other  parts  of  the  body. 

Experience  has  shown  that  these  difficul- 
ties can  generally  be  avoided  by  care  in  pres- 
cribing. A more  serious  problem  is  that  of 
“antibiotic  resistance.”  This  refers  to  the  ac- 
quisition of  resistance  to  an  antibiotic  or 
antibiotics  by  an  originally  sensitive  species 
of  microbe. 

The  resistance  problem  revolves  mainly 
around  a single  species,  staphylococcus  aureus 
(or  pyogenes),  the  germ  commonly  respon- 
sible for  boils,  but  capable  of  causing  more 
serious,  and  systemic,  infections  as  well.  In 
recent  years,  it  has  been  estimated  that  a 
significant  ratio  — as  high  as  10  per  cent  or 
higher  — of  “clean”  surgical  wounds  in  hos- 
pitalized patients  harbor  staphylococci.  More- 
over, staph  infections  can  be  recognized  in  2 
to  10  per  cent  of  non-surgical  hospital  pa- 
tients. Newborn  infants  are  also  frequently 
infected  during  staph  outbreaks. 

Many  staph  infections — and  most  occurring 
during  hospital  staph  “epidemics”  — involve 
strains  resistant  to  penicillin  and  the  tetra- 
cyclines. The  prevalence  of  these  strains  fol- 
lows from  two  circumstances.  First,  a number 
of  staph  strains  are  inherently  insensitive  to 
penicillin  and  the  tetracyclines,  and  will  sur- 
vive their  attack.  Second,  staph  are  hardy 


microbes;  many  are  unaffected  by  the  usual 
measures  of  hospital  sanitation.  Further, 
many  strains  of  staph  (antibiotic-resistant 
and  sensitive  alike)  are  capable  of  inducing 
a symptomless  “carrier”  state  in  persons  who 
come  in  contact  with  infected  individuals. 
The  result  has  been  the  spread  of  penicillin 
and  tetracycline-resistant  staph  throughout 
the  hospital  environment. 

So  far,  the  staph  problem  is  principally  a 
hospital  problem  — and  may  remain  so, 
because  the  special  conditions  inside  hospitals 
favorable  to  the  spread  of  resistant  staph 
seldom  exist  on  the  outside.  And,  as  has  been 
emphasized  at  numerous  medical  conferences 
and  meetings  in  the  past  year,  a large  part 
of  the  problem  lies  in  hospital  practices  — 
some  never  questioned  before  — that  con- 
tribute to  contamination  and  cross-infection; 
and  some  are  the  result  of  hospital  man- 
power and  money  shortages.  Authorities  like 
Dr.  Carl  W.  Walter,  the  well-known  Harvard 
surgical  infection  expert,  have  stated  that  im- 
proved hospital  procedures  could  restore  all 
antibiotics  to  full  usefulness. 

In  the  meantime,  the  pharmaceutical  in- 
dustry has  been  erecting  a powerful  line  of 
defense  against  penicillin  and  tetracycline- 
resistant  staph  through  research.  No  less 
than  five  antibiotics  characterized  by  high 
activity  against  these  staph  have  been  de- 
veloped during  recent  years,  the  latest  two 
during  the  last  twelve  months.  Continuation 
of  antibiotic  research  on  an  ever-expanding 
scale  assures  the  isolation  of  still  other  anti- 
biotic substances,  should  wide  resistance  to 
the  newest  antibiotics  develop,  too. 

The  Future  of  Antibiotics 

Antibiotic  production  has  given  no  sign  of 
approaching  a ceiling.  Production  can  be  ex- 
pected to  continue  rising  more  or  less  steadily 
for  some  time  to  come  for  three  reasons. 
One  is  the  increase  in  U.  S.  population.  An- 
other is  the  development  of  new  applications 
for  presently  known  antibiotics;  thus,  British 
physicians  have  reported  in  Lancet,  the 
British  medical  weekly,  that  routine  admin- 
istration of  antibiotics  during  a cold  appears 
to  shorten  colds  by  absoring  secondary  in- 
fections. Third,  much  research  is  under  way 
along  such  lines  as  the  discovery  of  anti- 
biotic substances  active  against  cancer, 
viruses,  and  crop-plant  diseases.  Useful  re- 
(Continued  on  Page  410) 
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CODE  OF  PROFESSIONAL  PRACTICE 

One  of  the  far-reaching  results  of  the  recent 
convention  of  the  American  College  of  Apo- 
thecaries was  the  adoption  of  a Code  of  Pro- 
fessional Practice.  The  Code  was  designed  to 
augment  the  current  American  Pharmaceu- 
tical Association  Code  of  Ethics  to  which  the 
Fellows  of  the  College  subscribe. 

In  addition,  an  amendment  to  the  constitu- 
tion provides  for  a new  point  system  for  the 
maintenance  of  the  Fellowship  rank.  Full 
Fellows  of  the  college  will  be  required  to 
earn  a total  of  300  points  over  a three  year 
period.  Points  will  be  credited  for  attendance 
at  refresher  courses,  conventions  and  for  par- 
ticipation in  certain  public  health  activities. 
This  system  along  with  the  Code  of  Profes- 
sional Practice  is  designated  to  produce  and 
maintain  the  highest  education  and  ethical 
standards  among  members  of  the  College. 

For  the  interest  of  our  readers  the  Code  in 
its  entirety  follows: 

AMERICAN  COLLEGE  OF 
APOTHECARIES 

CODE  OF  PROFESSIONAL  PRACTICE 
Purpose  of  Code 

1.  To  insure  that  the  public  will  receive  the 
best  possible  pharmaceutical  service  these 
ethical  standards  are  established  to  sup- 
plement the  legal  requirements  governing 
the  practice  of  Pharmacy. 

2.  To  set  forth  professional  practices  the 
observance  of  which  will  protect  the 


pharmacist  from  unfounded  complaints 
and  unjust  accusations. 

3.  To  provide  a basis  for  adjustments  of  dif- 
ferences or  misunderstandings  that  might 
arise. 

4.  To  enlighten  the  public  with  reference  to 
the  professional  duties  and  obligations  of 
the  pharmacists. 

The  Duties  and  Responsibilities  of  the 

Pharmacist  in  Connection  with  His  Service 
to  the  Public 

1.  The  pharmacist  shall  at  all  times  conduct 
his  profession  in  conformity  with  Federal, 
State  and  Municipal  laws  and  regulations. 
A pharmacist  must  be  on  duty  at  all  times 
that  the  pharmacy  is  open  for  business. 

2.  The  pharmacist  shall  uphold  all  legal 
standards  and  shall  dispense  only  drugs, 
chemicals  and  pharmaceutical  prepara- 
tions of  the  best  quality. 

3.  The  pharmacist’s  fee  for  professional 
services  rendered  should  be  fair  and 
equitable,  commensurate  with  his  pro- 
fessional knowledge  and  skill  in  the  com- 
pounding and  dispensing  of  prescriptions 
and  rendering  of  other  professional  serv- 
ices. 

4.  The  knowledge  of  the  ailments  of  patrons 
and  other  confidences  acquired  by  the 
pharmacist,  are  entrusted  to  his  honor 
and  shall,  therefore,  never  be  abused  or 
divulged,  except  in  response  to  legal  re- 
quirements and  in  the  interest  of  the 
patron. 
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5.  The  pharmacist  shall  hold  the  health  and 
safety  of  his  patrons  to  be  his  first  con- 
sideration. He  shall  supervise,  handle 
and  control  conscientiously  and  honor- 
ably, the  dispensing  of  all  medicinal  prep- 
arations. 

6.  The  pharmacist  shall  exercise  his  pro- 
fessional responsibility  relative  to  the  sale 
of  exempt  narcotic  preparations  by  re- 
fraining from  advertising  and/or  display- 
ing or  promoting  same  in  any  form  what- 
soever in  order  to  prevent  misuse  of  such 
remedies. 

7.  The  pharmacist  shall  keep  his  pharmacy 
clean,  neat,  orderly  and  sanitary  in  all  of 
its  departments,  well  supplied  with  ac- 
curate measuring  and  weighing  devices 
and  other  suitable  apparatus  and  main- 
tain adequate  library,  for  the  proper  per- 
formance of  his  professional  duties. 

8.  He  shall  not  purchase  samples  of  phar- 
maceuticals, chemicals  and  other  med- 
icinal compounds. 

9.  The  pharmacist  shall  conduct  himself  in 
a manner  as  to  entitle  him  to  the  respect 
and  confidence  of  the  community  in 
which  he  practices. 

10.  He  shall  not  advertise  in  any  way  that 
suggests  or  implies  that  any  other  phar- 
macist does  not  observe  or  adhere  to  the 
best  Pharmaceutical  Standards. 

11.  He  shall  not  advertise  misleading  infor- 
mation about  qualifications  which  the 
pharmacist  does  not  hold. 

12.  The  pharmacist  shall  endeavor  to  pub- 
licize and  promote  professional  services 
and  the  value  of  Pharmacy  to  the  public. 
His  displays,  interior  or  exterior,  should 
be  of  a character  which  will  enhance  pub- 
lic confidence  in  his  professional  integrity. 

13.  The  pharmacist  shall  not  lend  his  support 
or  his  name  to  the  promotion  or  exploita- 
tion of  objectionable  or  unworthy  prod- 
ucts, nor  shall  he  participate  in  any  ad- 
vertising or  promotional  program  which 
would  tend  to  lower  the  honor  and  dignity 
of  the  profession. 

Duties  of  the  Pharmacist  in  His  Relationship 
with  Those  Authorized  to  Prescribe 

14.  The  pharmacist  shall  not  usurp  the  pre- 
rogatives of  the  medical  profession.  He 
shall  not  diagnose  or  prescribe.  Patrons 
seeking  medical  aid  shall  be  advised  to 


consult  a physician  or  a qualified  institu- 
tion for  medical  care.  In  cases  of  accident 
or  sudden  illness,  when  persons  are 
brought  to  a pharmacy  pending  the  ar- 
rival of  a physician,  the  pharmacist  may 
render  ordinary  first  aid,  not  unmindful 
at  the  same  time  of  the  legal  restrictions 
and  limitations. 

15.  The  pharmacist  shall  not  supply  one  med- 
ication or  brand  of  medication  in  place  of 
one  prescribed  without  the  consent  of  the 
physician  who  wrote  the  prescription.  No 
change  shall  be  made  in  a physician’s 
prescription  except  such  as  is  warranted 
by  correct  pharmaceutical  procedure, 
provided  it  will  not  interfere  with  the  ob- 
vious intent  of  the  prescriber  regarding 
therapeutic  action. 

16.  Whenever  there  is  doubt  as  to  the  inter- 
pretation of  a prescription  or  directions, 
the  pharmacist  shall  consult  the  pres- 
criber. He  shall  protect  the  interests  of 
the  patient  and  the  reputation  of  the 
prescriber  by  conferring  confidentially 
upon  the  subject,  using  appropriate  cau- 
tion and  delicacy  in  handling  such  im- 
portant matters. 

17.  The  pharmacist  shall  not  discuss  the 
therapeutic  value  and/or  effect  of  a pres- 
cription with  a patient  nor  disclose  details 
of  composition  which  the  prescriber  has 
withheld.  He  should  suggest  to  the  pa- 
tient that  such  details  can  be  properly 
discussed  with  the  prescriber  only. 

18.  It  is  professionally  unethical  for  a phar- 
macist to  enter  into  any  arrangement  with 
a physician  and/or  anyone  authorized  to 
prescribe  as  to  secret  formulae  or  coded 
prescriptions.  It  is  unethical  for  phar- 
macists to  enter  into  rebate  arrangements 
with  prescribers  or  to  enter  into  any 
arrangement  which  would  compensate  the 
physician  for  suggesting  a particular 
pharmacy’s  service. 

19.  The  pharmacist  should  cultivate  profes- 
sional contacts  with  the  medical  and  al- 
lied professions  in  his  territory,  emphasiz- 
ing his  particular  qualifications  to  render 
helpful  service  to  the  physicians  and 
members  of  the  allied  professions  in  their 
respective  practices. 

20.  The  pharmacist  shall  not  be  a party  to  any 
arrangement  or  agreement  between  a 
physician  or  other  person  authorized  to 
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prescribe,  and  a manufacturer  or  other 
supplier  of  drugs,  devices  or  appliances, 
for  the  purpose  of  promoting  the  sale  and 
use  of  such  drugs,  devices  or  appliances, 
in  such  a manner  as  to  exploit  the  pa- 
tient for  the  financial  gain  of  any  of  the 
parties  to  the  arrangement. 

21.  The  pharmacist  shall  not  sell  drugs  to 
those  not  entitled  to  purchase  them,  for 
resale  purpose,  thus  enabling  non-phar- 
macists to  obtain  drugs  for  resale  to  the 
public.  He  shall  ever  be  on  the  alert  to 
insure  that  drugs  are  channelled  only  to 
those  authorized  specifically  by  law  and 
shall  report  to  the  proper  authorities  any 
violation  that  comes  to  his  attention. 
Relationship  of  Pharmacists  Towards 

Each  Other  and  the  Profession  at  Large 

22.  The  pharmacist  shall  strive  to  perfect  and 
enlarge  his  professional  knowledge.  He 
shall  endeavor  to  contribute  his  share 
toward  the  scientific  progress  of  his  pro- 
fession and  encourage  and  participate  in 
research,  investigation  and  study. 

23.  The  pharmacist  shall  associate  himself 
with  pharmaceutical  organizations  whose 
aims  are  compatible  with  this  Code  of 
Professional  Practice.  He  shall  contribute 
his  share  of  time,  energy  and  funds  to 
carry  on  the  work  of  these  organizations, 
and  promote  their  welfare.  He  shall  keep 
himself  informed  upon  professional  mat- 
ters by  reading  current  pharmaceutical 
and  medical  literature. 

24.  The  pharmacist  shall  perform  no  act,  nor 
shall  he  be  a party  to  any  transaction, 
which  may  bring  discredit  upon  himself 
or  upon  his  profession  or,  in  any  way 
bring  criticism  upon  it,  nor  shall  he 
criticize  a fellow  pharmacist  or  do  any- 
thing to  diminish  the  trust  reposed  in  the 
practitioners  of  pharmacy. 

25.  The  pharmacist  shall  report  to  the  proper 
authority  without  fear,  favor  or  reserva- 
tion any  corrupt,  illegal,  dishonest  or 
unethical  behavior  on  the  part  of  any 
member  of  the  profession,  any  manufac- 
turer or  supplier. 

26.  The  pharmacist  shall  aid  a fellow  phar- 
macist who  may  request  advice  or  profes- 
sional information  or  who,  in  an  emer- 
gency needs  supplies.  The  pharmacist 
shall  not  aid  any  person  to  evade  legal 
requirements  regarding  character,  time  or 
practical  experience  by  carelessly  or  im- 
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properly  endorsing  or  approving  state- 
ments relating  thereto.  The  pharmacist 
however  shall  not  be  expected  to  continue 
to  supply  products  to  colleagues  who  do 
not  indicate  an  interest  in  maintaining 
adequate  stocks. 

27.  The  pharmacist  shall  not  in  any  ad- 
vertising make  any  reference  to  price  for 
compounding  and/or  dispensing  of  pres- 
criptions or  for  any  drugs  or  medicinals 
that  may  be  used  in  prescriptions. 

28.  The  pharmacist  shall  not  deliberately 
underprice  a prescription  or  a copy  for 
the  purpose  of  injuring  the  reputation  for 
fair  dealing  of  other  pharmacists. 

29.  The  pharmacist  shall  not  loan  his  name. 
Diploma  or  certificate  of  Registration  to 
individuals  or  corporations  to  enable  them 
to  circumvent  any  Pharmacy  Law. 

30.  Moral  turpitude,  drunkenness,  drug  ad- 
diction or  theft  shall  be  considered  a 
breach  of  this  Code. 

31.  No  pharmacist  shall  open  a pharmacy 
where  the  potential  for  practice  would 
lead  to  unprofessional  conduct  in  the  mat- 
ter of  help  and  equipment  (apprentices  or 
unregistered  help  left  in  charge). 

32.  A pharmacist  vacating  a pharmacy  loca- 
tion shall  not  (a)  leave  professional  signs 
displayed,  (b)  leave  dangerous  drugs  or 
poison  in  the  premises. 

It  is  not  implied  by  the  issue  of  this  State- 
ment that  all  matters  which  should  be  the 
subject  of  standards  of  professional  conduct 
are  included,  but  only  those  upon  which  it  is 
considered  that  guidance  is  needed. 

The  practice  of  Pharmacy  is  a profession 
dedicated  to  the  service  of  public  health.  It 
imposes  upon  its  practitioners  the  responsi- 
bility of  observing  the  canons  of  professional 
conduct. 

It  is  the  duty  of  the  profession  to  pro- 
mulgate and  enforce  such  rules  of  conduct 
as  will  serve  the  best  interests  of  the  public 
and  of  the  profession.  For  the  furtherance  of 
these  aims,  this  Code  of  Professional  Practice 
has  been  adopted. 

PHARMACY  PAPER— 

(Continued  from  Page  407) 
suits  have  yet  to  come  from  much  of  this 
continuing,  costly  research.  But  it  is  entirely 
probable  that  some  part  of  it  will  open  new 
fields  of  usefulness  for  these  substances 
which  still  deserve  the  name  of  “miracle 
drugs.” 
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Fellow  Pharmacists: 

Members  of  Retail  Pharmacy  have  always  been  proud  of  their  policy  to  sell  only  the  best 
in  books  and  magazines.  This  seems  to  be  a never  ending  battle  and  we  are  pleased  to  have 
the  support  of  the  newspaper  industry. 

An  excellent  editorial  in  the  Aberdeen  American  News  on  August  3rd  has  brought  public 
attention  to  this  problem  and  favorable  comment  to  the  drug  stores  of  South  Dakota. 

As  an  organization  we  again  are  proud  to  be  a leader  in  the  national  movement  to  dis- 
courage distribution  of  indecent  literature. 


Willis  C.  Hodson 
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Advances  In 
Drug  Research 
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FIBRIN-DISSOLVING  ENZYME 

A new  fibrin-dissolving  enzyme  combined 
with  certain  antibiotics  has  been  used  suc- 
cessfully in  controlling  the  development  and 
spread  of  resistant  bacteria  frequently  found 
in  hospitals,  according  to  a recent  paper  de- 
livered at  the  American  Therapeutic  Society 
meeting  in  Atlantic  City. 

Dr.  James  F.  Connell,  Jr.,  director  of  the 
Burn  Research  Laboratory  at  St.  Vincent’s 
Hospital  in  New  York,  said  the  enzyme  pro- 
moted healing  through  the  rapid  removal  of 
pus  on  the  surface  of  the  body  resulting 
from  wounds,  burns,  ulcers,  abscesses  and 
non-healing  incisions. 

The  enzyme,  Elase  (fibrinuclease,  Parke, 
Davis  & Company),  was  also  used  “without 
undesirable  side  effects”  to  irrigate  abscess 
cavities,  hematomas,  sinus  tracts,  and  in  the 
treatment  of  vaginitis  and  cervicitis. 

“One  of  the  most  important  interesting 
facts  of  this  study,”  “Connell  reported,  “was 
the  discovery  that  Elase  has  a definite  syner- 
gistic effect  when  combined  with  certain 
antibiotics.  This  has  been  helpful  in  control- 
ling the  development  and  spread  of  resistant 
bacteria  so  frequently  found  in  hospitals.” 

Connell,  who  is  also  clinical  instructor  in 
surgery  at  the  New  York  University  School 
of  Medicine,  reported  his  findings  in  a paper, 
“An  Evaluation  of  a New  Fibrinolytic 
Enzyme  — Elase.” 

Elase  is  not  commercially  available. 


Elase,  which  promotes  healing  by  dissolv- 
ing undesirable  exudates  on  body  surfaces, 
and  mucous  membranes,  is  a combination  of 
two  enzymes  . . . fibrinolysin,  which  is  de- 
rived from  bovine  plasma,  and  deoxyribonuc- 
lease, which  is  isolated  in  highly  purified 
form  from  bovine  pancreas. 

On  its  effectiveness  in  promoting  wound 
healing,  Connell  reported  Elase  was: 

1.  Extremely  active  on  fibrinous  purulent 
exudates. 

2.  Effective  when  employed  in  the  treat- 
ment of  vaginitis  and  cervicitis. 

3.  Compatible  with  a number  of  broad- 
spectrum  antibiotics  and  other  enzyme 
substances. 

4.  Non-toxic  when  employed  topically  and 
in  walled  off  body  cavities. 

5.  Very  stable  in  a jelly  base. 

The  report  was  based  on  an  18-month 
study  involving  125  patients  and  a variety  of 
approximately  175  lesions. 

“In  90  per  cent  of  the  patients  selected  for 
therapy,”  Connell  reported,  “the  response 
was  excellent.  Results  were  interpreted  as 
excellent  in  those  patients  with  wounds  re- 
sponding in  24  to  72  hours,  with  removal  not 
only  of  the  necrotic  debris  but  also  showing 
a marked  reduction  in  bacterial  flora.” 

In  cases  of  superficial  second  degree  burns, 
wound  infections,  surface  ulcers,  sinus  tract 
irritations  and  abscess  cavities,  the  enzyme 
was  applied  in  jelly  form  on  the  wound  sur- 
face and  covered  with  gauze  and  taped.  In 
deep  wound  abscesses,  chest  cavities  and  sinus 
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tracts,  rubber  catheters  were  inserted  into  the 
wound.  Elase  in  powdered  form  was  “dis- 
solved  in  saline  to  a final  concentration  of 
0.35  units  per  cubic  centimeter  and  one  per 
cent  concentration  of  the  appropriate  anti- 
biotic administered  at  constant  drip  of  20 
drops  per  minute  or  by  periodic  installation 
every  3 to  4 hours.” 

The  doctor  said  that  further  studies  were  in 
progress. 

REPORT  REVEALS  GRISEOFULVIN 

EFFECTIVE  AGAINST  SUPERFICIAL 
FUNGUS  INFECTIONS 

Further  medical  evidence  that  the  new 
anti-fungal  antibiotic,  griseofulvin,  is  an  ef- 
fective agent  for  the  oral  treatment  of  various 
superficial  fungus  infections,  commonly 
known  as  “ringworm,”  was  presented  re- 
cently in  a paper  read  before  the  annual 
meeting  of  the  American  Dermatological 
Association. 

The  study,  involving  a total  of  114  patients, 
was  reported  by  Dr.  H.  M.  Robinson,  profes- 
sor of  dermatology.  University  of  Maryland 
School  of  Medicine,  and  his  colleagues. 

Fifty-three  of  the  patients  suffered  from 
ringworm  of  the  scalp  (Tinea  capitas),  24  from 
fungal  infection  of  the  nails  (Onychomy- 
cosis), five  of  the  thigh  and  groin  (Tinea 
cruris),  14  of  ringworm  of  the  body  (Tinea 
corporis),  and  18  of  athlete’s  foot  (Tinea 
pedis).  A number  of  different  species  of  fungi 
may  cause  any  of  these  infections. 

The  investigators  concluded  that  “griseoful- 
vin ...  is  effective  on  oral  administration  in 
the  treatment  of  superficial  mycoses  due  to 
M.  audiouni,  M.  canis,  T.  rubrum,  T.  men- 
tagrophytes  and  Epidermophyton  floccosum.” 

Griseofulvin  was  discovered  by  a British  re- 
search team  and  will  be  marketed  in  this 
country  by  Sobering  Corporation  under  the 
name  Fulvicin. 

Ringworm  of  the  scalp  is  the  most  un- 
sightly of  these  infections,  causing  severe 
itching,  loss  of  hair  and  in  many  cases  serious 
emotional  upset.  All  53  patients  with  scalp 
infection  treated  in  the  study  were  either 
cured  or  improved  at  the  time  of  the  report. 
Some  were  still  under  treatment  with  the 
antibiotic. 


Of  the  24  patients  suffering  from  deep  in- 
fection of  the  finger  and  toe  nails,  some  for 
as  long  as  15  years,  all  showed  new  nail 
growth  in  three  to  eight  weeks  on  griseoful- 
vin therapy. 

Infection  of  the  thigh  and  groin  area 
ranged  from  six  months  up  to  15  years  among 
those  studied.  Negative  cultures  were  noted 
in  every  patient  in  four  to  six  weeks. 

Of  the  14  patients  suffering  from  ringworm 
of  the  body  area,  ten  were  infected  with  T. 
rubrum  — varying  in  duration  from  three 
months  to  15  years  — and  four  with  M.  canis 
of  one  to  two  months  duration.  “The  most 
dramatic  effect,”  the  authors  reported,  “was 
obtained  in  those  patients  who  had  exten- 
sive T.  rubrum  infections  involving  large 
portions  of  the  body  for  five  to  15  years. 
In  all  instances  the  itching  subsided  in  from 
one  to  five  days  and  clinical  improvement 
became  apparent  in  one  week.” 

The  18  patients  suffering  from  athlete’s  foot 
(Tinea  pedis)  were  infected  with  T.  rubrum, 
T.  mentagrophytes  or  E.  floccosum.  Only  one 
of  these  cases  was  of  less  than  a year’s  dura- 
tion, and  the  others  ranged  upward  to  15 
years.  Symptoms  began  to  subside  in  five  to 
14  days  after  initiation  of  oral  griseofulvin 
therapy,  and  clinical  improvement  was  noted 
after  two  weeks. 

Clinical  cures  were  recorded  in  nine  of 
these  patients,  while  the  other  nine  had 
showed  “marked  improvement,”  but  were 
still  under  treatment  at  the  time  of  the  re- 
port. 

Reported  the  investigators:  “Hemograms, 
urinalysis,  liver  function  studies  and  clinical 
observations  performed  before,  during  the 
treatment  course,  and  after  completion  of 
griseofulvin  therapy  did  not  reveal  any  ab- 
normalities. One  patient  complained  of  mild 
diarrhea  but  it  was  not  severe  enough  to 
necessitate  termination  of  treatment.  Three 
patients  with  a history  of  penicillin  sensi- 
tivity failed  to  develop  an  adverse  reaction 
griseofulvin  administration.” 

Griseofulvin  was  isolated  from  Penicillium 
griseofulvum  in  1939. 

NEW  ANTI  DEPRESSANT  DESCRIBED 

A new,  safe  and  highly  effective  anti-de- 
pressant, for  use  in  simple  depressions,  was 
described  recently  by  Dr.  L.  Earle  Arnow, 
president  of  the  Warner-Lambert  Research 
Institute  of  Morris  Plains,  N.  J. 
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The  new  drug,  to  be  known  as  Nardil,  has 
been  found  to  be  most  useful  in  the  fre- 
quently seen  true  depressions.  These  are  the 
so-called  “endogenous  depressions”  which  are 
not  caused  by  apparent  outside  events,  such 
as  death  of  a loved  one,  loss  of  money,  and  so 
on.  Instead,  the  endogenous  depression 
seems  to  be  caused  by  a dysfunction  within 
the  patient’s  own  body.  Overt  endogenous 
depression  is  characterized  by  symptoms  of 
sadness,  poor  judgment,  lack  of  appetite, 
irritability,  insomnia,  worry  and  feeling  of 
guilt.  It  is  found  both  in  hospitalized  and 
non-hospitalized  patients. 

In  his  paper,  read  before  the  American 
Therapeutic  Society,  Dr.  Arnow  indicated 
that  an  analysis  of  580  cases  reported  by  16 
investigators  showed  Nardil  to  be  effective  in 
84  per  cent  of  the  depressed  patients  treated. 
Improvement  usually  occurred  in  a week, 
with  maximal  benefit  achieved  several  weeks 
later. 

Side  effects  from  Nardil  therapy  are  oc- 
casional and  transient,  and  no  evidence  of 
toxicity  has  been  reported.  “None  of  the  72 
investigators  reported  positive  clinical  or 
laboratory  evidence  of  liver,  kidney  or  other 
organ  damage,”  Dr.  Arnow  reported. 

The  generic  name  of  the  new  drug  is 
phenalzine  dihydrogen  sulfate,  and  its  chem- 
ical name  is  beta-phenylethylhydrazine.  Dr. 
Arnow  described  it  as  a “rapidly-acting,  long- 
lasting  monoamine  oxidase  inhibitor.”  It  is 
believed  to  restore  depressed  patients  to  nor- 
mal by  raising  brain  levels  of  certain  amines, 
which  are  simple  protein-like  substances. 
Under  investigation  in  human  patients  since 
1957,  Nardil  has  just  been  made  available  for 
use  by  the  medical  profession  by  Warner- 
Chilcott  Laboratories. 

NEW  TETRACYCLINE  ANTIBIOTIC 

A new  antibiotic  of  the  broad-spectrum 
tetracycline  family  has  been  shown  to  be 
more  effective  against  test  bacteria  than  any 
of  its  predecessors. 

Drs.  Hans  A.  Hirsch  and  Maxwell  Finland 
of  Harvard  Medical  School  reported  in  the 
May  28  issue  of  the  New  England  Journal  of 
Medicine  that  demethylchlor  tetracycline 
(DMCT),  tested  against  three  disease-causing 
organisms,  showed  higher  antibacterial  ac- 
tivity for  longer  periods  of  time  than  two  of 
its  chemical  relatives,  chlortetracycline  and 
oxytetracycline. 


The  investigators  refer  to  a previous  Har- 
vard study  by  Dr.  Finland  and  Dr.  Calvin  M. 
Kunin,  which  showed  DMCT  to  be  superior 
in  antibacterial  activity  also  to  tetracycline, 
now  the  most  widely-used  broad-spectrum 
antibiotic. 

For  both  tests,  the  organisms  used  were 
Streptococcus  98,  Staphylococcus  209P,  and 
Bacillus  cerus  5,  all  of  which  are  sensitive  in 
varying  degrees  to  all  drugs  tested  in  these 
studies. 

DMCT  was  developed  by  Lederle  Labora- 
tories Division,  American  Cyanamid  Com- 
pany. 

In  the  newly-published  study,  the  Harvard 
investigators  administered  the  new  antibiotic 
and  its  two  close  relatives  orally  to  eight 
normal,  healthy  men  at  weekly  intervals. 
Each  subject  received  each  compound  during 
the  course  of  the  study.  Blood  samples  were 
taken  at  regular  intervals  after  administra- 
tion of  each  dose  and  were  measured  for  the 
amounts  of  antibiotic  they  contained  and  for 
their  effectiveness  against  the  test  organisms. 

The  investigators  found  that  in  addition  to 
giving  uniformly  higher  levels  of  antibac- 
terial activity  than  previous  broad  spectrum 
antibiotics,  DMCT  sustains  antibacterial  ac- 
tivity in  the  blood  for  24  to  48  hours  longer 
than  either  chlortetracycline  or  oxytetra- 
cycline. 

NEW  DRUGS  FOR  ARTHRITIS, 
SKIN  DISEASE 

Development  of  three  new  cortisone-like 
drugs  of  tremendously  enhanced  potency, 
which  could  prove  superior  to  compounds  in 
present  use  in  the  treatment  of  skin  and  aller- 
gic diseases,  rheumatoid  arthritis  and  blood 
disorders,  was  reported  in  June. 

The  new  compounds,  synthesized  in  the 
laboratories  of  The  Upjohn  Company,  Kala- 
mazoo, Michigan,  were  described  for  the  first 
time  in  a communication  in  the  June  issue  of 
the  Journal  of  the  American  Chemical  So- 
ciety by  Dr.  William  P.  Schneider,  Frank  H. 
Lincoln,  George  B.  Spero,  John  L.  Thompson 
and  Dr.  Herbert  C.  Murray.  Preliminary 
clinical  evaluations  of  the  new  drugs  are  now 
under  way. 

Identified  as  6 alpha-fluoro-16  alpha-methyl 
corticoids,  the  new  compounds  belong  to  a 
class  of  hormone  drugs  know  as  corticos- 
teroids. Some  corticosteroids  (such  as  corti- 
sone and  hydrocortisone)  are  produced  by  the 
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adrenal  glands.  But  in  recent  years  man- 
made improvements  on  the  naturally-occur- 
ring forms  of  these  hormones  have  led  to 
dramatic  improvements  in  the  therapy  of  a 
host  of  diseases. 

Chemists  in  both  industrial  and  academic 
laboratories  around  the  world  have  been  en- 
gaged in  the  search  for  the  ideal  corticos- 
teroid — one  with  great  potency  in  control- 
ling inflammation  and  no  adverse  side  effects- 
since  the  isolation  of  cortisone  in  1949  in- 
dicated the  great  therapeutic  role  for  these 
drugs  in  the  fight  against  disease. 

One  of  the  new  compounds  (U-18,404)  was 
found  to  be  approximately  700  times  as  potent 
as  hydrocortisone  by  tests  commonly  used  to 
determine  activity  of  corticosteroids. 

These  tests  (liver  glycogen  deposition 
assays)  were  reported  to  have  demonstrated 
that  the  other  compounds,  U-11,893  and  U-M,- 
766,  were  about  40  and  160  times,  respectively, 
more  active  than  hydrocortisone. 

The  new  drugs,  it  was  noted,  are  the  re- 
sults of  ingenious  chemical  “architecture.” 
They  have  a fluorine  atom  substituted  at  one 
key  position  (6)  and  a methyl  group  at  an- 
other (16)  in  the  structure. 

Two  important  earlier  research  contribu- 
tions were  vital  in  the  newly-reported  syn- 
thesis. Upjohn  research  scientists  discovered 
that  microbes  could  be  used  to  accomplish 
complex  chemical  operations  beyond  the  skill 
of  human  chemists  in  the  production  of 
hormone  drugs.  This  discovery  broke  the 
cortisone  bottleneck  in  1952  and  freed  the 
production  of  corticosteroids  from  the 
shackles  of  uncertain  and  costly  raw  ma- 
terials, since  the  microbes  worked  just  as 
efficiently  with  such  simple  starting  ma- 
terials as  ergosterol  prepared  from  yeast, 
stigmasterol  from  soy  bean  oil,  or  diosgenin 
from  the  Mexican  yam. 

Insertion  of  a methyl  group  in  the  “arch- 
itectural” structure  of  a corticosteroid  (the  2- 
methyl  corticoids  in  1955)  paved  the  way  later 
for  6-methylprednisolone  (Medrol)  currently 
used  in  the  treatment  of  rheumatic  diseases, 
skin  and  allergic  disorders  and  blood  diseases. 
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FIRE 

PREVENTION 

is  the  ‘theme’  we  would  like 
to  stress  for  October,  month 
of  annual  Fire  Prevention 
Week.  The  prevention  of 
fire  on  store  premises  aids 
immeasurably  in  keeping 
insurance  rates  low.  Make 
it  a point,  during  October, 
to  correct  dangerous  fire 
hazards,  such  as  faulty 
heating  equipment,  over- 
loaded electric  circuits, 
flammable  trash,  etc.  Such 
action  can  prevent  a disas- 
trous fire.  Finally,  make 
sure  your  insurance  cover- 
age measures  up  to  inven- 
tory and  increased  replace- 
ment coats. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 


a 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


You’d  give  him  the  world,  if 
you  could.  A free  and  happy 
world  to  learn  in.  A world  of 
peace,  where  he  can  grow 
up,  free  of  fear. 

But  peace  takes  more  than 
wanting,  these  days.  It  takes 
a lot  of  doing,  too.  And  peace 
costs  money. 

Money  for  strength  to  keep 
the  peace.  Money  for  science 
and  education  to  help  make 
peace  lasting.  And  money 
saved  by  individuals,  to  keep 
oiu  economy  sound. 

You  can  do  something 
about  this.  Every  U.S.  Sav- 
ings Bond  you  buy  helps 
provide  money  for  America’s 
Peace  Power — to  help  us  keep 
the  things  worth  keeping. 

Why  not  buy  a few  extra, 
in  the  months  to  come? 

Photograph  by  Harold  Halma 

HELP  STRENGTHEN  AMERICA'S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 
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36  REGISTERED 

AS  PHARMACISTS 

Thirty-six  persons  tested 
in  June  have  been  registered 
and  certified  as  pharmacists, 
according  to  Bliss  C.  Wilson, 
secretary  of  the  South  Da- 
kota Board  of  Pharmacy. 

The  newly  registered  phar- 
macists were  a portion  of  the 
92  South  Dakota  State  Col- 
lege graduates  of  the  Di- 
vision of  Pharmacy  exam- 
ined for  licensure.  Of  this 
number  70  of  the  students 
are  1959  graduates  and  rep- 
resent the  largest  group  ever 
examined  by  the  board. 

Fifty-six  of  those  examined 
took  the  written  examination 
only  and  after  completion  of 
the  internship  requirements 
will  return  for  the  practical 
examination. 

Those  registered  included: 

VJallace  Arneson,  Tulare; 
James  R.  Beck,  Olivia,  Minn.; 
Dennis  M.  Dargen,  Sioux 


Falls;  Richard  M.  Dudek,  St. 
Peter,  Minn.;  Marvin  E.  Foss, 
Aurora,  111.;  Robert  L.  Gregg, 
White  River;  Charles  C.  Gro- 
ver, Sturgis;  Charles  L. 
Hinze,  Burke;  Larry  D.  Hol- 
liday, Brookings;  Deraid  R. 
Hughes,  Gettysburg;  Michael 
F.  Jenson,  Madison;  Dean  A. 
Johnson,  Yankton;  Jacob  P. 
Kemen,  Madison,  Minn.; 
Daniel  O.  Lassegard,  Alexan- 
dria; Mickey  M.  Mundorff, 
Mitchell;  Ronald  C.  Owens, 
Mitchell;  William  T.  Peder- 
son, Garretson;  Dale  L. 
Pence,  York,  Nebr.;  Phillip 
J.  Pickert,  Corsica;  Ronald  L. 
Rames,  Watertown;  Mervin 
J.  Schafer,  Elkton;  John  P. 
Scheuren,  Yankton;  Arthur 
J.  Watson,  Sioux  City;  Clar- 
ence R.  Willardson,  Worth- 
ington, Minn.;  Jerome  E. 
Wing,  Aberdeen;  Douglas  L. 
Berkley,  Aberdeen;  Allen  J. 
Kent,  Jefferson;  Robert  N. 
Lazarus,  St.  Paul;  Vernon  G. 
Olson,  Wessington  Springs; 
Mary  B.  Ommen,  Chamber- 
lain;  Martha  G.  Ostrem, 


Sioux  Falls;  Stanley  W. 
Petrik,  Rapid  City;  James  W. 
Roemen,  Rock  Rapids,  Iowa; 
Donald  W.  Roloff,  Heron 
Lake,  Minn.;  James  C. 
Rutherford,  Winner;  Jack  D. 
Winder,  Britton. 


NATIONAL  SPEAKERS 
ADDRESS  N.A.R.D. 

Speakers  of  national  prom- 
inence will  be  featured  at  the 
1959  convention  of  the  N.A.- 
R.D.  to  be  held  September 
20th  through  the  24th  at  the 
Kiel  Auditorium,  St.  Louis, 
Mo.  Included  among  the 
headline  speakers  will  be 
Senators  Stuart  Symington 
of  Missouri  and  Thomas 
Kuchel  of  California,  Repre- 
sentative Oren  Harris  of  Ar- 
kansas (sponsor  of  the  na- 
tional fair  trade  bill  inden- 
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tified  as  H.R.  1253),  Congress- 
man Charles  A.  Halleck  of 
Indiana  (minority  leader  of 
the  House)  and  Wright  Pat- 
man of  Texas.  David  W. 
Kendall,  special  counsel  to 
the  President  of  the  United 
States,  will  deliver  a sig- 
nificant message  to  the  in- 
dependent druggists  of  the 
country.  Harry  J.  Loynd, 
president  of  Parke,  Davis  & 
Company,  will  be  one  of  the 
featured  speakers  on  the  pro- 
gram of  the  convention. 

The  participants  of  an 
afternoon  discussion  on  how 
to  merchandise  in  depth  will 
be  Henry  H.  Henley,  vice- 
president  of  McKesson  & 
Robbins  (moderator);  James 
N.  Cooke,  president  of  Glen- 
brook  Laboratories;  Alston 
Rodgers,  official  of  the  Gen- 
eral Electric  Company;  Wil- 
liam L.  Stensgaard,  president 
of  W.  L.  Stensgaard  Com- 
pany; and  Charles  R.  Beall, 
vice-president  of  McKesson 
& Robbins. 

The  second  afternoon  dis- 
cussion will  be  devoted  to  the 
drug  store  services  of  phar- 
macy. Henry  DeBoest,  execu- 
tive director  of  sales,  Eli 
Lilly  & Company,  will  be  the 
moderator.  The  speakers  on 
the  panel  will  be  Robert  A. 
Hardt,  president  of  Armour 
Pharmaceutical  Company; 
Eugene  Menges,  official  of 
the  National  Cash  Register 
Company;  O.  M.  Lang,  prom- 
inent drug  store  owner  of 
Houston,  Texas;  and  E. 
James  Kuhnheim,  district 
sales  manager  of  McKesson 
& Robbins. 


Officials  of  the  South  Dakota  Board  of  Pharmacy  examining  the 
credentials  of  candidates  for  licensure  are:  Left  to  Right,  Secretary 
Bliss  C.  Wilson,  Pierre;  Roger  Eastman,  Platte;  Harold  Mills,  Rapid 
City,  and  President  Tom  Plaggar,  Watertown. 


Women  graduates  of  the  Division  of  Pharmacy,  SDSC,  who  took  the 
South  Dakota  Board  of  Pharmacy  Examinations.  Sitting  Left  to 
Right:  Faye  Stephens,  Rhoda  Howson,  Greta  Houtman,  Martha 
Ostrem,  Elaine  Cartwright,  Linda  Rames.  Standing  Left  to  Right: 
Mary  Ommen,  Kay  Coffield,  Mary  Rahilly,  Connie  Serie,  Donalene 
Larson,  Yun  Teh  Shen. 
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NOW  SHE 
CAN  COOK 
BREAKFAST 
AGAIN 


...WHEN  YOU  PRESCRIBE  NEW 


MORNIDINE 

(BRAND  OF  PIPAMAZINE) 


A new  drug  with  specific  effectiveness  in  nausea 
and  vomiting  of  pregnancy,  Mornidine  elimi- 
nates the  ordeal  of  morning  sickness. 

With  its  selective  action  on  the  vomiting  cen- 
ter, or  the  medullary  chemoreceptor  “trigger 
zone,”  Mornidine  possesses  the  advantages  of 
the  phenothiazine  drugs  without  unwanted 
tranquilizing  activity. 

Doses  of  5 to  10  mg.,  repeated  at  intervals  of 


six  to  eight  hours,  provide  excellent  relief  all 
day.  In  patients  who  are  unable  to  retain  oral 
medication  when  first  seen,  Mornidine  may  be 
administered  intramuscularly  in  doses  of  5 mg. 
(1  cc.). 

Mornidine  is  supplied  as  tablets  of  5 mg.  and 
as  ampuls  of  5 mg.  (1  cc.) . 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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YESPRIN 

SQUIBB  TRIFLUPROMAZINE  HYDROCHLORIDE 


made  the  difference 


in  anxiety  and  tension  states  / psychomotor  agitation  / 


phobic  reactions  / obsessive  reactions  / senile  agitation 
/ agitated  depression  / emotional  stress  associated  with  a 


wide  variety  of  physical  conditions 


In  the  patient  with  anxiety  and  tension  symptoms  — Vesprin  calms  him  down  without  slowing  him 
up... and  does  not  interfere  with  his  working  capacity.  Vesprin  permits  tranquilization  without 
oversedation,  lethargy,  apathy  or  loss  of  mental  clarity.^ 

And  Vesprin  exhibits  an  improved  therapeutic  ratio  — enhanced  efficacy  with  a low  incidence  of 
side  effects;  no  reported  hypotension,  extrapyramidal  S5miptoms,  blood  dyscrasia  or  jaundice  in 
patients  treated  for  anxiety  and  tension.*  -'^ 

dosage:  for  “round-the-clock”  control  — 10  mg.  to  25  mg.,  b.i.d.;  for  “once-a-day”  use  — 25  mg. 
once  a day,  appropriately  scheduled,  for  therapy  or  prevention,  supply:  Oral  Tablets,  10,  25  and 
50  mg.,  press-coated,  bottles  of  50  and  500;Emulsion  (Vesprin  Base)  — 30  cc.  dropper  bottles 
and  120  cc.  bottles  (10  mg./cc.).  references:  1.  Stone,  H.H.:  Monographs  on  Therapy  5:1 
(May)  1958.  2.  Reeves,  J.E.  Postgrad.  Med.  24:687  (Dec.)  1958.  3.  Burstein,  F.:  Clinical 
Research  Notes  2:3,  1959.  4.  Kris,  E.:  Clinical  Research  Notes  2:1,  1959.  'vesprin®*  is  a souibb  Tr»dem»ri. 

Vesprin-the  tranquilizer  that  fills  a need  in  every  major  area  of  medical  practice 


Squibb 

Squibb  Quality  — 
the  Priceless  Ingredient 
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WHENEVER  COUGH  THERAPY  IS  INDICATED 


SYBUP 


THE 


Rx  FOR  COUeH  CONTROL 


Jt  ® 


cough  sedative/ mtikutamme / expectorant 

• relieves  ceufh  and  associated  syinptoffis 

in  15->20  minutes  • effective  for  6 hours  or  longer 
'•  promotes  expectoration  • rarely  constipates 

* agreeably  clmrry.liavored 

' Each  teaspooiiful  (S  cc.)  contains:  ■ 

Hycodan® 

Dihydrocodeifione  fiitarfcate  ..  5 mg.  1 
CWsrnmg;  May  be  hablt-fosmiag)  > 6.5  mg. 

Homatropifie  Methylbromide  ■ 1.5  mg,  / 

Pyrtlamifte  Maleate  . ...  12.5  mg. 

Arnmonlum  eWoride  . . 60  mg. 

Sddjym  Citrate  85.  mg.  ■ 


Supplied;  As  a pteasarsttp^alce  j^yrup.  May  be  habit- 
forming. Federal  law  permlte  oral  prescription.' 


Literature 
on  request 

ENDO  LABORATORIES  Hill  18,  New  York 


U.S.PM.2,6SO,4eO 


outer  layer 


disintegrates  rapidly 
to  induce  relaxation 
and  Sleep  ^ 


inner  core 


sleep  continues 
smoothly  as  inner 
core  dissolves  • 


Each  Nebraiin  timed-release 
tablet  contains; 

Dorsital* 90 1 

. Warning:  May  be  habit  forming 

Mephenesin 425 1 

*Dorsey  brand  of  pentobarbital 


CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 

Dosage:  One  or  two  tablets  Vs  hour 
before  retiring. 


s'  ' : . 

timed-release  tablet 

' ' 

I- 


timed-release  action  for  a full  nighfs  sleep 

®-  NEBRALIN  is  designed  to  duplicate  the  normal  sleep  pattern, 
it, encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension” 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,'  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.'- “ Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,-*  assuring  your  patients  refreshed  awakenings 
without  “morning  hangover.” 


1 Schlesinger,  E.  B.;  Tr.  New  York  Acad.  Sc.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J.  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.;  Pharmacol.  Rev.  1:243,  1949. 


SMiTH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difficulties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 


MM -859a 

PHYSICIANS  & HOSPITALS  SUPPLY  CO. 


1400  Harmon  Place,  Minneapolis  3,  Minnesota 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 


WHENEVER  SULFAS  ARE  INDICATED  ® 

KYNEX 

Sulfamethoxypyrldazine  Lederle 

0.5  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Now  York  ✓ 


Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 

Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 
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OKU  PPICILIU: 

miPociLiir-m 


Potassium  Penicillin  V 


Supplied:  CompociUin-VK  Filmtabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  Compocillin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-swalloio  Filmtabs®  in  tasty, cherry -flavored^  Oral  Solution 
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loosen  the  noose  of  fear 
in  bronchial  asthma 

VISTARIL 

hydroxyzine  pamoate 


. . . unties  the  mental  and  'physical  knot  • tranquilizes  anxious  asthmatics  • relieves 
apprehension  • relaxes  muscular  tension  ♦ supplements  anti-asthmatic  medication 

Vistaril  was  designated  as  a psychotherapeutic  antihistamine  by  the  A.M.A.  Council  on  Drugs  in 
1958.  A professional  information  booklet  providing  complete  details  on  Vistaril  is  available  on 
request. 

Suggested  oral  dosa(7e  — adjust  according  to  response:  Adults,  50  mg.  q.i.d.,  initially.  Children  over 
6,  50-100  mg.  daily  in  divided  doses.  Children  under  6,  50  mg.  daily  in  divided  doses. 

Supplied  as  Capsules  — 25,  50,  and  100  mg. ; bottles  of  100  and  500. 

Oral  Suspension  — 25  mg.  per  teaspoonful  (5  cc.) ; 1 pint  bottles. 

Parenteral  Solution  (as  the  HCl)  — 25  mg.  per  cc. ; 10-cc.  vials  and  2-cc.  Steraject®  Cartridges. 

, TM 

PFIZER  LABORATORIES,  Div.,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y.  Science  for  the  world's  well-being 
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In  the  menopause... 

transition  without  tears 


Milprem  promptly  relieves  emotional  distress 
with  lasting  eontrol  of  physical  symptoms 


Milprenr 

MlItown®+conjugated  estrogens  (equine) 

Supplied  in  two  potencies  for  dosage  flexibility: 

MILPREM-400,  each  coated  pink  tablet  contains  400  mg.  Miltown 
(meprobamate)  and  0.4  mg.  conjugated  estrogens  (equine). 

M I LPREM  -200,  each  coated  old-rose  tablet  contains  200  mg. 
Miltown  and  0.4  mg.  conjugated  estrogens  (equine). 

Both  potencies  in  bottles  of  60. 

Literature  and  samples  on  request. 


In  Milprem  starts  to  ease  anxiety  and 

depression.  It  relieves  insomnia,  relaxes  tense  muscles; 
alleviates  low  back  pain  and  tension  headache.  As  the 
patient  continues  on  Milprem,  the  replacement  of  estrogens 
checks  hot  flushes  and  other  physical  symptoms. 

Easy  dosage  schedule:  One  Milprem  tablet  t.i.d. 
in  21 -day  courses  with  one-week  rest  periods;  during  the 
rest  periods,  Miltown  alone  can  sustain  the  patient. 


CHP>9224-69 


WALLACE  LABORATORIES.  New  Brunswick,  N.  J. 


1 


. . . and  one  to  grow  on 


B 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDisoL  is  crystalline  vitamin  Bjo,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 

Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


REDISOL* 

cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


I 
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provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED 

KYNEX 


Sulfamethoxypyrida2ine  Lederle 


0.6  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ ^ 


BLUE  SHIELD  AND  THE  NEW 
CHALLENGE 


The  American  doctor’s  eternal  struggle  to 
preserve  his  professional  freedom  is  now 
being  waged  in  a new  arena.  Ten  years  ago, 
the  big  question  was  whether  medicine  could 
develop  a viable  prepayment  program  by  its 
own  voluntary  effort,  aided  by  labor,  manage- 
ment and  local  community  leaders.  The  al- 
ternative then  was  the  threat  of  compulsory 
health  insurance,  governmentally  operated 
and  controlled. 

The  product  of  our  initiative  — and  of  the 
people’s  tremendous  response — is  the  vast 
Blue  Shield-Blue  Cross  complex,  supple- 
mented by  a tremendous  expansion  of  the 
insurance  industry’s  effort  in  this  field. 

(Continued  on  Page  98) 


in  Acne 

Routine  cleansing  with  pHisoHex  augments 
standard  acne  therapy.  “No  patient  failed  to 
improve.”!  pHisoHex  helps  check  the  infec- 
tion factor  in  acne.  Used  exclusively  and  fre- 
quently, it  will  keep  the  skin  surface  virtually 
sterile.  Contains  3 per  cent  hexachlorophene. 


{antibacterial  detergent,  nonalkaline.  nonirritating,  hypoallergenic) 

tips  the  balance  for  superior  results 


LABORATORIES 
New  York  18,  N.  Y. 


1.  Hodges,  F.T.: 
fiP  14:86,  Nov.,  195S. 
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I aLittle  mother,  just  ' 

i ONE  1 

i BONADOXIN*  i 

'j  tablet  stops  morning  sickness  i 
\ (you  take  it  at  bedtime)^^  j 


r^'  *■ 
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The  formula  tells  why  BONADOXIN  quickly  stops  nausea  and  vomiting  of 
pregnancy  in  9 out  of  10  cases.*  Each  tiny  BONADOXIN  tablet  contains: 
Meclizine  HCI  (25  mg.)  for  antinauseant  action  / Pyridoxine  HCl  (50  mg.)  for  metabolic  replacement 
More  than  60,000,000  tablets  prescribed  and  taken.  Toxicity  low,  tolerance 
excellent.  In  bottles  of  25  and  100.  Usual  dose:  one  tablet  at  bedtime;  severe 
cases  may  require  another  on  arising.  See  PDR,  p.  779. 

BONADOXIN  also  effectively  relieves  nausea  and  vomiting  associated  with: 
anesthesia,  radiation  sickness,  Meniere’s  syndrome,  labyrinthitis,  cerebral 
arteriosclerosis  and  motion  sickness. 


After'  Baby  Comes 

For  infant  colic,  try  antispas- 
modic  BONADOXIN  Drops... 
stop  colic  in  7 out  of  8 cases.* 

Each  cc.  contains: 

Meclizine  8.33  mg.  / Pyridoxine  16.67  mg. 
See  PDR,  p.  779. 

^^Bibliography  available  on  request. 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being 


new  hope  for  fetal  salvage 

DEL/ 


The  results  of  administering  Delalutin 
before  the  12th  week  of  gestation  to  82 
women  with  habitual  abortion  were  reported 
recently  by  Reifenstein'  in  a compilation  of 
data  supplied  by  45  investigators.  Every 
patient  had  experienced  at  least  three  con- 
secutive abortions  immediately  preceding 
the  treated  pregnancy.  More  than  68%  of 
these  women  were  delivered  successfully  and 
uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with 
threatened  abortion,  found  that: 

37%  of  73  pregnancies  were  carried  to 
term  without  progestational  therapy 

64%  of  42  pregnancies  were  salvaged 
by  progesterone 

83%  of  73  pregnancies  were  salvaged 
by  Delalutin 

Eichner,^  found  that  in  Delalutin-treated 
women,  fetal  salvage  of  infants  below  term 


weight  (1000  to  2000  gm.)  was  significantly 
improved.  108  (76%)  of  142  babies  of  this 
birth  weight  survived  without  mothers  receiv- 
ing progestational  therapy,  while  16  (100%) 
of  16  babies  of  this  birth  weight  survived  with 
mothers  receiving  Delalutin  therapy.  A com- 
parison study  was  made  of  a group  of 
repeated  aborters  treated  with  Delalutin, 
and  a group  with  a similar  history  treated 
with  bed  rest  and  sedation.^  Pregnancy 
salvage  with  Delalutin  was  twice  that  of  the  ' 
control  group.  Delalutin  was  found  to  be 

“highly  active”,  well-tolerated  and  long- 

. 

acting. 

According  to  Tyler  and  Olson,®  “These 
qualities  of  prolonged  action  and  relative 
freedom  from  local  reactions  make 
[Delalutin]  a generally  more  desirable 
therapeutic  agent  for  intramuscular  use 
than  progesterone  . . . 


DELALUTIN  BABIES  WHOSE  MOTHERS  WERE  HABITUAL  ABORTED 


William  Peller 
Skokie,  111. 


Randy  Sinis 
Denver,  Colo. 


Richard  Miller 
Denver,  Colo. 


Mary  Ann  Crihben 
Garden  City,  N.  Y. 


Amy  Sue  Greenman 
Lincolnwood,  III. 


Scott  Knudsen  ' ' 
Norwich,  Vt, 


Rejerences:  1.  Reifenstein,  E.  C.  Jr.:  Annals  N.  Y.  Acad.  Sc.  71:762  (July  30)  1958.  2.  Boschann, 
H'W. : ibid.,  p.  727.  3.  Eichner,  E. : ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  P. : Am.  J.  ObsC.  & Gynec.  76  :279,  1958.  5.  Tyler,  E.  T.,  and  Olson,  H.  J. : J.A.M.A.  169  :1843,  1959. 


improved 


:.UTIN 


progestational 

therapy 


SOUIBB  hydroprocesterone  caproate 


DELALUTIN  offers  these  advantages  over  other  progestational  agents: 

• l(jng-acting  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured 

secretory  endometrium 

• np  androgenic  effect 

• njore  concentrated  solution  requiring  injection  of  less  vehicle 

• upusually  well-tolerated,  even  in  large  doses 

• fqwer  injections  required 

• Iqw  viscosity  makes  administration  easier 

DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  postpartum  after- 
pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine  bleeding  not  associated 
witlj  genital  malignancy;  infertility  with  inadequate  corpus  luteum  function;  production  of 
secretory  endometrium  and  desquamation  during  estrogen  therapy;  premenstrual  tension; 
dysmenorrhea;  cyclomastopathy,  mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  dosage: 

Because  of  its  low  viscosity,  Delalutin  may  be  admin- 
istered with  a small  gauge  needle  ( deep  intragluteal 
injection).  Complete  information  on  administration 
and  dosage  is  supplied  in  the  package  insert. 


Supply: 

Delalutin  is  available  in  vials  of  2 and  10  cc., 
each  containing  125  mg.  of  hydroxyproges- 
terone  caproate  in  sesame  oil,  and  benzyl 
benzoate. 


gh  of  these  healthy,  normal  babies  was  born  by  a mother  with  a documented  previous  history 
true  habitual  abortion,  who  was  treated  during  her  most  recent  pregnancy  with  DELALUTIE. 


'Jina  Rutkowski 
Roselle,  III. 


IL- 

J 

lanne  Verderosa 
Seajord,  N.  Y. 


Rosanne  Guberman 
Elmont,  L.I.,  N.  Y. 


J.  Gettemy 
Hartford,  Conn. 


Kenneth  Michael  Simonson 
Denver,  Colo. 


Karen  Mary  Nederman 
East  Williston,  N.  Y. 


Daniel  A.  Fabrizio,  Jr. 
No.  Massapequa,  L.I.,  N.  Y. 


SqyiBB 


Squibb  Quality-- the  Priceless  Ingredient 

'oeLAUUTlN'®  iS  A SQUIBB  TRAOEMARtC 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’’'’ Studies  performed  in  conjunction  with 
gastrectomy'*-*  and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^  '*  * This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.-* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours 
after  being  mixed  into  water. 


Calurin  crystals  in  solution  one  min- 
ute after  being  mixed  into  water. 


CALURIN 

STABLE  SOLUBLE  C A LC I U M - AC  ETYLS  A LI  C YL  AT  E - C A R B A M 1 D E 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours." 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  Irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired  — an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Va  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES:  1.  \Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955.  5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet 
1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant.  Gastroenterology  33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff, 

H. :  Salicylate  therapy  in  rheumatic  diseases.  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco,  Calif.,  June,  1958.  8.  Batter- 

man,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.:  Laboratory 
and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin 
plain  and  buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of 
acetylsalicylic  acid  or  calcium  acetylsalicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharma- 
cology, Geo.  Washington  Univ.  School  of  Medicine,  Washington,  D.  C.,  Sept.  5,  1958.  ♦trademark 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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with 


build  appetite 


B complex 
vitamins 


prevent 

nutritional 

anemia 


with  ferric  pyrophosphate 
a form  of  iron 
exceptionally 
well -tolerated 


A 

‘V 


in  taste-temptbu} 
cherry  ftavor 

Average  dosage,  1 teaspoonful 
(5  cc.)  contains; 


l-LySine  HCI 300  mg. 

Vitamin  B12  Crystalline  ...  25  mcgm. 

Thiamine  HCI  (Bi) lO.mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 75% 


Bottles  of  4 and  16  fl.  oz. 


promote 
protein  uptake 

with  the 

potentiating  effect 
of  1-Lysine  on 
low-grade 
protein  foods 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


nauseated  or  vomiting  patients 
respond  quickly  and  routinely  to 


MUCH  MORE  ACTIVE  ANTIEMETIC  effect  per  milligram 
dosage  than  with  other  phenothiazines 

MINUS  the  danger  of  significant  hypotensive  reaction 
PLUS  maintenance  of  alertness  and  regular  activity 
MINUS  pain  or  irritation  on  deep  IM  injection 

PLUS  convenient  administration  with  one  of  5 dosage  forms 
(Trilafon  Injection,  Suppositories,  Syrup,  Repetabs,®  Tablets) 

PROVED  CONTROL  OF  VOMITING  OR  NAUSEA 

ASSOCIATED  WITH 

INFECTION 

(e.g.,  gastroenteritis,  pyelitis) 

DRUG  THERAPY 

(e.g.,  digitalis,  nitrogen  mustard,  aminophylline) 

TOXICOSIS 

(e.g.,  uremia,  diabetic  acidosis,  leukemia, 
carcinomatosis) 


4 


MORNING  SICKNESS 
HYPEREMESIS  GRAVIDARUM 
OPERATIVE  PROCEDURES 
MENIERE’S  SYNDROME 
RADIATION  SICKNESS 
PSYCHOGENIC  PHENOMENA 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


44 


S.D.J.O.M.  SEPTEMBER  1959  - ADV. 


UNIQUE 

ANTIARTHRITIC. 

ACTIVITY 


CLINICALLY 

PROVEN... 

POTENT.. .SAFE... 


T.  M. 


BRAND  OF  CHOLINE  SALICYLATE.  PATENT  PENDING 


LIQUID 


“Our  most  striking  case  was  that  of  a 55  year  old  white  male  with  rheumatoid  arthritis, 
steroid  intoxication,  duodenal  ulcer,  taking  40  mg.  triameinalone/ day.  He  is  now  on  Choline 
Salicylate  [Arthropan]  alone  and  has  returned  to  work.’’^ 

“In  a group  of  patients  who  habitually  develop  gastric  distress  to  moderate  dosages  of 
aspirin ...  all  tolerated  the  new  preparation  [Arthropan]  exceedingly  well...”^ 

“Patients  who  had  been  taking  steroid  preparations  before  using  Choline  Salicylate 
[Arthropan]  were  able  to  reduce  the  doses  (of  steroid)  and  in  some  instances  to  discontinue 
it  entirely.”^ 

“In  no  instances  did  gastrointestinal  symptoms  preclude  administration  of  Choline  Salicylate 
[Arthropan]. 

These  reports  have  emanated  from  extensive  clinical  trials^  in  thousands  of  patients  by  more 
than  180  physicians. 

RECOMMENDED  DOSAGE:  (Adults  and  children  over  12  years)  As  an  anti-inflammatory  agent  in  rheumatoid 
arthritis  and  rheumatic  fever;  1-2  teaspoonfuls,  4 times  daily  at  onset  of  therapy.  As  an  analgesic  or  anti- 
pyretic: 1 to  2 teaspoonfuls,  3 to  4 times  daily. 


NOTE:  Unless  satisfactory  relief  is  obtained,  it  is  advisable  gradually  to  increase  dosage  by  increments  of 
1 teaspoonful  per  day  until  maximum  benefit,  without  side  effects,  is  attained.  In  every  case  the  dosage 
should  be  adjusted  upwards  or  downwards  to  assure  full  therapeutic  activity  up  to  the  limit  of  the  patient’s 
tolerance  (in  the  absence  of  gastrointestinal  distress  or  early  salicylism). 

Because  of  the  special  chemical  structure  of  ‘Arthropan’,  alkalies  or  other  buffering  substances  are  not 
required  to  protect  the  stomach  wall  and  should  not  be  administered  with  ‘Arthropan’. 
suppued:  16  and  8 oz.  bottles.  Each  ml.  of  ‘Arthropan’  contains  174  mg.  of  Choline  Salicylate.  Each  tea- 
spoonful (5  ml.)  contains  870  mg. 

CITED  references:  1.  Clark,  G.  M.:  Personal  Communication,  1958.  2.  Feldman,  H.  A.:  Personal  Communication,  1958. 
3.  Scully,  E J.:  Treatment  of  Rheumatic  Disorders  with  Choline  Salicylate  (to  be  submitted  for  publication).  4.  Friedland, 
C.  K. : Personal  Communication,  1958.  5.  Complete  data  available  on  request  to  the  Medical  Director. 


©Copyright  1959,  The  Purdue  Frederick  Company 


DEDICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1892 

NEW  YORK  14,  N.Y.  I TORONTO  1.  ONTARIO 


now... a new  way 
to  relieve  pain  and  stiffness 
in  muscles  and  joints 

■ Exhibits  unusual  analgesic  properties, 
different  from  those  of  any  other  drug 

■ Specific  and  superior  for  relief  of  sOMAtic  pain 

■ Modifies  central  perception  of  pain 
without  abolishing  natural  defense  reflexes 

■ Relaxes  abnormal  tension  of  skeletal  muscle 


N'(sopropyf-2-methyl-2-propyt-l,  3-propanediot  dicarbamate 


In  back  pain,  bursitis,  sprains,  strains,  and  bruises,  whiplash 
and  other  traumatic  injuries,  inflammatory  and  degenerative 
muscle  and  joint  complaints. 

Many  patients  report  they  feel  better  and  sleep  better  with 
Soma  than  with  any  previously  used  analgesic  or  relaxant  drug. 

Soma  often  makes  possible  reduction  or  elimination  of  steroids, 
salicylates,  sedatives  and  narcotics. 

RAPID  ACTING.  Pain-reiieving  and  relaxant  effects  start  within 
30  minutes  and  last  for  at  least  6 hours. 

NOTABLY  SAFE.  Toxicity  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have 
been  reported.  Some  patients  may  become  sleepy  on  higher 
than  recommended  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times 
daily  and  at  bedtime. 

SUPPLIED;  Bottles  of  60  white  sugar-coated  350  mg.  tablets. 
Literature  and  samples  on  request. 


WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 
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Pertinent  information  for  doctors  about 

KENT’S  SUPER-POROUS 
MICROPORE  PAPER 


With  the  intensive  publicity  being  given 
to  porous  cigarette  paper  in  recent  weeks, 
Kent  believes  that  doctors  would  be  in- 
terested in  knowing  the  scientific  facts 
about  the  paper  used  in  today’s  Kent 
cigarettes. 

Kent’s  exclusive  super- 
porous  Micropore  paper 
lets  cool  air  in,  lets  heat 
escape  through  micro- 
scopic pores  in  the  paper. 

The  increased  oxygen  in 
the  tobacco  cylinder 
brings  about  more  com- 
plete combustion  of  the 
tobaccos.  As  a result, 

Kent  smokers  have  been 
getting  a cooler,  cleaner, 
fresher  taste  in  smoking. 

When  the  advantages 
of  Kent’s  Micropore  paper 
are  coupled  to  Kent’s 
other  superiorities,  it  is 
easy  to  understand  why 
more  people,  during  the 
past  year, changed  to  Kent 


than  to  any  other  cigarette  in  America. 

Kent  smokers  also  enjoy  a free  and 
easy  draw,  which  brings  through  the  rich 
taste  of  Kent’s  costly  blend  of  100% 
natural  tobaccos.  In  addition,  Kent’s  ex- 
clusive Micronite  Filter  has  made  a sig- 
nificant contribution  in 
the  area  of  filtration : Kent 
has  reduced  tars  and  nico- 
tine to  the  lowest  level 
among  all  leading  brands. 

The  American  smoking 
public  was  quick  to  re- 
spond to  Kent.  They  dis- 
covered— it  makes  good 
sense  to  smoke  Kent,  and 
good  smoking,  too. 


If  you  would  like  for  your 
own  use  the  booklet,  “The 
Story  of  Kent,”  write  to: 
P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.Y. 


Micropore  is  a Trade  Mark  of 
P.  Lorillard  Co. 
© 1959,  P.  Lorillard  Co. 


For  the  flavor  you  tike  KENT  FILTERS  BEST 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes— through  Lorillard  Research! 
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day  and  night— ulcer  control  with  BJ.D  . dosage 


Just  one  10  mg.  Daricon  tablet  in  the  morning,  and  one  at  night  before  retiring,  keeps 
your  patient  free  from  the  pain  and  discomfort  caused  by  gastrointestinal  spasm,  hyper- 
motility, and  hypersecretion. 

Daricon  is  a remarkably  potent  and  well  tolerated  antisecretory/antimotility  agent.  Its 
naturally  prolonged  action  provides  day  and  night  relief  of  pain  and  symptoms  associated 
with  peptic  ulcer,  functional  bowel  syndrome,  biliary  tract  dysfunctions,  and  other  gastroin- 
testinal disorders  characterized  by  spasm,  hypermotility,  and  hypersecretion. 


EVEN  REFRACTORY 
CASES  RESPOND 


izei^  Science  for  the  world’s  well-being 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


DARICON 

oxyphencyclimine  hydrochloride 

References:  1.  Finkelstein,  M.,  et  al.:  J.  Pharmacol. 
& Exper.  Therap.  12,5:330  (April)  1959.  2.  McHardy, 
G.,  et  ah:  Postgrad.  Med.,  in  press.  3.  Winkelstein,  A.: 
Amer.  J.  Gastroenterol.,  in  press.  4.  Finkelstein,  M., 
et  al. : Presented  at  Fall  Meeting,  Amer.  Soc.  Pharmacol. 
& Exper.  Therap.,  1958.  5.  Leming,  B.:  Clin.  Med. 
6:423  (March)  1959.  ‘Trademark 
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JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  ® 

KYNEX 


Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


BLUE  SHIELD  AND  THE  NEW 
CHALLENGE— 

(Continued  from  Page  86) 

Both  the  medically-sponsored  nonprofit 
plans  and  the  commercial  insurance  programs 
are  based  upon  the  traditional  pattern  of  free 
choice  of  physician,  fee-for-service,  and  the 
private  relationship  of  patient  and  doctor. 

In  some  segments  of  our  economy  today, 
both  labor  and  management  are  showing  a 
lively  interest  in  providing  medical  care 
through  a “closed  panel”  program,  in  which 
free  choice  would  be  limited,  fee-for-service 
would  be  replaced  by  salaries  or  capitation 
payments,  and  the  direct  personal  responsi- 
bility of  the  physician  would  be  subordinated 
by  collective  controls. 

The  American  Medical  Association  has 
acknowledged  the  legitimacy  of  these  alter- 
native programs  and  the  right  of  the  patient 
to  choose  the  pattern  or  plan  through  which 
he  wishes  to  prepay  his  medical  care.  This 
is  realism. 


NOW: 

OPEN  FILE 
SHELVING 
INCREASES 
STORAGE  CAPACITY 
AT  LEAST  50% 


WRITE  FOR  INFORMATION  AND  PRICES 


MIDWEST-BEACH  CO.,  Sioux  Falls,  S.  D. 
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running  noses  ^ ^ 

and  open  stuffed  noses  orally 


Triaminic* 


the  leading  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication' 

• systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  with  Triaminic  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . . , 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 

Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  at  bedtime. 

References:  1.  Lhotka,  F.  M.;  Illinois  M.  J.  112: 
259  (Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T. 
Monthly  37:460  (July)  1958.  3.  Farmer,  D.  F.: 
Clin.  Med.  5:1183  (Sept.)  1958. 


^rs(  — the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

Men  — the  core  disintegrates 
to  give  3 to  4 more  hours 
of  relief 

TRIAMINIC  JUVELETS ; Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion. Each  5 ml.  tsp.  is  equivalent  to  of  a 
Triaminic  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


50 


S.D.J.O.M.  SEPTEMBER  1959  - ADV. 


when  it’s  skin  deep 
use  XYLO CAINE  ointment 


. . . in  nearly  all  external  symptoms  of  pain,  itching  and  burning,  e.g.,  sunburn,  minor  burns, 
insect  bites,  abrasions,  poison  ivy  and  other  contact  dermatitis,  hemorrhoids  and  inoperable 
anorectal  conditions,  and  cracked  nipples. 

Xylocaine  Ointment,  a surface  or  topical  anesthetic,  gives  fast,  effective  and  long  lasting 
relief.  Its  water-soluble,  nonstaining  base  melts  on  contact  with  the  skin,  to  assure  imme- 
diate release  of  the  anesthetic  for  fast  action  and  it  does  not  interfere  with  the  healing 
processes. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYLOCAINE^  OINTMENT 

(brand  of  lldocafne*) 


2.5%  & 5% 

SURFACE  ANESTHETIC 


*U.S.  Pat.  No.  2,441.498  Made  in  U.S.A. 
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LABORATORIES 
New  York  18,  N.  Y. 


"P/tmnpt 

^ way  check  of 

DIARRHEA 


RASPBERRY  FLAVOR 

and  pink  color  make  POMALIN  pleasant  to 
take  and  appealing  to  both  children  and  adults. 

Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


DOSAGE : 

ADULTS:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 teaspoons 
after  each  loose  bowel  movement; 
reduce  dosage  as  diarrhea  subsides. 

CHILDREN:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours  day 
and  night  until  stools  are  reduced  to  five 
daily,  then  every  eight  hours  for  three  days. 


FORMULA: 

Each  15  cc.  (tablespoon)  contains: 

Sulfaguanidine  2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 


SUPPLIED: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic. 

Available  on  Prescription  Only, 
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Congratulations,  chef  . . . it’s  just  right ! 


Good  for  you: 


f 


SIZZLING  AND  PERFECT!  Now  relax  with  your 
guests.  Pour  yourself  a rewarding  glass  of  beer. 

So  good  and  satisfying  . . . and  it  really  picks 
you  up,  too.  Beer  goes  so  graciously,  so  naturally 
with  a barbecue.  And  it’s  such  a nice  eompliment 
to  your  good  taste. 


Beer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 

CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 


^fo  prevent  the 
sequelae  of  u.r.i. 

. . . and  relieve  the 
symptom  complex 


Tetracycline-Antfhistamine-Analgesic  Compound  lederle 

Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 
acute  upper  respiratory 
infection.^  To  protect  and 
relieve  the  “cold”  patient . . . 
AGHROCIDIN. 


Usual  dosage:  2 taWets  or 
teaspoonfuls  q.i.d.  (equiv,  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.);  phenacetin 
i'i'20  mg.);  caffeine  (30  mg.);  sali- 
:|0iide  (150  mg.);  chlorothen 
■{25  mg.).  Also  as  SYRUP 
ion-lime  flavored),  caffe  ine- 


on  estimate  dy  Van  Volken- 
.\»,b«rgh,  V,  A.,  and  Frost,  W.  H.j 

• 1-  Hygiene  71;122  (Jan.)  1933. 


LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 
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SOUTH  DAKOTA 


. . but  seasoned 


A meal  of  even  the  most  colorful  and  the  most 
meticulously  prepared  food  can  be  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  — makes  eating  a pleasure  once  more. 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 


LABORATORIES 

New  York  18,  N.Y. 


Assures  patient’s 
cooperation 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 


I 

tk 


August  isn’t  the  only  hay  fever  month* 
. . . and  there  is  no  seasonal  limit 
on  the  antiallergic  action  of 
Chlor-Trimeton®  Repetabs®  8 or  12  mg. 

safest,  best  tolerated,  for  both  seasonal  and  nonseasonal  allergies 
the  most  prescribed  antihistamine  in  the  United  States 

Bottles  of  100  and  1000. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Hn  every  month  of  the  year  there  are 
allergenic  pollens  thriving  in  some  part  of  the  United  States 

SYMBOL  OF  THE  ONE-DOSE  CONVENIENCE  YOU  VifANT  FOR  YOUR  PATIENT 


CTM.J>U$9 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Photographs  show  2-stage 
Tandem  Release  disintegration. 


Each  tablet  contains; 

Acetylsalicylic  acid  (5  gr.)... 300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid  50  mg. 

Dried  aluminum  hydroxide  gel.. ..100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 

Dosage:  Two  or  three  tablets 
3 or  4 times  daily. 


References:  1.  Hart,  D.J  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  Polley,  F.  H.:  Ninth  Inter* 
national  Congress  on  Rheumatic  Diseases, 
Toronto,  Ont.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Buffered 


Tablets 

i' 


SMITH-DORSEY • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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WE  ARE  A 


DISTRIBUTOR 


TROUBLE 


QUALITY  PRODUCTS 


.9.0' 


controlling  inventory? 
LET  us  HELP! 


According  to  the  newly  released  edition  of  the  Lilly 
Digest,  average  merchandise  stock  inventories  were  well 
controlled  during  1958.  In  fact,  the  inventory-to-sales 
ratio  declined  0.2  percent  from  1957.  However,  not  all 
pharmacies  included  in  the  Lilly  .Digest  survey  were  so 
fortunate.  As  every  practicing  pharmacist  knows,  inven- 
tory control  is  essential  to  a fair  return  on  investment. 

If  you  have  an  inventory  control  problem  and  low 
turnover  in  your  operation,  let  us  be  of  help.  By 
depending  on  our  comprehensive  stocks  and  quick, 
competent  service,  you  can  easily  maintain  an  adequate, 
well-balanced  inventory  at  a realistic  rate  of  turnover. 
Simply  order  from  us  in  accordance  with  your  current 
needs. 

Our  service  is  at  your  service. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


be  prepared... 


XYI.OCAINE® 


fast,  effective  and  long-lasting  relief  from: 


sunburn 


poison  ivy 
insect  bites 


minor  cuts 


and  abrasions 


The  water-soluble,  nonstaining  base  melts  on  con- 
tact with  the  tissue,  releasing  the  Xylocaine  for 
immediate  anesthetic  action.  It  does  not  interfere 
with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


(brand  of  lidocaine*) 

OINTMENT  2.5%  & 5% 


4cU.  S.  PAT.  NO.  2,441,498 


MADE 


U.  $.  A. 
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For  arthritic  M.S.: 
full  corticosteroid 
benefits  from  new 
Gammacorten'- 


Patient  M.S.,  81,  at  the  time  of 
the  first  visit  was  in  severe  pain 
and  very  uncomfortable.  Complained 
of  swelling  of  wrists , legs  and  var- 
ious joints;  pain  and  stiffness  in 
cervical  area  and  lower  spine;  pain, 
swelling  and  limited  motion  in  the 
fingers;  slight  ulnar  deviation  of 
the  hand.  M.S.  demonstrates  posi- 
tion necessary  to  put  on  his  hat 
(motion  was  so  restricted  that  he 
could  not  comb  his  hair) . 

Gammacopbeh 

(dexamethasone  CIBA) 

•potent,  effective  corticosteroid 

• profound  anti-inflammatory  activity 

• minimal  side  effects 

From  the  files  of  a practicing 
physician.  Photographs  used  with 
permission  of  the  patient. 

SUPPLIED:  GAMMACORTEN  Tablets, 

0.75  mg.  (pink,  scored). 


CIBA 


Treatment  and  Result:  After  36  hours 
of  GAMMACORTEN  therapy,  M.S.  had 
"complete  relief ."  Joint  swelling 
had  decreased,  pain  was  almost  ab- 
sent, range  of  motion  had  increased 
dramatically.  At  the  end  of  the 
first  week  of  GAMMACORTEN  he  was 
free  of  discomfort  and  able  to 
return  to  his  job  as  a porter.  M.S. 
could  put  on  his  hat  normally, 
could  comb  hair;  joint  function 
near-normal  after  first  week  . 


2/2723MH 


SUMMIT,  N.  J. 
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V. 


PNEMAPHEM' 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  {2Vz  gr.)  . 162.0  mg. 
Phenobarbital  C^^  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamlne  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


"N 


y 


provides  therapeutic  levels  ...  for  24  hours  . . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  INDICATED  @ 

KYNEX 

Sulfamethoxypyridazine  Lederle 

O.B  Gm.  TABLETS/NEW  ACETYL  PEDIATRIC  SUSPENSION 

LEDERLE  LABORATORIES,  a Division  of  /--grTrr-v 
AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ' 


BLUE  SHIELD  AND  THE  NEW 
CHALLENGE— 

(Continued  from  Page  98) 

But  it  is  also  realistic  for  us  physicians  to 
realize  that  ultimately  we  can  preserve  our 
traditional  pattern  of  medical  service  only  if 
our  patients  find  that  it  meets  their  vital 
needs  better  than  any  other  program. 

Our  own  Blue  Shield  Plans  offer  us  the 
best  — and  only  — instrument  through  which 
we  can  control  the  economy  of  medicine  and 
determine  the  shape  of  medical  practice  in 
the  future. 

But  Blue  Shield  is  only  an  instrument.  The 
understanding,  vision  and  leadership  required 
to  perfect  this  instrument  — so  that  it  will 
serve  satisfactorily  the  needs  of  our  patients 
— must  come  from  us,  acting  through  our 
county,  state  and  national  medical  societies. 
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Nm  —All  cold  symptoms 
can  be  controlled 


timed-release  v — J tablets 


Controls  congestion 

with  Triaminic/’^'^  the  leading  oral 
nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^  and  excellent  antipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity,®  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 

References:  1.  Lhotka.  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant.  N.  D.:  E.E.N.T.  Monthly  37:460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — fho  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 

then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 


SMITH -DORSEY  * a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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helping  the  hypertensive  to  help  himself... 


THEOMINAL  R.S. 

(Theominal  with  Rauwolfia  serpentina) 


■ Gradual  but  sustained  reduction  Theobromine  . 320  mg. 

Oj  blood  pressure  Luminal®  10  mg. 

Rauwolfia  serpentina 

■ Mild  bradycardic  action  alkaloids  (alseroxylon)  T.5  mg.* 


■ Alleviation  of  congestive 

headache,  vertigo,  dyspnea 

■ Relief  from  anxiety,  excitability, 

insomnia 

■ Sense  of  well-being 


LABORATORIES 


DOSAGE:  The  usuol  dose  of  Theominal  R.S.  is 
1 tablet  two  or  three  times  daily.  When  improve- 
ment has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occa- 
sionally until  resumption  is  indicated. 

SUPPLIED:  Bottles  of  100  and  500  tablets. 


* c:  0.3  mg.  reserpine  in  activity 


NEW  YORK  18,  N.  V. 


Theominal  ancf  Luminal  (brand  of  phenobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


new 

for 

coueh 


tastes 

good 

the  straws  just  symbol- 
ize the  good  flavor!  And 
DIMETANE  EXPECTORANT 
for  cough  is  as  effec- 
tive as  it  is  delicious. 
FORMULA:  each  5 cc.  (1 
teaspoonful)  contains: 
DIMETANE  (Parabrom- 
dylamine  Maleate)  2.0 
mg.;  Glyceryl  Guaiaco- 
late  100.0  mg.;  Phenyl- 
ephrine Hydrochloride, 
USP  5.0  mg.;  Phenyl- 
propanolamine Hydro- 
chloride, NNR  5.0  mg.; 
Alcohol  3.5%  in  a good- 
tasting aromatic  base. 


I 

i 


Each  5 cc.  (1  teaspoonfu!)  contains: 
Parabfomdylamine  Maleate  ..  .2.0  mg- 
Phenylephrine  HCl  . , . 5.0  mg- 

Phenylpropanolamine  HCI  . .5.0  mg. 

Glyceryl  Guaiacolate  100.0  mg. 


Alcohol  3.5  per  cent 


In  a palatable  aromatic  base 


CAUTION: 

Federal  law  prohibits  dispensing 
without  prescription. 
Average  Dose: 

Adults— 

I to  2 teaspoonfuls  four  times  a day. 
Children— 

One  half  to  1 teaspoonful  three 
or  four  times  a day. 


ADDITIONAL  INFORMATION  TO  PHYSICIANS 
ON  REQUEST 


works 

better 

combines  the  unsur- 
passed antihistamine 
Dimetane  with  the  clin- 
ically proven  expecto- 
rant glyceryl  guaiacol- 
ate (which  increases 
R.T.  E almost  200% ) and 
two  recognized  decon-  , 
gestants.When  addition- 
al cough  suppressant 
action  is  indicated,  pre-  , 
scribe  dimetane  expec- 
TORANT-DG,  which  pro- 
vides the  basic  formula 
with  dihydrocodeinone 
bitartrate  1.8  mg.  per 
5 cc.  (exempt  narcotic). 


Dimetane'Expeetorant  ■ 
Dimetane'Expectorant-DC 

JL.  (WITH  OIMYDROCODEINONE  BiTARTRATE  1.8  MQ./5CCJ 
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THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 

Sioux  Falls.  South  Dakota 
OFFICERS,  1958-1959 
President 

R.  A.  Buchanan,  M.D 


President-Elect 

C.  Rodney  Stoltz,  M.D.  . ...  

Secretary-Treasurer 

(1981) 

A.  P.  Reding,  M.D. 


C.  J.  McDonald,  M.D. 


Vice  President 

AMA  Delegate 
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Alternate  Delegate  to  AMA 
(1960) 
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Chairman  of  the  Council 

R.  H.  Hayes.  M.D.  ..  . 

Speaker  of  the  House 

Magni  Davidson,  M.D 

Councilor-at-Large 

A.  A.  Lampert,  M.D 

COUNCILORS 
First  District  (Aberdeen) 

E.  J.  Perry,  M.D.  (1962)  ..  ..  
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J.  J.  Stransky,  M.D.  (1962)  
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E.  A.  Johnson,  M.D.  (1961)  

STANDING  COMMITTEES  — 1958-1959 
Scientific  Work 

C.  J.  McDonald,  M.D 

R.  A.  Buchanan,  M.D 

A.  P.  Reding,  M.D 

C.  R.  Stoltz,  M.D.  


Huron 

..Watertown 
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. Rapid  City 

Marion 
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-Watertown 
...  Brookings 
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Legislation 
Chr.  (1960) 


H.  Russell  Brown,  M.D., 

M.  C.  Tank,  M.D.  (1962)  . 

E.  T.  Ruud,  M.D.  (1962) 

Paul  Bunker,  M.D.  (1960)  ... 
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Publications 
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Medical  Defense 

A.  P.  Reding,  M.D. , Chr.  (1961)  

L.  J.  Pankow,  M.D.  (1962) 

D.  R.  Mabee,  M.D.  (1960) 
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Medical  Education  and  Hospitals 
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Ronald  Price,  M.D.  (1961)  

Warren  Jones,  M.D.  (1961)  

W.  H.  Saxton,  M.D.  (1962)  
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Medical  Economics 

M.  Davidson,  M.D.,  Chr.  (1961)  

Abner,  Willen,  M.D.  (1962)  

R.  H.  Hayes,  M.D.  (1960) 

Necrology 

J.  C.  Murphy,  M.D.,  Chr.  (1960)  

E.  J.  Batt,  M.D.  (1962)  

L.  L.  Parke,  M.D.  (1961)  

Public  Health 

N.  E.  Wessman,  M.D.,  Chr.  (1960)  - 

T.  E.  Mead,  M.D.  (1961)  

J.  T.  Cowan,  M.D.  (1962)  

Cancer 

P.  V.  McCarthy,  M.D.,  Chr.  (1960)  

E.  G.  Huppler.  M.D.  (1962)  

G.  F.  McIntosh,  M.D.  (1961)  

Tuberculosis 

W.  L.  Meyer,  M.D.,  Chr.  (1960)  

B.  T.  Lenz,  M.D.  (1962)  

R.  J.  Bareis,  M.D.  (1961)  

Maternal  & Child  Welfare 
Brooks  Ranney,  M.D.,  Chr.  (1962)  .. 

L.  W.  Tobin,  M.D.  (1961)  . 

W.  A.  Anderson,  M.D.  (1960)  

Diabetes 

E.  W.  Sanderson,  M.D.,  Chr.  (1961) 

M.  E.  Sanders,  M.D.  (1962)  

Clifford  Gryte,  M.D.  (1960)  
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Executive  Committee 

R.  A,  Buchanan,  M.D.,  Chr 

C.  J.  McDonald,  M.D 

R.  H.  Hayes,  M.D. 

C.  R.  Stoltz,  M.D.  ... 

A,  P.  Reding,  M.D. 

Magni  Davidson,  M.D. 


Grievance  Committee 

L.  J.  Pankow,  M.D.,  Chr.  (1962)  

M.  M.  Morrissey,  M.D.  (1964) 

A.  W.  Spiry,  M.D.  (1980)  

D.  S.  Baughman,  M.D.  (1961) 

A.  P.  Peeke,  M.D.  (1963) 

Mental  Health 

E.  S.  Watson,  M.D.,  Chr.  (1961)  

George  Smith,  M.D.  (1960)  

R.  C.  Knowles,  M.D.  (1962) 

H.  A.  Bowes,  M.D.  (1962) 

C.  G.  Baker,  M.D.  (1960)  

R.  E.  Cooper,  M.D.  (1961)  

Benevolent  Fund 

W.  E.  Donahoe,  M.D.,  Chr.  (1960)  

J.  C.  Hagin,  M.D.  (1961) 

F.  C.  Totten,  M.D.  (1959) 

Rheumatic  Fever  and  Heart  Disease 
J.  Argabrite,  M.D.,  Chr.  (1961)  

G.  Q.  Olson,  M.D.  (1962) 

H.  W.  Farrell,  M.D.  (1960) 
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SPECIAL  COMMITTEES 
Radio  Broadcasts  and  Telecasts'  Committee 

J.  J.  Stransky,  M.D.,  Chr.  Watertown 

J.  P.  Steele,  M.D Yankton 

J.  C.  Rodine,  M.D Aberdeen 

Robert  Olson,  M.D Sioux  Falls 

R.  A.  Boyce,  M.D Rapid  City 

F.  D.  Leigh,  M.D.  — Huron 

S.  B.  Simon,  M.D ..— Pierre 

American  Medical 
Education  Foundation 

F.  C.  Kohlmeyer,  M.D.,  Chr Sioux  Falls 

J.  C.  Hagin,  M.D.  Miller 


O.  J.  Mabee,  M.D 

H.  L.  Saylor,  Jr.,  M.D.  

S.  F.  Sherrill,  M.D 

Editorial 

R.  E.  Van  Demark,  M.D.,  Chr.  ... 

J.  T.  Elston,  M.D.  

W.  F.  Stanage,  M.D 

H.  R.  Wold,  M.D 

G.  E.  Tracy,  M.D 

Mary  Price,  M.D.  

A.  C.  Vogele,  M.D 

H.  B.  Munson,  M.D. 


Belle  Fourche 


. Sioux  Falls 

Rapid  City 
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Watertown 
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Aberdeen 
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Yankton 


- Brookings 
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R.  F.  Thompson,  M.D 

Medical  Licensure 

Magni  Davidson,  M.D.,  Chr 
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C.  E.  Kemper,  M.D 
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E.  A.  Johnson,  M.D Milbank 
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Rural  Medical  Service 
A.  P.  Peeke,  M.D.,  Chr.  ... 

G.  E.  Bloemendaal,  M.D. 

E.  F.  Kalda,  M.D.  

Nursing  Training 

J.  A.  Muggly,  M.D.,  Chr.  

C.  L.  Vogele,  M.D.  

D.  J.  Buchanan  
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Workjmen’s  Compensation 

R.  R.  Giebink,  M.D.,  Chr.  — 

H.  J.  Bartron,  M.D.  — 

H.  R.  Lewis,  M.D 

Clinical  Pathology  Committee 

W.  A.  Geib,  M.D.,  Chr 

R.  L.  Carefoot,  M.D — 

A.  K.  Myrabo,  M.D.  — .. 

Rehabilitation  Committee 

George  Smith,  M.D.,  Chr 
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Press  Radio  Committee 

P.  P.  Brogdon,  M.D.,  Chr 

Steve  Brzica,  M.D. 


E.  A.  Rudolph,  M.D 

Care  of  the  Indigent 
H.  P.  Adams,  M.D.,  Chr. 

A.  P.  Peeke,  M.D.  .. 

H.  Russell  Brown,  M.D.  ... 

R.  A.  Boyce,  M.D. 

P.  V.  McCarthy,  M.D.  ... 

E.  J.  Perry,  M.D.  — 

R.  F.  Hubner,  M.D. 

C.  A.  Johnson,  M.D 
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Sioux  Falls 

...Aberdeen 
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— Volga 
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R.  L.  Carefoot,  M.D. 

- Huron 

R.  H.  Hayes,  M.D.  Winner 

Committee  on  Traffic  Safety 


J.  J.  Stransky,  M.D.,  Chr Watertown 


R.  L.  Llllard,  M.D. 

H.  L.  Saylor,  M.D.  

Medical  • Legal  Conference  Committee 
C.  L.  Swanson.  M.D..  Chr. 

Ted  Hohm,  M.D. 

P.  P.  Brogdon,  M.D 

W.  A.  Geib,  M.D 

Rapid  City 

Liaison  Committee  with  The  S.  D.  Pharmaceutical 
R.  H.  Haves.  M.D..  Chr. 

Association 

F.  D.  Leish.  M.D. 

L.  C.  Askwig.  M.D.  

DISTRICT  OFFICERS 
DISTRICT  1 

President G.  H.  Steele,  M.D.,  Aberdeen,  S.  D. 

Vice-President  .....Wm.  Gorder,  M.D.,  Aberdeen,  S.  D. 

Secretary-Treasurer  ... A.  C.  Vogele,  M.D.,  Aberdeen,  S.  D. 

DISTRICT  2 

President  C.  B.  Brewster,  M.D.,  Watertown,  S.  D. 

Vice-President T.  J.  Wrage,  Jr.,  M.D.,  Watertown,  S.  D. 

Secretary-Treasurer G.  E.  Tracy,  M.D.,  Watertown,  S.  D. 

DISTRICT  3 

President  C.  S.  Roberts,  Jr.,  M.D.,  Brookings,  S.  D. 

Vice-President C.  R.  Turner,  M.D.,  Brookings,  S.  D. 

Secretary-Treasurer C.  M.  Kershner,  M.D.,  Brookings,  S.  D. 

DISTRICT  4 

President  J.  C.  Murphy,  M.D.,  Murdo,  S.  D. 

Vice-President M.  M.  Morrissey,  M.D.,  Pierre,  S...D. 

Secretary-Treasurer  J.  T.  Cowan,  M.D.,  Pierre,  S.  D. 

DISTRICT  5 

President Roscoe  Dean,  M.D.,  Wessington  Springs,  S.  D 

Vice-President C.  F.  Gryte,  M.D.,  Huron,  S.  D. 

Secretary-Treasurer.- F.  D.  Leigh,  M.D.,  Huron,  S.  D. 

DISTRICT  6 

President R.  G.  Gere,  M.D.,  Mitchell,  S.  D. 

Vice-President ...W.  S.  Peiper,  M.D.,  Mitchell,  S.  D. 

Secretary-Treasurer  Donald  Weatherill,  M.D.,  Mitchell,  S.  D. 

DISTRICT  7 

President  — C.  S.  Larson,  M.D.,  Sioux  Falls,  S.  D. 

Vice-President Howard  Shreves,  M.D.,  Sioux  Falls,  S.  D. 

Secretary.  .. A.  K.  Myrabo,  M.D.,  Sioux  Falls,  S.  D. 

Treasurer D.  L.  Ensberg,  M.D.,  Sioux  Falls,  S.  D. 

DISTRICT  8 

President  A.  C.  Michael,  M.D.,  Vermillion,  S.  D. 

Vice-President W.  F.  Stanage,  M.D.,  Yankton,  S.  D. 

Secretary Hugo  Andre,  M.D.,  Vermillion,  S.  D. 

Treasurer T.  Price,  M.D.,  Yankton,  S.  D. 

DISTRICT  9 

President  R.  A.  Boyce,  M.D.,  Rapid  City,  S.  D. 

Vice-President.-.. W.  A.  Geib,  M.D.,  Rapid  City,  S.  D. 

Secretary-Treasurer  J.  T.  Elston,  M.D.,  Rapid  City,  S.  D. 

DISTRICT  10 

President Peter  Lakstigala,  M.D.,  White  River,  S.  D. 

Secretary-Treasurer R.  H.  Hayes,  M.D.,  Winner,  S.  D. 

DISTRICT  11 

President Alexander  Stephans,  M.D.,  Selby,  S.  D. 

Secretary-Treasurer B.  P.  Nolan,  M.D.,  Mobridge,  S.  D. 

DISTRICT  12 

President  W.  C.  Brinkman,  M.D.,  Sisseton,  S.  D 

Secretary-Treasurer D.  A.  Gregory,  M.D.,  Milbank.  S.  U. 


66 


SOUTH  DAKOTA 


IN  CONSTIPATION 

ELIMINATE 
THE  ENEMA  AT 
HOME  OR 
THE  HOSPITAL 


’The  effectiveness  of  the  senna  preparation  [’Senokof]  in  reducing 
the  need  for  enemas.. .is  clearly  apparent...” 

Kasdon,  S.  C.,  Morentin,  B.  0.:  J.  Internat.  Coll.  Surgeons  31:455  (Apr.)  1959. 


. . . time  and  time  again,  gentle,  natural  acting  'Senokot'  is  cited  in  clinical 
reports  as  the  therapy  of  choice  in  all  patients  with  acute  or  chronic 
constipation. 

'Senokof  acts  uniquely,  through  neuro- stimulation  of  Auerbach’s  plexus 
in  the  colon,  duplicating  the  process  of  normal  defecation. 


When  therapy  with'Senokof  is  substituted  for  enemas  the  difference  is  safe, 
natural  physiologic  correction  of  constipation,  and  increased  patient  comfort, 
as  well  as  significant  saving  of  time  for  your  hospital’s  nursing  staff. 


THE  EFFECTIVENESS  AND  SAFETY  OF  THE  DOUBLY  STANDARDIZED  SENNA  CONCENTRATE 
CONTINUE  TO  BE  DOCUMENTED  BY  CLINICAL  AND  LABORATORY  INVESTIGATIONS  WHICH 
CONSTITUTE  THE  FASTEST  GROWING  BIBLIOGRAPHY*ON  CONSTIPATION  CORRECTION 

■’’Available  upon  request  to  the  Medical  Director 

Small  and  easy 
to  swallow, 
in  bottles  of  100. 

TABLETS 


Cocoa-flavored, 
in  8 and  4 ounce 
canisters. 

GRANULES 


STANDARDIZED  CONCENTRATE  OF  TOTAL  ACTIVE  PRINCIPLES  OF  CASSIA  ACUTIFOLIA  PODS,  PURDUE  FREDERICK 


©Copyright  1959,  The  Purdue  Frederick  Company 


OEC3ICATED  TO  PHYSICIAN  AND  PATIENT  SINCE  1898 

NEW  YORK  14,  N.Y.  I TORONTO  1.  ONTARIO 


4 AN  AMES  CLiNIQUICK' 

b ^ CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


why  should  the  urine 
be  tested  for  sugar  in 
acute  cholecystitis? 


The  high  incidence  of  pancreatic  dis- 
ease associated  with  pathologic  con- 
ditions of  the  biliary  tract  indicates 
their  close  relationship.  The  appear- 
ance of  glycosuria  in  acute  cholecys- 
titis points  to  involvement  of  the 
pancreas  in  the  inflammatory  process. 

Source:  Refresher  Article: 

Biliary  Tract 
Diseases,  M.  Times 
«J:1081, 1957. 


to  help  forewarn  of  pancreatic  involvement . . . 
and  for  reliable  urine-sugar  testing  at  any  time 

color-calibrated  CLINITESr 

Reagent  Tablets 

‘\,.the  most  satisfactory  method  for  home  and  office  routine  testing ” 

GP  76:121  (Aug.)  1957. 

* STANDARDIZED  READINGS . . . familiar  blue-to-orange  spectrum 

* STANDARDIZED  “PLUS”  SYSTEM ...  covers  entire  clinical  range 

* STANDARDIZED  SENSITIVITY . . . avoids  insignificant  trace  reactions 


consistently  reliable  results 
day  after  day . . . 
test  after  test 


for  prompt  and  sustained  relief  from 
severe  mental  and 

emotional 

stress 


THORAZINiJ*  SPANSULEt  capsules 

30  mg.  75  mg.  150  mg.  200  mg.  300  mg. 

® Smith  Kline  & French  Laboratories 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


published  monthly  by  the  south  DAKOTA  "STATE  MEDICAL  A S S 0 C I A T I 0 

AN  D ' ■■ 

THE  south  DAKOTA  PHARMACEUTICAL  ASSOCIATION 


L 


OCTOBER  ^ 1959 


versatile,  decisive,  and  safe 


TM 


(propionyl  erythromycin  ester,  Lilly) 


in  common 


bacterial  infections 

The  usual  dosage  for  adults  and  children 
over  fifty  pounds  is  250  mg.  every  six  hours. 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.S.A. 


IN  EPILEPSY... 
PREREQUISITE 
FOR 

PARTICIPATION: 

THERAPY 


With  the  use  of  medications, 
epileptic  students  may  be  enabled 
to  participate  in  many  of  the  same 
activities  as  other  students.^ 

REQUISITE 
FOR  THERAPY: 
THE  PARKE-DAVIS 
FAMILY  OF 
ANTICONVULSANTS 

effective  anticonvulsants 
for  most 
clinical  needs 


for  control  of  grand  mal  and  psychomotor  seizures 

KAPSEALS®  “In  the  last  15  years  several 
new  anticonvulsant  agents  have  come  into 
clinical  use  but  they  have  not  replaced 
diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent  for  a 
variety  of  reasons.  Most  of  them  are  less  effective  in  control  of  seizures, 
have  a greater  sedative  effect  and  higher  incidence  of  sensitivity  reactions."* 

A drug  of  choice  for  control  of  grand  mal  and  psychomotor  seizures,  dilantin 
sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several 
forms,  including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  supplied  in  bottles 
of  100  and  1,000. 


KAPSEALS  When  it  has  been  dem- 
onstrated that  the  combination  of 
Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated,  the  use  of  phelantin,  a 
capsule  providing  both  drugs,  is  often  a great  morale  builder  because  it 
enables  the  physician  to  reduce  the  total  number  of  pills  or  capsules  the 
patient  is  required  to  take.  It  is  less  expensive  medication  and  it  prevents 
the  patient  from  manipulating  the  dosage.®  phelantin  also  contains  meth- 
amphetamine  (desoxyephedrine)  to  minimize  the  sedative  effect  of  pheno- 
barbital. 

phelantin  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine hydrochloride  2.5  mg.)  are  available  in  bottles  of  100. 

for  the  petit  mal  triad 

© KAPSEALS  . SUSPENSION  milontin  is 
one  of  the  most  effective  agents  for  the 
treatment  of  petit  mal  epilepsy.  Relatively 
free  from  untoward  side  effects,  milontin  successfully  reduces  both  the 
number  and  severity  of  petit  mal  attacks  without  increasing  the  frequency 
or  severity  of  grand  mal  attacks  in  those  patients  with  combined  petit  mal 
and  grand  mal  epilepsy.  Also,  milontin  is  considered  an  excellent  choice 
for  initiating  therapy  in  untreated  patients.*"^ 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000.  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 


© KAPSEALS  CELONTIN  is  effective  in  the 
treatment  of  petit  mal  and  psychomotor 
epilepsy.  It  provides  effective  control  with 
a minimum  of  side  effects,  frequently  checks  seizures  in  patients  refrac- 
tory to  other  anticonvulsant  medications,  and  does  not  tend  to  precipitate 
grand  mal  attacks  in  those  patients  with  combined  petit  mal  and  grand  mal 
seizures.  For  this  reason,  celontin  is  useful  in  treating  patients  with  more 
than  one  type  of  seizure  and  can  be  given  in  combination  with  Dilantin.*'’® 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 


bibliography:  (1)  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  Williams 
& Wilkins  Company,  1956,  p.  136,  (2)  Bray,  P.  F,;  Ped/otr/cs  23:151,  1959.  (3)  Davidson,  D.  T., 
Jr.,  in  Conn,  H.  F.:  Current  Therapy  1959,  Philadelphia,  W.  B.  Saunders  Company,  1959,  p,  512. 
(4)  Smith,  B.,  & Forster,  F.  M,:  Neurology  4:137,  1954.  (5)  Zimmerman,  F.  T.:  New  York  J. 
Med.  55:2338,  1955.  (6)  Lemere,  F.:  Northwest  Med.  53:482,  1954.  (7)  Perlstein,  M.  A.:  Pediat.,^ 
Clin.  North  America:  4:1079  (Nov.)  1957.  (8)  Livingston,  S.,  & Poult,  L.:  Pediatrics  J9:61^  ^ 
1957.  (9)  Corter,  C.  H.,  & Maley,  M.  C.:  Neurology  7:483,  1957.  (10)  Keith,  H.  M.,  & Rusbf 
J,  G.:  Proc.  Staff  Meet.  Moyo  C/if).  33: 105,  1958. 
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22  w6re  successfully 
treated  with  Decadion'^ 

1.  Boland,  E.  W.,  and  Headley,  N.  E.:  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,  et  al.:  Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

♦Cortisone,  prednisone  and  prednisolone. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 

Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


provides  therapeutic  sulfa  levels  for  24  hours... 

Highly  soluble  in  acid  and  alkaline  media... 
rapidly  absorbed,  producing  fast,  effective 
plasma-tissue  concentrations  sustained  for  the 
entire  day.  Simple,  single  0.5  Gm.  daily  dose 
minimizes  patient  dosage  confusion.  At  least 
equivalent  to  4 to  6 Gms.  daily  of  previous 
sulfonamides.  Does  not  produce  renal 
complications.^ 

with  low  Incidence  of  sensitivity  reactions... 

KYNEX  is  extremely  low  in  toxic  potential.^-^ 
Cutaneous  or  other  objective  sensitivity 
reactions  are  rare,  as  demonstrated  in  a large 
scale  evaluation  of  clinical  toxicity.^  Also  minor 
subjective  reactions  are  less  likely  to  develop 
when  the  recommended  dosage  is  used.^ 

Dosage:  Adults,  0.5  Gm.  (1  tablet)  daily  following  an  initial 
first-day  dose  of  1 Gm.  (2  tablets). 

TABLETS,  0.5  Gm.,  Bottles  of  24  and  100. 
also  available— KYNEX  Acetyl  Pediatric  Suspension,  cherry- 
flavored,  250  rng.  sulfamethoxypyridazine  activity  per  tea- 
spoonful (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

1.  Editorial,  New  England  T Med.  258:48,  1958. 

2.  Vinnicombe,  J.:  Antibiotic  Med  & Clin.  Ther.  5:474,  1958. 

3.  Sheth,  U.  K.,  et  al.:  Ibid.,  p.  604,  1958. 


for  improved  control 

WHENEVER  SULFAS  ARE  INDICATED 


Sulfamethoxypyridazine  Lederle 


fmiMfls)  LEDERLE  LABORATORIES  , a Division  of  AMERICAN  CYANAMID  COMPANY,  PeBrI  River,  New  York 


new  hope  for  fetal  salvage 

DEM 


The  results  of  administering  Delalutin 
before  the  12th  week  of  gestation  to  82 
women  with  habitual  abortion  were  reported 
recently  by  Reifenstein^  in  a compilation  of 
data  supplied  by  45  investigators.  Every 
patient  had  experienced  at  least  three  con- 
secutive abortions  immediately  preceding 
the  treated  pregnancy.  More  than  68%  of 
these  women  were  delivered  successfully  and 
uneventfully  following  Delalutin  therapy. 

Boschann,^  in  a study  of  pregnancies  with 
threatened  abortion,  found  that; 

37%  of  73  pregnancies  were  carried  to 
term  without  progestational  therapy 

64%  of  42  pregnancies  were  salvaged 
by  progesterone 

83%  of  73  pregnancies  were  salvaged 
by  Delalutin 

Eichner,^  found  that  in  Delalutin-treated 
women,  fetal  salvage  of  infants  below  term 


weight  (1000  to  2000  gm.)  was  significantly 
improved.  108  (76%)  of  142  babies  of  this 
birth  weight  survived  without  mothers  receiv- 
ing progestational  therapy,  while  16  (100%)  , 
of  16  babies  of  this  birth  weight  survived  with  i 
mothers  receiving  Delalutin  therapy.  A com-  i 
parison  study  was  made  of  a group  of  ) 
repeated  aborters  treated  with  Delalutin,  i 
and  a group  with  a similar  history  treated  < 
with  bed  rest  and  sedation.^  Pregnancy  | 
salvage  with  Delalutin  was  twice  that  of  the 
control  group.  Delalutin  was  found  to  be  • 
“highly  active”,  well-tolerated  and  long- 
acting. 

According  to  Tyler  and  Olson,®  “These 
qualities  of  prolonged  action  and  relative 
freedom  from  local  reactions  make 
[Delalutin]  a generally  more  desirable 
therapeutic  agent  for  intramuscular  use 
than  progesterone  . . . I 


DELALUTIN  BABIES  WHOSE  MOTHERS  WERE  HABITUAL  ABORTERJI 


Amy  Sue  Greenman  William  Pcller  Richard  Miller  Scott  Knudsen 

Lincolnwood,  Ill.  Skokie,  III.  Denver,  Colo.  Norwich,  Vt. 


References:  1.  Reifenstein,  E.  C.  Jr.:  Annals  Y.  Acad.  Sc.  71:762  (July  30)  1958.  2.  Boschann, 
H-W. : ibid.y  p.  727.  3.  Eichner,  E. : ibid.,  p.  787.  4.  Hodgkinson,  C.  P. ; Igna,  E.  J.,  and  Bukeavich, 
A.  ?.‘.Am.  J.  Obst.  & Gynec.  76:279,  1958.  5.  Tyler,  E.  T.,and  Olson,  H.  J. : 169 :1843,  1959. 


improved 


Li 


UTIN 


progestational 

therapy 


SQUIBB  HYDROXYPROGESTERONE  CAPROATE 


DELJLUTIN  offers  these  advantages  over  other  progestational  agents: 

• long-acting  sustained  therapy 

• more  effective  in  producing  and  maintaining  a completely  matured 

secretory  endometrium 
' • no  androgenic  effect 

’ more  concentrated  solution  requiring  injection  of  less  vehicle 

• unusually  well-tolerated,  even  in  large  doses 

j • fewer  injections  required 

[ • low  viscosity  makes  administration  easier 

I DELALUTIN  is  also  potent  and  safe  therapy  for:  threatened  abortion;  postpartum  after- 
if  pains;  amenorrhea,  primary  and  secondary;  dysfunctional  uterine  bleeding  not  associated 
with  genital  malignancy;  infertility  with  inadequate  corpus  iuteum  function;  production  of 
r secretory  endometrium  and  desquamation  during  estrogen  therapy;  premenstrual  tension; 
;i  dysmenorrhea;  cyclomastopathy,  mastodynia,  adenosis  and  chronic  cystic  mastitis. 


Administration  and  dosage: 

Because  of  its  low  viscosity,  Delalutin  may  be  admin- 
I istered  with  a small  gauge  needle  (deep  intragluteal 
injection).  Complete  information  on  administration 
and  dosage  is  supplied  in  the  package  insert. 


Supply: 

Delalutin  is  available  in  vials  of  2 and  10  cc., 
each  containing  125  mg.  of  hydroxyproges- 
terone  caproate  in  sesame  oil,  and  benzyl 
benzoate. 


kch  of  these  healthy,  normal  babies  was  born  by  a mother  with  a (lociimented  previous  history 
^ftrue  habitual  abortion,  who  was  treated  during  her  most  recent  pregnancy  with  DELALUTIK. 
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Sqsjibb 


Squibb  Quality — the  Priceless  Ingredient 


‘OELALUTIN'.'^  IS  A SQUI58  TAASgMARiC. 
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■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-nnethyl-2-propyl-l,  3-propanecliol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


sof^A  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  SOMA  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  SoMA  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usuai  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request, 

WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 


EFFECTIVE  AND  WELL  TOLERATED 

in  depression 

NIAMID  has  been  found  to  be  strikingly  effective  and  well  tolerated  in  a broad 
range  of  depressive  states  including  a wide  variety  of  the  milder  depressive 
syndromes,  as  well  as  the  masked  depression  so  frequently  seen  in  general 
practice.  These  syndromes  include:  depression  associated  with  the  meno- 
pause, postoperative  depressive  states  and  senile  depression;  depression 
accompanying  chronic  or  incurable  illness,  such  as  gastrointestinal  and 
cardiovascular  disorders  and  inoperable  cancer. 

in  angina  pectoris 

NIAMID,  in  intensive  clinical  tests,  has  proved  to  have  a high  degree  of  safety 
and  to  be  a valuable  adjunct  in  the  management  of  the  anginal  syndrome. 
NIAMID  produces  striking  symptomatic  improvement  in  angina  patients  — 
markedly  reduces  the  pain,  severity  and  frequency  of  anginal  episodes, 
reduces  nitroglycerin  requirements,  and  provides  an  increased  sense  of  well- 
being. Since  dramatic  improvement  is  seen  in  some  patients,  it  is  wise  to 
advise  the  patient  against  overexertion  — his  disorder  still  holds  potential 
dangers  despite  relief  of  symptoms. 


DOSAGi;  Start  with  75  mg.  daily  in  single  or  divided  doses.  After  a week  or  more, 
adjust  the  dosage,  depending  upon  patient  response,  in  steps  of  one  or  one-half  25 
mg.  tablet.  Once  improvement  is  seen,  gradually  reduce  dosage  to  the  maintenance 
level.  Many  patients  respond  to  niamid  within  a few  days,  others  in  7 to  14  days. 
A few  patients  may  require  as  much  as  200  mg.  daily  over  a longer  period  of  time 
before  significant  improvement  is  seen. 

PRECAUTIONS;  Side  effects  are  infrequent  and  mild,  and  often  lessened  or  eliminated 
by  a reduction  in  dosage.  Hypotensive  effects  have  rai’ely  been  noted  and  no  jaundice 
or  other  evidence  of  liver  damage  has  been  reported  in  patients  receiving  niamid. 
However,  in  patients  with  a history  of  liver  disease,  the  possibility  of  hepatic  reac- 
tions should  be  kept  in  mind. 

SUPPLY:  NIAMID  is  available  as  25  mg.  (pink)  and  100  mg.  (orange)  scored  tablets. 

Already  clinically  proved  in  several  thousand  patients— 

Complete  references  and  a Professional  Information  Booklet  giving  detailed  infor- 
mation on  NIAMID  are  available  on  request. 


Science  for  the  world’s  well-being 


*Trademark  for  brand  of  nialamide 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’’® Studies  performed  in  conjunction  with 
gastrectomy'’’;®  and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from  mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur 
in  the  areas  immediately  surrounding  these 
adherent  particles.^  *’  ® This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer 


JIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  Irritation  or  damage 


crystals  24  hours 
into  water. 


Calurin  crystals  in  solution  one  min- 
ute after  being  mixed  into  water.  ■ 


CALURIN 

STABLE  SOLUBLE  C A LC 1 U M - AC  ETYLS  A L 1 C YL  AT  E - C A R B A M I D E 


— CALURIN  p" 

— ASPIRIN  • _ , 


lOMiN.  20  MIN.  3^1 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours." 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy. 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired  — an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES:  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthwaite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach,  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
A.,  and  Cossar,  I.  A.:  Aspirin  and  ulcer,  Brit.  M.  J.  2:7,  1955.  5.  Muir,  A.,  and  Cossar,  I.  A.:  Aspirin  and  gastric  haemorrhage.  Lancet 
1:539,  1959.  6.  Schneider,  E.  M.:  Aspirin  as  a gastric  irritant.  Gastroenterology  33:616,  1957.  7.  Bayles,  T.  B.,  and  Tenckhoff, 

H. :  Salicylate  therapy  in  rheumatic  diseases,  Scientific  Exhibit,  Ann.  Mtg.  A.  M.  A.,  San  Francisco,  Calif.,  June,  1958.  8.  Batter- 

man,  R.  C.:  Comparison  of  buffered  and  unbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:213,  1958.  9.  Cronk,  G.  A.:  Laboratory 
and  clinical  studies  with  buffered  and  nonbuffered  acetylsalicylic  acid.  New  Eng.  J.  M.  258:219,  1958.  10.  Editorial:  Aspirin 
plain  and  buffered,  Brit.  M.  J.  1:349,  1959.  11.  Smith,  P.  K.:  Plasma  concentration  of  salicylate  after  the  administration  of 
acetylsalicylic  acid  or  calcium  acetylsalicylate  to  human  subjects.  Report  submitted  to  Smith-Dorsey  from  Dept,  of  Pharma- 
cology, Geo.  Washington  Univ.  School  of  Medicine,  Washington,  D.  C.,  Sept.  5,  1958.  *traoeh*i<k 


SMITFH-DORSEY*  a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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Can  antacid  therapy 
be  made  more  effective 
and  more  pleasan 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTI 
OF  ALUMINUM  HYDROXIDE  IN  1929 


ANTACi: 

TABLE! 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short* 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium 

1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  {more  lasting  relief) 

4.  No  constipation  * No  acid  rebound 

5.  More  tleasant  to  take 


HEXITOL 


I 

1 new  high  in  effectiveness 
ind  palatability 


HO 

1 H 
Al-O- 

foH 

1 H 

4 Al-O- 

OH  O 

1 II 

-»Al-0-C-OX 

1 

• HEXITOL 

1 

HO 

1 

^OH 

^OH 

D is  at  least  1 and  averages  less  than  6.  X is  a cation* 


CREAMALIN  NEUTRALIZES  MM  ACID  FASTER 

Quicker  Relief  • Greater  Relief 


^lets  were  powdered  and  suspended  In  distilled  water  in  a constant  temperature 
Jntainer  (37oC)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
;id  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
corded  at  frequent  intervals  for  one  hour. 


CREAMALIN  NEUTRALIZES  MORE  ACID  L0N6ER 

More  Lasting  Relief 


Duration  of  action  at  pH  from  3 to  5* 
(per  gram  of  active  Ingredients) 


MINUTES 


•Hinket,  E.  T.,  Jr.,  Fisher,  and  Tainter,  M.  L.:  A new  highly  reactive  aluminum  hydroxide 
complex  for  gastric  hyperacidity.  To  be  published. 

••pH  stayed  below  3. 


Do  antacids  have  to  taste 
like  chalk? 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  . NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 


B 


Supplied:  Bottles  of  50,  100,  200  and  1000. 


QiluiA/icI) 


LABORATORIES 


NEW  YORK  18,  NEW  YORK 
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If  she  needs  nutritional  support ...  she  deserves 


Vitamfn-Mineral  Supplement  Lederle 


CAPSULES-14  VITAMINS-11  MINERALS 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY  /^T 

Pearl  River,  New  York  ^ 


A.M.A.  TO  HOLD  13TH  CLINICAL 
MEETING  IN  DALLAS 


The  American  Medical  Association’s  13th 
clinical  meeting  Dec.  1-4  in  Dallas,  Texas, 
will  draw  some  3,500  physicians,  mainly  from 
the  southern  and  southwestern  states. 

Planned  in  cooperation  with  Dallas  phys- 
icians, the  meeting  is  designed  to  help  the 
family  physician  meet  his  daily  practice 
problems. 

Dr.  Everett  C.  Fox,  Dallas,  is  general  chair- 
man of  the  meeting,  while  Dr.  C.  D.  Bussey, 
Dallas,  is  program  chairman. 

Among  the  subjects  to  be  discussed  on  the 
scientific  program  are  soft  tissue  injury; 
whiplash  injuries  of  the  neck;  diabetes;  heart 
murmurs  in  children;  new  laboratory  pro- 
cedures; new  resuscitation  techniques;  pre- 
marital and  marital  counseling,  and  the 
problem  child. 

Dr.  Hubertus  Strughold,  professor  of  space 
medicine  at  the  School  of  Aviation  Medicine, 
Randolph  Air  Force  Base,  Texas,  will  be  prin- 
cipal speaker  at  the  opening  scientific  session 
Dec.  1.  Dr.  Strughold,  often  called  “the  father 
of  space  medicine,”  will  discuss  the  role  of 
medicine  in  the  space  age. 


The  winner  of  the  A.M.A.’s  Distinguished 
Service  Award  at  the  Atlantic  City  meeting — 
Dr.  Michael  E.  DeBakey  — will  participate 
in  a symposium  on  the  surgical  considerations 
of  cerebrovascular  insufficiency  Tuesday 
afternoon,  Dec.  1.  Dr.  DeBakey,  chairman 
of  the  department  of  surgery  at  Baylor  Uni- 
versity College  of  Medicine,  Houston,  was 
given  the  award  for  his  outstanding  contri- 
butions to  medicine  in  the  field  of  vascular 
surgery. 

The  scientific  program,  including  lectures, 
symposiums,  medical  motion  pictures,  color 
television,  and  nearly  100  scientific  exhibits, 
will  be  held  in  Dallas  Memorial  Auditorium. 
Industrial  exhibits  will  number  251. 

The  auditorium  will  also  house  the  “world’s 
largest  health  fair,”  sponsored  by  the  Dallas 
County  Medical  Society  in  conjunction  with 
the  A.M.A.  The  fair  will  run  from  Nov.  27 
to  Dec.  7 and  will  be  open  to  the  public. 

The  fair  will  feature  150  educational  ex- 
hibits, prepared  by  the  A.M.A.,  allied  health 
groups  and  voluntary  health  organizations. 
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MICRONITE 

FILTER: 


key  to  Kent’s  popularity 


During  the  past  year,  Kent  sales  increased 
by  20-billion  cigarettes — the  greatest  gain 
in  popularity  ever  recorded  by  any  filter 
cigarette  in  any  year. 

Undoubtedly  much  of  the  credit  for  this 
important  rise  in  sales  must  go  to  Kent’s 
exclusive  “MICRONITE”  Filter.This  extra- 
ordinary new  filter  was  constructed  to  take 
into  account  new  principles  of  filtration 
which  were  dictated  by  the  basic  discoveries 
of  a major  research  foun- 
dation, working  under 
Lorillard  sponsorship. 

The  foundation  deter- 
mined that  the  average 
puff  of  cigarette  smoke 
contained  over  12  billion 
semi-solid  particles.  Addi- 
tional research  revealed 
that  inhaled  smoke  from 
ordinary  cigarettes  has  a 
predominant  proportion 
of  particles,  from  0.1  to  1 
micron  in  diameter,  aver- 
age 0.6  micron. 

Ordinary  filter  fibers 
are  so  large  that  they 
create  spaces  through 


which  the  small  semi-solid  smoke  particle 
can  easily  pass.  However,  in  the  exclusive 
Kent  filter,  the  fibers  are  mechanically 
manipulated  in  such  a manner  as  to  create 
extremely  tortuous  passageways  for  the 
smoke.  In  this  maze-like  network  of  super- 
fine fibers  the  smoke  particle  has  much  less 
chance  to  slip  through  the  filter. 

Thus,  Lorillard  research  created  a filter 
which  reduced  tars  and  nicotine  in  the 
“inhaled”  smoke  to  the 
lowest  level  among  the 
largest  selling  brands.  As 
smokers  learned  about  the 
“MICRONITE”  Filter, 
they  changed  to  Kent. 
During  the  past  year,  for 
instance,  more  smokers 
changed  to  Kent  than  to 
any  other  cigarette  in 
America. 


If  you  would  like  for  your 
own  use  the  booklet,  "The 
Story  of  Kent,”  write  to; 

P.  Lorillard  Company 
Research  Department 
200  East  42nd  Street 
New  York  17,  N.  Y. 


A Product  of  P.  Lorillard  Company— First  vyith  the  finest  cigarettes— through  Lorillard  Research! 


This  is  Panalba 
performance . . . 


in 


pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diphcoccus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Aibamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of -16  and  100. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


• TRADEMARK.  RED.  U.  6.  PAT,  OFfJ 


Panalba’ 

{Panmycin*  Phosphate  plus  Aibamycin*) 


The  broad-spectrum 
antibiotic  of 

resort 


l^iohnl 
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(Erythromycin,  Abbott) 


an  uncommon  antimotic  for  common  infections 


Provides  fast,  high  blood  and  tissue  concentrations— plus  an  unpar- 
alleled safety  record.  Erythrocin  is  available  in  easy -to -swallow 
Filmtabs®  (100  and  250  mg.);  in  tasty,  citrus-flavored  Oral  Suspen- 
sion (200  mg.  per  5-cc.  teaspoonful);  and 
for  intravenous  and  intramuscular  use. 


909132 


Pneumonitis,  otitis,  tonsillitis,  adenitis,  sinusitis  or 
bronchitis  develops  as  a serious  bacterial  complication  in 
about  one  in  eight  cases  of  acute  upper  respiratory 
infection/  To  protect  and  relieve  the  “cold” 
patient...  ACHROCIDIN. 

Usual  dosage;  2 tablets  or  teaspoonfuls  q.i.d.  (equiv,  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  1 Hygiene  71:122  (Jan.)  1933 

LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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symptom  complex 

ACHROCIDIN 

Tetracycline-Antihistamine-Analgesic  Compound  Lederie 
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Steady  now  ...  up  and  over  ... 

Ljooa  jor  you! 

BEAUTIFUL  JUMP!  And  you  made  it  look 
so  very  easy.  Good  time  now  to  rest  . . . relax  . . 
toast  the  moment  with  a good  glass  of  beer. 
Nothing,  you  know,  is  so  rewarding.  Beer’s 
bright,  light— refreshing.  And  no  other  beverage 
is  so  right  on  so  many  different  occasions. 

It  really  picks  you  up,  too. 


JBeer  Belongs— to  the  fun  of  living! 


United  States  Brewers  Foundation 


Uou'*''  CHARTERED  1862 


Beer’s  rich  in  wonderful, 
healthful  things.  Nature’s 
own  choice  barley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 


relieve  sinusitis 
colds  * allergic  rliinitis 


decongestant  • antihistaminic 
analgesic  • antipyretic 


ORAL 


A T I decongestant  • 

^ Vta/  JL  X I i I antihistaminic  • antibiotic 


Decoiis:esta.iit  Tablets 

combine  dependable 
CORICIDIN  benefits  with  specific 
action  of  phenylephrine 
to  provide  rapid  prolonged  relief 
of  congested  respiratory  passages 


Nasal  Mist 

offers  prompt  topical  symptomatic 
relief  of  congested  nasal  mucosa  and 
controls  excessive  nasal  drainage 
without  rebound  effects 


Each  CoRiciDiN  "D”  tablet  contains  2 mg.  Chlor-Trimeton®  Maleate,  0.23  Gm.  aspirin,  0.16  Gm.  phenacetin, 

30  mg.  caffeine  and  10  mg.  phenylephrine  boxes  of  12  tablets 

Each  cc.  of  CoRiciDiN®  Nasal  Mist  contains  3 mg.  Chlor-Trimeton  Gluconate,  5 mg.  phenylephrine 
hydrochloride  and  0.05  mg.  gramicidin  squeeze-bottles  of  20  cc. 
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ILOSONE^  WORKS  to  assure  a more  decisive  response 

When  the  infection  keeps  coming  back,  it  may  well  be  that  a more  decisive 
antibiotic  attack  is  indicated.  In  such  cases,  Ilosone  consistently  provides  a 
prompt,  high  level  of  antibacterial  activity  in  the  patient’s  serum.  Ilosone  is 
bactericidal  against  both  streptococci  and  pneumococci  and  has  been  re- 
ported particularly  effective  against  staphylococcus  infections  in  the  most 
recent  clinical  investigation. i 

Usual  dosage:  For  adults  and  children  over  fifty  pounds,  250  mg.  every  six 
hours.  For  optimal  effect,  administer  on  an  empty  stomach.  Ilosone  is  sup- 
plied in  Pulvules®  of  125  mg.  and  250  mg.,  in  bottles  of  24  and  100. 

1.  J.A.M.A.,  i70;184  (May  9),  1959. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 
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A PRIVATE  HOSPITAL  STUDY  OF 
OPERATING  ROOM  TECHNIQUE 
SURGICAL  SCRUBS  AND  THEIR 
RELATION  TO  WOUND  CONTAMINATION 
Donald  M.  Frost,  M.D. 

Sioux  Falls,  South  Dakota 


The  recent  medical  and  surgical  literature 
is  replete  with  information  concerning  the 
increasing  problem  of  staphylococcic  infec- 
tions. We  need  not  go  to  scientific  journals 
to  be  faced  with  this  problem,  as  the  lay 
press  has  recently  given  it  wide  publication. 

The  problem  of  staphylococcic  infections, 
be  it  surgical  or  medical,  has  become  some- 
what alarming  because  of  the  marked  resist- 
ance of  this  bacterium  to  present  antibiotics. 
Recent  studies  from  the  Temple  University 
School  of  Medicine  1 reveal  a high  degree  of 
resistance  of  the  staphylococcus  to  many  of 
our  standard  antibiotics.  This  is  substantiated 
by  numerous  studies  throughout  the  country 
as  well  as  by  the  clinical  experience  of  many 
practicing  surgeons  and  physicians.  The  re- 
cent publication  of  McDonald  and  Timbury^ 
should  help  us  to  realize  the  alarming  nature 
of  overwhelming  staphylococcic  infection. 
They  traced  six  severe  postoperative  wound 
infections  to  a single  surgeon  on  whose  arm 
was  a small  furuncle.  Two  of  the  six  patients 
died  as  a result  of  the  infection.  With  due 
consideration  to  the  magnitude  of  the  prob- 

* Presented  at  the  Minnesota  Surgical  Society  in 

Nov.,  1958. 


lem,  it  behooves  all  physicians  to  be  well- 
informed  as  to  the  mode  of  infection,  its  pre- 
vention and  treatment.  It  appears  that  the 
problem  of  wound  infection  in  the  private 
hospital  is  not  as  severe  as  it  is  in  the  general 
or  city  hospital;  yet,  in  the  smaller  private 
hospital  the  problem  will  eventually  show 
itself  and  plague  the  surgeon.  Certainly 
everything  possible  should  be  done  in  an  at- 
tempt to  prevent  the  wound  infection  prob- 
lem from  reaching  major  proportions.  In  an 
attempt  to  find  means  of  decreasing  the  in- 
cidence of  wound  infections,  a study  was 
undertaken  at  the  Charles  T.  Miller  Hospital 
in  St.  Paul,  to  discover  possible  sources  of 
contamination  of  surgical  wounds. 

While  it  is  well  recognized  that  the  staphy- 
lococcic problem  is  a general  one  throughout 
the  hospital  and  involves  nursery  and  med- 
ical wards,  it  is  quite  apparent  that  wound 
contamination,  for  the  most  part,  occurs  in 
the  operating  room  and  not  in  the  hospital 
wards.  Thus,  the  study  was  directed  at  op- 
erating room  technique  and  surgical  scrubs  in 
an  effort  to  find  out  if  contamination  occurs 
in  this  area,  and,  if  so,  what  could  be  done  to 
improve  the  technique  in  the  operating  room. 
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Methods  and  Materials 

Of  the  many  possible  sources  of  contamina- 
tion in  the  operating  room,  six  definite  areas 
were  chosen  for  study  because  they  seemed  to 
be  most  likely  sources  and  those  most  amen-' 
able  to  correction. 

1.  The  surgeons’  hands:  This  area  of  study 
was  divided  into  groups.  In  the  first  group, 
the  surgeons’  hands  were  cultured  with 
sterile,  moist  swabs  immediately  after  scrub- 
bing and  drying.  The  sterile  swabs  were  in- 
noculated  into  tubes  containing  a culture 
medium  which  was  incubated  and  later  the 
organism  grown  was  identified.  In  some 
cases,  sensitivity  studies  were  done.  The  sur- 
geons’ hands  were  checked  again  at  the  com- 
pletion of  the  operation.  The  first  group  of 
seventy-eight  cases  was  done  at  random  after 
the  surgeon  had  scrubbed  with  a soap  con- 
taining hexachlorophene.  No  attempt  was 
made  to  regulate  the  length  of  scrub,  as  it 
was  assumed  that  the  surgeons  would  follow 
the  hospital  standards  of  a ten  minute  scrub. 

In  the  second  group,  the  surgeons’  hands 
were  scrubbed  (seventy-two  instances)  as 
above  and  then  immersed  in  aqueous 
zephiran  for  thirty  seconds  following  the 
scrub.  Again  the  pre-surgical  and  post-sur- 
gical check  of  hands  was  made.  It  should  be 
kept  in  mind  that  many  of  the  manufacturers 
of  soaps  containing  hexachlorophene  advise 
against  the  exposure  of  hands  to  zephiran  fol- 
lowing the  scrub  because  it  supposedly  des- 
troys the  long-acting  effect  of  hexachloro- 
phene. 

2.  The  nures’  hands:  The  same  cases  in 
which  doctors’  hands  were  checked  were  used 
for  the  study  of  nurses’  hands.  Here  the  cul- 
tures were  taken  in  the  same  manner.  The 
nurses’  hands  were  scrubbed  with  a hexa- 
chlorophene soap  but  no  zephiran  rinse  was 
used. 

3.  Instruments:  Soon  after  the  trays  were 
set  up  for  a given  operation,  a sterile,  moist 
swab  was  run  over  several  instruments  and 
immediately  innoculated  into  the  same  cul- 
ture medium. 

4.  Powder:  In  our  hospital,  the  powder  for 
the  gloves  comes  in  small  packets.  Thus,  the 
packet  was  opened  and  a sterile,  moist  swab 
inserted  and  then  innoculated  into  the  broth. 

5.  Patient’s  Surgical  Area:  A series  of  cases 
(eighty-seven)  were  selected  at  random  be- 
fore any  attempt  was  made  to  change  tech- 


nique. The  surgical  area  was  prepared  as  the 
individual  surgeons  instructed.  In  all  of  these 
cases,  aqueous  zephiran  was  used  but  the 
preparation  preceding  the  application  varied 
considerably  from  surgeon  to  surgeon.  Just 
prior  to  making  the  incision  a sterile  moist 
swab  was  passed  over  the  skin  of  the  pre- 
pared area  and  immediately  inoculated  into 
the  culture  medium.  The  next  series  of  cases 
(sixty-three)  had  a uniform  preparation  be- 
fore surgery.  It  was  required  that  a five 
minute  scrub  with  a soap,  containing  hexa- 
chlorophene, be  used  the  night  before  sur- 
gery. This  scrub  was  repeated^  the  morning 
of  surgery  in  the  operating  room.  Following 
this,  the  patient  was  prepared  with  tincture 
of  zephiran,  instead  of  aqueous  zephiran, 
after  which  the  culture  was  taken. 

The  surgical  procedures  varied  from  vein 
strippings  to  all  abdominal  surgery,  however, 
no  perineal  surgery  was  included. 

6.  Nose  and  throat  through  the  mask:  It 
would  seem  that  a major  source  of  contamina- 
tion might  be  from  the  nose  and  throat  of 
the  surgeon  or  the  nurse.  That  opinion  varies 
on  this  subject,  it  evidenced  by  two  different 
articles  which  appeared  recently  in  medical 
literature.  One  author i came  to  the  con- 
clusion that  carriers  of  the  Staphylococcus 
aureus  played  an  insignificant  role  of  trans- 
mitting infection,  while  a second  author^  felt 
that  the  carriers  were  a highly  important 
cource  of  infection.  In  an  attempt  to  find  out 
the  effectiveness  of  the  masks  used,  an  effort 
was  made  to  obtain  cultures  of  oral  secretions 
sprayed  through  the  mask  as  it  was  worn  at 
surgery. 

At  the  completion  of  the  operation,  which 
was  one  and  a half  hours  or  more  in  duration, 
a culture  plate  was  placed  six  inches  from 
the  mask,  and  the  surgeon  was  asked  to 
speak  a standard  statement  containing  num- 
erous B’s,  T’s,  and  P’s.  The  statement,  seven 
words  in  length,  was  said  twice.  The  bac- 
teria from  cultures  were  identified  but  not 
all  were  checked  for  sensitivity. 

Results 

Figure  1 summarizes  the  findings. 

1.  The  results  of  the  study  of  doctors’  hands 
were  revealing  in  view  of  what  has  been 
mentioned  by  the  soap  manufacturers  in  ref- 
erence to  the  use  of  zephiran  dip  following 
the  scrub.  Seventy-eight  cases  studied  after 
the  hexachlorophene  routine  scrub  revealed 
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Figure  I 


that  seventy-eight  per  cent  of  the  surgeons 
checked  had  viable  bacteria  present  on  their 
hands  after  a standard  scrub  of  ten  minutes. 
Amongst  seventy-two  individuals  who  had 
scrubbed  and  then  exposed  their  hands  to 
zephiran  for  thirty  seconds,  there  was  an 
incidence  of  thirty-five  and  five  tenths  per 
cent  positive  cultures.  When  the  above  two 
groups  were  checked  at  the  termination  of 
the  operation,  the  following  figures  were  ob- 
tained: In  the  first  group  with  routine  scrub, 
the  incidence  of  positive  growth  from  the  sur- 
geons’ hands  had  dropped  from  seventy-eight 
per  cent,  at  the  outset  of  the  operation,  to 
fifty  per  cent,  at  the  end  of  the  procedure.  In 
the  second  group,  that  had  used  a routine 
scrub  and  a zephiran  dip,  the  percentage 
positive  growth  had  dropped  from  thirty-five 
and  five  tenths  percent,  before  the  operation 
to  eleven  and  one  tenth  per  cent  following 
the  surgical  procedure. 


2.  The  percentage  of  positive  cultures  ob- 
tained from  the  nurses’  hands  was  fifty-two 
and  nine  tenths  per  cent  of  one  hundred  and 
fifty  cases  studied. 

3.  There  was  a positive  growth  of  bacteria 
from  three  out  of  one  hundred  and  fifty  in- 
struments checked  or  two  per  cent  incidence 
of  positive  culture. 

4.  The  powder  was  consistently  sterile  in 
one  hundred  and  fifty  cases  tested. 

5.  There  was  positive  growth  of  bacteria 
from  thirty-three  and  three  tenths  per  cent 
of  the  surgical  areas  checked  on  the  group  of 
cases  first  tested.  Following  the  use  of  the 
scrub  the  night  before  surgery  and  the  morn- 
ing of  the  surgery  plus  the  liberal  application 
of  tincture  of  zephiran,  the  incidence  of  posi- 
tive growth  was  reduced  to  nine  and  six 
tenths  per  cent. 

6.  Forty-eight  culture  plates  were  obtained 
in  the  study  of  the  masks.  The  incidence  of 
positive  growth  from  the  plates  was  sixteen 
and  six  tenths  per  cent. 

Discussion 

The  surgeons’  hands  as  an  area  of  possible 
contamination  of  the  surgical  wound  has  been 
questioned  for  some  time.  It  is  felt  by  some 
that  the  presence  of  sterile  gloves  nearly  rules 
out  this  area  as  a great  hazard;  yet,  it  is  quite 
obvious  to  any  surgeon  that  breaks  in  tech- 
nique occur  here.  A recent  study  at  The 
Charles  T.  Miller  Hospital  indicated  at  least 
fifteen  to  twenty  per  cent  of  surgical  gloves 
have  one  or  more  holes  in  them  at  the  com- 
pletion of  the  operative  procedure.  Thus,  the 
presence  of  bacteria  on  the  surgeon’s  hands 
is  of  concern,  especially  when  the  common 
inhabitant  of  the  surgeons’  hands  is  Staphy- 
lococcus aureus. 

The  study  of  the  surgeons’  hands  tends  to 
indicate  that  a routine  scrub  with  a hexa- 
chlorophene  soap  is  far  from  effective  in  rid- 
ding the  hands  of  viable  staphylococcus  in 
spite  of  the  fact  that  most  of  these  surgeons 
were  using  the  soap  daily.  The  study  points 
to  the  fact  that  the  presence  of  the  soap  or 
a film  thereof  was  effective  in  reducing  the 
percentage  of  positive  hand  cultures  after  a 
period  of  exposure  inside  of  surgical  gloves. 

The  most  striking  observation,  however, 
was  the  effect  of  zephiran  following  the 
scrub.  It  will  be  remembered  that  the  inci- 
dence of  positive  growth  from  hands  with  the 
use  of  zephiran  before  surgery  was  thirty- 
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five  and  five  tenths  per  cent.  The  fact  that 
this  was  reduced  to  eleven  and  one  tenths 
per  cent  following  the  surgical  procedure 
would  tend  to  indicate  that  zephiran  follow- 
ing the  hexachlorophene  scrub  is  much  more 
effective  than  hexachlorophene  alone,  in  des- 
troying bacteria  inside  of  a surgical  glove. 
This  is  contrary  to  much  of  the  advertising 
that  accompanies  the  soap.  Adams, ^ in  his 
recent  study  of  sources  of  wound  contamina- 
tion, used  a similar  preparation  for  scrubbing. 
His  figures  compare  closely  to  our  own. 
The  comparison  of  the  doctors’  hands  and 
nurses’  hands  reveals  that  the  incidence  of 
positive  culture  from  the  nurses’  hands  was 
twenty-six  per  cent  less  than  from  the  sur- 
geons’ hands.  This  may  be  a reflection  of 
more  frequent  scrubs  during  the  day  or  more 
thorough  scrubbing.  The  instruments  were 
nearly  uniformly  negative  and  the  powder 
was  entirely  negative.  We  felt  that  these 
two  areas  were  good  controls  as  a check  on 
technique  in  obtaining  the  cultures  and 
laboratory  procedure.  The  fact  that  not  in- 
frequently the  instruments  were  exposed  to 
air  for  several  minutes  before  the  cultures 
were  taken  may  have  accounted  for  the  per- 
centage of  positive  growth. 

A review  of  types  of  pre-operative  prepara- 
tion of  the  skin  of  the  operative  site,  at  Miller 
Hospital,  revealed  considerable  variation 
according  to  the  individual  surgeons’  pref- 
erence. Some  surgeons  desired  to  scrub  the 
operative  area  the  night  before  surgery,  while 
others  preferred  that  nothing  be  done  until 
the  patient  was  brought  to  surgery.  As  men- 
tioned previously,  aqueous  zephiran  was  used 
in  all  of  the  first  eighty-seven  cases  but  the 
preparation  preceding  its’  use  was  varied. 

The  incidence  of  thirty-three  and  three 
tenths  per  cent  positive  cultures  from  the 
skin  in  these  cases  was  surprisingly  high.  In 
view  of  this,  the  standardization  mentioned 
above  was  employed.  The  reduction  to  nine 
and  six  tenths  per  cent  positive  growth  from 
the  surgically  prepared  area  speaks  well,  we 
feel,  for  this  type  of  pre-operative  skin  prep- 
aration. 

The  significance  of  the  final  test  of  the 
experiment  is  not  known.  The  exposure  of 
the  culture  plate  to  the  area  immediately  in 
front  of  the  mask  for  a period  of  about  five 
seconds  with  the  result  obtained  is  difficult 
to  interpret.  When  one  considers  that  much 


conversation  is  carried  on  throughout  the 
course  of  any  surgical  procedure,  it  would 
seem  that  the  percentage  of  positive  cultures 
obtained  with  a five  second  exposure  may  be 
fairly  significant.  The  study  suggests  that 
we  should  either  develop  more  effective 
masks  or  employ  more  silence  in  the  operat- 
ing room.  Dineen  and  Pearce^  feel  that  the 
presence  of  the  Staphylococcus  aureus  in  the 
nose  and  throat  is  important  as  a possible 
source  of  wound  contamination.  They  con- 
sider a good  mask  highly  important  and  ad- 
vise its  proper  use. 

Over  ninety-five  per  cent  of  the  organism 
obtained  throughout  the  entire  study  were 
Staphylococcus  aureus,  a small  percentage  of 
which  were  coagulase  positive  and  a fairly 
large  percentage  were  hemolytic  positive. 
Sensitivity  studies  indicated  that  those  bac- 
teria tested  were  moderately  or  highly  sen- 
sitive to  chloramphenicol  or  novobiocin  and 
resistant  or  only  slightly  sensitive  to  the 
other  well-known  antibiotics. 

Conclusions 

While  each  private  hospital  presents  unique 
and  particular  problems,  there  are  certain 
conclusions  which  can  be  drawn  from  this 
study; 

1.  Each  private  hospital  can  profit  from  a 
study  of  its  own,  in  an  attempt  to  evaluate 
the  effectiveness  of  its  operating  room  tech- 
nique. 

2.  Zephiran  rinse  significantly  reduced 
positive  cultures  obtained  from  hands 
scrubbed  with  a soap  containing  hexachloro- 
phene. 

3.  The  use  of  a soap  containing  hexachloro- 
phene the  night  before  surgery  and  again  on 
the  day  of  surgery  followed  by  the  applica- 
tion of  tincture  of  zephiran  to  the  surgical 
area  greatly  reduced  the  number  of  positive 
cultures  obtained  from  the  operative  sites. 

4.  Standardization  of  procedure  in  a pri- 
vate hospital  is  most  useful  and  beneficial  in 
areas  where  surgical  asepsis  is  being  at- 
tempted. 

5.  Many  masks  now  being  used  are  inade- 
quate to  prevent  bacteria  from  being  dissem- 
inated in  the  operating  room. 

6.  The  vast  majority  of  organisms  en- 
countered in  the  study  were  Staphylococcus 
aureus.  Those  tested  were  moderately  or 
highly  sensitive  to  chloramphenicol  and 

(Continued  on  Page  428) 
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THAUMATIC  RUPTURE  OF  THE 
ESOPHAGUS* 

Robert  E.  Nelson.  M.D.,  M.S. 
Sioux  Falls,  South  Dakota 


Since  Barrett’s'’  description  of  the  success- 
ful repair  of  a postemetic  perforation  of  the 
esophagus  in  1946,  at  least  200  cases  have 
been  reported,  describing  the  primary  sur- 
gical attack,  and  successful  repair  of  the 
lesion.  Mechanism  of  rupture  has  evoked  con- 
siderable discussion  and  the  advancement  of 
many  theories.  Many  anatomic  and  phys- 
iologic studies  have  been  performed  on  the 
esophagus  in  an  attempt  to  prove  the  method 
of  perforation.  It  has  been  noted  that  per- 
foration almost  invariably  occurs  in  the  left 
lateral  posterior  aspect  of  the  esophagus  sev- 
eral centimeters  above  the  hiatus.  Mackler,^ 
in  a study  of  65  specimens,  ligated  the  cardia 
of  the  stomach  and  the  proximal  portion  of 
the  esophagus.  He  then  distended  the  speci- 
mens with  air  and  noted  that  the  esophagus 
perforated  in  a longitudinal  direction  in  the 
left  lateral  posterior  position,  in  all  but  3 
cases.  Mosher^  has  described  the  anatomic 
features  of  the  lower  esophagus  which  prob- 
ably contribute  to  rupture  in  this  area.  He 

* Reprinted  from  the  Journal  of  Thoracic  Surgery, 

Feb.,  1959. 
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noted  that  the  circular  smooth  muscle  of  the 
lower  esophagus  becomes  longitudinal  close 
to  its  junction  with  the  stomach  and  fans  out 
over  the  stomach  to  help  form  the  muscular 
layers.  The  longitudinal  direction  of  the  fibers 
allows  easy  separation,  so  that  the  mucosa, 
which  is  unsupported  with  a submucosal 
layer,  can  herniate  through  and  burst.  Mack- 
ler,  in  his  study,  noted  that  muscle  fibers  split 
first,  the  mucosa  then  bulges  through  the 
separation  and  ruptures,  thus  explaining  the 
longitudinal  character  of  ruptures  in  this 
area.  The  basic  theory  of  mechanism,  which 
appears  most  reasonable,  is  that  the  forceful 
ejection  of  gastric  contents  into  the  anatomic- 
ally weak  lower  esophagus,  during  the  pro- 
cess of  vomiting,  distends  the  lower  eso- 
phagus to  the  point  of  rupture.  A case  report 
of  an  individual,  who  was  struck  in  the 
epigastrium  immediately  after  a meal  with  a 
resulting  rupture  of  the  lower  esophagus,  is 
presented  because  it  appears  to  lend  credence 
to  the  theory  that  rupture  is  caused  by  a 
transmission  of  force  from  the  stomach  into 
the  lower  esophagus,  via  the  suddenly  ejected 
gastric  contents. 
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CASE  REPORT 

A 46-year-old  rancher  (H.H.)  was  admitted 
to  the  hospital  with  a history  of  having  been 
crushed  between  two  trucks,  immediately 
following  a heavy  breakfast.  The  patient' 
was  struck  in  the  epigastrium  and  back.  He 
states  that  immediately  on  contact  his  break- 
fast “shot  out  of  his  mouth”  and  he  developed 
severe  lower  chest  and  back  pain.  On  admis- 
sion to  the  hospital,  it  was  noted  that  the  pa- 
tient was  dyspenic  and  in  acute  distress,  com- 
plaining of  an  excruciating  epigastric  and 
back  pain. 

Physical  examination*  revealed  a normal 
temperature,  a pulse  of  100,  and  a blood  pres- 
sure of  110/70  mm.  Hg.  A hematoma  was 
noted  over  the  lumbar  spine.  There  was 
rigidity  in  the  epigastrium,  and  the  remain- 
der of  the  abdomen  was  tender.  During  the 
next  few  hours,  the  patient  continued  to  com- 
plain of  shortness  of  breath  and  pain.  The 
tenderness  and  rigidity  of  the  abdomen  di- 
minished. Because  of  continued  deterioration 
in  the  general  condition  of  the  patient,  a swal- 
low of  barium  was  given,  and  a roentgeno- 
gram of  the  chest  was  made.  It  was  noted 
that  barium  had  escaped  into  the  area  lateral 
to  the  esophagus,  above  the  left  diaphragm. 
The  patient  was  transferred  to  Sioux  Falls 
for  surgical  therapy,  with  the  provisional 
diagnosis  of  rupture  of  the  diaphragm,  or  rup- 
ture of  the  lower  esophagus.  Upon  admission 
to  the  hospital  in  Sioux  Falls,  a swallow  of 
Lipiodol  was  given,  and  the  site  of  perforation 
was  noted  (Fig.  1).  Sixteen  hours  after  injury, 
the  chest  was  opened  through  the  bed  of  the 
ninth  rib.  Serosanguineous  fluid  was  noted 
in  the  thoracic  cavity.  The  mediastinum  was 
markedly  distended  with  most  of  the  disten- 
tion present  in  the  inferior  pulmonary  liga- 
ment. The  mediastinal  pleura  was  opened  by 
cutting  the  inferior  ligament  up  to  the  in- 
ferior pulmonary  vein.  A large  amount  of 
gastric  content  was  removed  from  the  med- 
iastinum. Perforation  was  located  in  the 
posterior  lateral  aspect  of  the  esophagus,  im- 
mediately above  the  hiatus,  and  measured  1.5 
cc.  in  length.  The  mediastinum  was  irrigated 
with  quarts  of  normal  saline,  and  an  exten- 
sive debridement  was  carried  out.  The  lacera- 
tion was  closed  with  interrupted  3-0  silk 
sutures.  The  chest  tube  was  sutured  to  the 

* By  Dr.  R.  W.  Roesel,  formerly  of  Burke,  South 
Dakota. 


Fig.  1. — Spot  film  taken  during  fluoroscopy.  Arrow 
marks  site  of  esophageal  perforation. 

diaphragm,  in  close  proximity  to  the  perfora- 
tion, and  brought  out  the  posterior  axillary 
line  in  the  ninth  inner  space. 

The  patient’s  postoperative  course  was  re- 
latively uneventful.  Three  hundred  cubic 
centimeters  of  serosanguineous  fluid  was  as- 
pirated from  the  right  thorax.  On  the  fifth 
day  the  temperature  was  normal.  On  the 
seventh  day,  the  Levin  tube  was  removed  and 
the  patient  was  started  on  a clear  liquid  diet. 
On  the  tenth  day,  the  patient  was  advanced 
to  a full  liquid  diet  which,  by  the  fourteenth 
day,  was  changed  to  a soft  diet.  The  chest 
tube  was  removed  on  the  fourteenth  day. 
Since  this  time,  the  patient  has  returned  to 
his  work  and  has  had  no  further  complaints. 

DISCUSSION 

A review  of  the  literature  reveals  6 
cases^-  4-8  of  rupture  of  the  lower  esophagus, 
following  nonpenetrating  trauma  to  the 
epigastrium  and  lower  chest.  Five  cases  died 
without  a diagnosis,  the  sixth®  survived  with 
closed  drainage.  It  is  believed  that  the  force- 
ful ejection  of  the  patient’s  breakfast  from 
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his  mouth  immediately  upon  being  struck  by 
the  truck  is  significant  since  it  demonstrates 
the  rapid  emptying  of  gastric  contents  into 
the  esophagus.  Most  cases  of  postemetic  rup- 
ture of  the  esophagus  occur  when  the  patient 
vomits  following  ingestion  of  a large  meal, 
or  a heavy  drinking  bout.  Because  the  rup- 
ture in  the  above  case  was  identical  with  the 
type  known  as  postemetic  perforation,  one 
may  assume  that  similar  etiological  factors 
are  present  in  the  two  groups  of  cases.  Both 
have  in  common  the  forceful  ejection  of  gas- 
tric contents  into  the  anatomically  weak 
lower  esophagus.  The  lack  of  survivors  fol- 
lowing indirect  trauma  denotes  a general  un- 
awareness of  this  type  of  chest  injury.  Early 
definitive  treatment  gives  good  results,  as 
evidenced  by  the  large  number  of  success- 
fully repaired  postemetic  esophageal  rup- 
tures. An  awareness  of  the  possibility  of 
esophageal  perforation  from  nonpenetrating 
injury  will  certainly  lead  to  the  early  dis- 
covery of  the  lesion,  since  diagnosis  is  easily 
accomplished  by  simple  radiologic  proce- 
dures. 


SUMMARY 

A case  of  rupture  of  esophagus  due  to  a 
blow  upon  the  stomach  is  reported  (1)  be- 
cause of  the  light  it  throws  on  postemetic 
rupture  of  the  esophagus,  and  (2)  because  of 
its  successful  treatment  by  primary  repair. 

Both  types  of  rupture  have  in  common  the 
sudden  forceful  ejection  of  gastric  contents 
into  the  anatomically  weak  lower  esophagus. 

Early  diagnosis  by  roentgenologic  studies 
is  mandatory. 


REFERENCES 

1.  Barrett,  N.  R.;  Spontaneous  Perforation  of  the 
Esophagus,  Review  of  Literature  and  Review  of 
Three  New  Cases,  Thorax  1:  48,  1946. 

2.  Madder,  S.  A.:  Spontaneous  Rupture  of  the 
Esophagus,  Surg.  Gynec.  & Obst.  95:  345,  1952. 

3.  Mosher,  H.  P.:  Lower  End  of  the  Esophagus  at 
Birth  and  in  the  Adult,  J.  Laryng.  & Otol.  45: 
161,  1930. 

4.  Pembleton,  W.  E.:  Tension  Pneumothorax  from 
Rupture  of  Esophagus,  Virginia  M.  Monthly  73: 
331,  1946. 

5.  Murdoch,  J.  R.:  Rupture  of  the  Esophagus  by 
Indirect  Violence,  Lancet  2:  1292,  1928. 

6.  Aldrich,  C.  A.,  and  Anspach,  W.  E.:  Rupture  of 
the  Esophagus  From  a Blow  on  the  Abdomen, 
Radiology  32:  93,  1939. 

7.  Sauter,  K.  E.:  Rupture-Perforation  of  the  Eso- 
phagus, Am.  J.  Sug.  81:  198,  1956.. 

8.  Overholt,  R.  H.:  Discussion  of  Overholt,  J. 
Thoracic  Surg.  24:  385,  1952. 


American  Medical 
Association 


13  th  clinical  meeting 


PROGRAM  HIGHLIGHTS 

The  Role  of  Wledtelne  in  the-Space  Age— 'Hubertus 
StrughoW,  Professor  and  Advisor  for  Research, 
School  of  Aviation  Medicine,  Randolph  AFB 
Indications  for  Hysterectomy— Wiliis  H.  Jondahl, 
Harlingen,  Texas— Lecture 

Rheumatoid  Arthritis-— W.  Paul  Holbrook,  Tuscon,  Ariz. 
Pane!  Moderator 

Colloidal  Isotopes  and  LeMkemia— Joseph  M,  Hill, 
Dallas— Lecture 

Treatment  of  Diabetes— Randall  6.  Sprague, 
Rochester,  Minn.— Panel  Moderator 
infectious  Diseases  in  Children— Harris  D.  Riley,  Jr„ 
Okfahoma  City— Pane!  Moderator 
Tranquilizers  In  Medical  Practice—Stewart  Wolf. 

Oklahoma  City— Lecture 
Surgical  Approaches  to  Parkinson's  Disease- 
William  W,  McKinney,  Fort  Worth— Lecture 
Congestive  Heart  Falitire— James  V.  Warren, 
Gaiveston— Panel  Moderator 
Peptic  Ulcer  in  Rheumatoid  Arthritis— 

Lloyd  G.  Bartholomew,  Rochester,  Minn.— Lecture 
ittiiwunKatien  and  its  Future— Blair  E.  Batson, 
Jackson,  Miss.— -Lecture 
ChiWren’s  Eyes— 

Tullos  O.  Coston,  Oklahoma  City—- Lecture 
Obstetrical  Emergencies— 

Wilis  E.  Brawn,  Little  Rock,  Ark.—Panel  Moderator 
Hfiftila  Repair— 

Francis  C.  Usher,  Houston— Lecture 
Premarital  and  Marital  CouBseling— 

Oren  R,  Oepp,  New  Orleans— Panel  Moderator 
Anticoaguiants  and  Choice  of  Drugs-- 
James  W.  Gulfaertson,  Memphis,  Tenn.— Lecture 

SYMPOSIA 

Anemia  « The  Prsblem  Child  * Iatrogenic  Disease  ® 
Soft  Tissue  Injury  • Biliary  Tract  Surgery  ♦ Intestinal 
Obstruction  ® Carcinoma  of  the  Breast » 
Cerebrovascular  Insufficiency 


— 425  — 


THE  POST-PHLEBITIC  LIMB  AND  ITS 
TREATMENT 
D.  A.  Felder.  M.D. 

Si.  Paul.  Minnesota 


The  complaints  of  swelling  of  the  legs  after 
long  standing  in  a patient  with  a previous 
history  of  a deep  vein  thrombophlebitis  may 
be  the  first  and  only  manifestation  of  an  un- 
compensated deep  vein  insufficiency.  Often 
associated  in  such  instances  is  the  aching  or, 
as  some  patients  describe  it,  “bursting  pain.” 
The  latter  more  than  the  swelling  is  what 
brings  the  patient  to  the  physician.  Varicosis 
of  the  superficial  veins  present  in  many  of 
these  patients  is  often  not  impressive  and 
alone  is  not  likely  to  give  rise  to  swelling. 

With  the  passage  of  time  the  edematous 
areas  become  fibrotic  and  indurated  and  the 
overlying  skin  atrophic.  After  numerous 
petechial  hemorrhages  have  formed  and  re- 
solved the  skin  also  becomes  pigmented.  In 
this  condition  the  slightest  trauma  can  and 
often  does  eventuate  in  an  indolent  ulcer. 
At  first  relatively  harmless,  such  an  ulcer, 
if  persistent,  may  well  result  in  general  de- 
bility with  decreased  plasma  proteins  and 
hemoglobin  to  say  nothing  of  the  psychic 
demoralization  that  may  ensue. 

The  actual  episode  of  deep  vein  phlebitis 
preceding  this  syndrome  may  not  have  been 

* Presented  at  the  Annual  Meeting  of  the  Amer- 
ican College  of  Surgeons,  Jan.,  1959. 


noted  at  the  time.  But  in  most  instances,  as 
shown  by  phlebographic  studies,  actual  dam- 
age of  the  deep  veins  is  present.''  Primary 
deep  vein  varicosis  and  other  defects  with 
incompetence  are  also  seen  as  a causative 
factor  but  in  the  minority  of  the  cases.  ^ 

An  interesting  fact  is  that  after  recovery 
from  a deep  vein  thrombosis,  most  patients 
will  have  a variable  period  of  freedom  from 
symptoms.  This  period  can  be  months  or 
years.  It  is  probably  dependent  on  the  pa- 
tient’s inherent  vascular  structure  and 
other  factors  which  may  change  with  time 
and  circumstances. 

TREATMENT 

The  first  line  of  treatment  is  prophylaxis 
by  early  ambulation  and  in  cases  of  actual 
thrombophlebitis,  vigorous  therapy  with  anti- 
coagulants. As  brought  out  of  Zilliacus^  and 
Bauer,3  the  early  treatment  of  deep  vein 
thrombosis  with  anticoagulants  probably  re- 
sults in  a much  lower  incidence  of  post-phle- 
bitic  sequelae. 

A great  portion  of  the  difficulty  in  this 
syndrome  may  be  the  result  of  femoral  vein 
incompetence.  On  the  other  hand  the  in- 
competence below  this  level  is  also  of  im- 
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portance  according  to  many  authors  in  this 
field .4.  5,  6 

As  propounded  by  Luke,^  these  patients 
need  to  learn  a “new  way  of  life”  in  order 
to  keep  the  symptoms  and  signs  of  deep 
venous  incompetence  under  control.  This  con- 
sists of  the  following: 

1.  Good  elastic  support  by  the  two-way- 
stretch,  fitted,  heavy,  elastic  hose  or  with 
elastic  bandages.  For  the  most  part  this  sup- 
port is  only  necessary  below  the  knee.  Edema 
of  the  thigh  is  seldom  harmful  although  in 
some  patients  it  is  annoying.  When  present 
it  accumulates  less  readily  and  is  less  severe 
than  that  of  the  ankle  and  leg.  The  latter 
areas  are  those  of  greatest  hydrostatic  pres- 
sure and  where  the  most  damage  to  tissues 
takes  place  so  that  edema  must  be  controlled 
here. 

2.  Avoidance  of  prolonged  sitting  or  stand- 
ing and  being  active  when  up.  The  patient 
should  form  the  habit  of  lying  supine  to  rest 
whenever  possible.  Sitting  with  the  legs  up 
on  a chair  is  usually  of  little  help  in  prevent- 
ing or  resolving  edema. 

3.  Foot  hygiene  should  be  especially  good 
since  the  skin  of  the  feet  support  growth  for 
many  mycotic  and  bacterial  organisms  ever 
handy  to  infect  after  the  slightest  trauma. 
The  hose  should  be  changed  daily  and,  if 
possible,  shoes  should  be  worn  only  on  alter- 
nate days  to  allow  the  leather  to  dry  and  thus 
cut  down  on  the  growth  of  micro-organisms. 
Exposure  of  the  shoes  to  sunlight  for  three 
hours  is  very  effective  in  keeping  the  mycotic 
organisms  at  a minimum.  A pledget  of  cotton 
soaked  in  10%  formalin  left  in  the  fore  por- 
tion of  the  shoe  while  it  is  not  being  worn  is 
another  good  measure  for  bacterial  and  my- 
costasis. 

4.  Elevation  of  the  foot  of  the  bed  at  least 
six  inches  in  order  to  resolve  as  much  as  pos- 
sible of  the  edema  accumulated  during  the 
day.  Elevating  the  leg  or  legs  on  pillows 
alone  is  not  adequate. 

5.  When  incompetent  superficial  veins  are 
present  they  should  be  handled  by  the  sur- 
gical treatment  of  high  ligation  and  stripping. 
ULCERS 

The  quickest  and  surest  way  of  healing  a 
stasis  ulcer  is  by  bed  rest  with  elevation  of 
the  foot  of  the  bed  and  continuous  saline  type 
soaks.  (With  small  ulcers,  2.5  cms  or  less  in 
diameter,  ambulatory  treatment  with  med- 


icated or  elastic  boots  may  result  in  some- 
what slower  healing.)  In  order  to  avoid 
heaping  of  granulation  tissue,  adherence  of 
dressings  and  to  enhance  epithelialization  a 
fine-mesh  cloth  should  be  placed  next  to  the 
ulcer.  Sterile  bleached  muslin  (old  bed  sheet- 
ing) or  a similar  material  serves  nicely  for 
this  purpose.  These  dressings  should  be 
changed  (discarded)  at  least  twice  in  24  hours 
and  more  often  if  the  ulcer  is  in  an  unclean 
and  indolent  state.  Enzymatic  debriding 
agents  are  usually  unnecessary  in  stasis 
ulcers  but  may  be  helpful  in  the  first  few 
days,  especially  where  there  is  a large  amount 
of  nectoric  tissue. 

Large  ulcers  should  be  excised,  including 
the  underlying  fascia,  and  the  defect  grafted 
with  a split-thickness  skin  graft.  In  such 
instances  it  is  often  wise  to  include  a sub- 
fascial disection  with  ligation  of  the  perforat- 
ing or  communicating  veins  directly  under, 
around,  and  above  the  level  of  the  ulcer. 

Upon  epithelialization  of  the  ulcer  or  heal- 
ing of  the  skin  grafts,  mobilization  with 
elastic  support  is  begun  at  first  with  elastic 
bandage  support  or  if  possible  with  the  fitted 
two-way-stretch,  heavy,  elastic  hose.  The  pa- 
tient should  be  reminded  again  of  the  afore- 
mentioned factors  in  the  so-called  “new  way 
of  life.”  Most  patients  will  be  able  to  control 
their  symptoms  by  these  conservative  meas- 
ures. 

REFRACTORY  CASES 

Occasional  patients  will  be  seen  in  whom 
all  of  the  above-mentioned  treatment  has 
been  carried  out  and  who  have  recurrent 
symptoms  and  ulcerations. 

In  such  patients,  phlebography  is  often 
necessary  to  diagnose  and  localize  deep  and 
communicating  vein  incompetence.  With  ex- 
tensive communicating  vein  incompetence 
and  inability  to  control  the  stasis  syndrome 
by  lesser  means,  one  may  then  resort  to  a 
posterior  subfascial  dissection  and  ligations 
of  the  communicating  veins. s 

Rarely  has  it  been  necessary  in  our  exper- 
ience to  ligate  the  deep  veins.  As  brought  out 
by  Buxton  and  Coller,®  ligation  of  the  super- 
ficial femoral  vein,  while  helpful  in  some  in- 
stances, is  not  the  treatment  of  choice.  We 
have  shown  this  to  be  true  in  our  own  ex- 
perience''o  with  Bauer’s^''  popliteal  vein 
ligation. 
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SUMMARY  AND  CONCLUSIONS 

It  has  been  brought  out  in  this  paper  that 
the  main  lines  of  treatment  for  the  symto- 
matic  post-phlebitic  limb  are  prophylaxis  by 
the  use  of  early  ambulation  and  anticoagulant 
therapy  in  the  acute  thrombophlebitis  and 
conservative  management  of  the  eventual 
sequelae  of  deep  vein  incompetence. 

The  conservative  management  of  the  post- 
phlebitic  stasis  syndrome  will  keep  most  pa- 
tients healed,  comfortable  and  able  to  carry 
on  a fairly  normal  existence.  This  consists  of: 
(1.)  Good  elastic  support  when  in  the  upright 
position;  (2.)  Avoidance  of  prolonged  sitting 
or  standing  whenever  possible;  (3.)  Mainten- 
ance of  good  foot  hygiene;  (4.)  Elevation  of 
the  foot  of  the  bed;  and,  (5.)  Ligation  and 
stripping  of  incompetent  superficial  veins. 

Deep  and  communicating  vein  surgery 
should  be  reserved  for  the  refractory  cases. 
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novobiocin,  but  resistant  to  or  only  slightly 

sensitive  to  other  well-known  antibiotics. 
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To  be  successful,  the  management  of 
asthma  requires  a high  degree  of  co-operation 
and  often  personal  sacrifice  by  the  patient. 
This  disease  cannot  be  mastered  by  the  phys- 
ician alone;  no  available  medication  will,  in 
itself,  cure  asthma  or  control  it  long.  Max- 
imal benefit  can  occur  only  when  both  the 
patient  and  his  physician  have  a good  over-all 
understanding  of  the  disease  as  it  exists  in 
that  particular  patient. 

The  patient,  as  well  as  the  physician,  should 
understand  that  asthma  is  the  result  of  in- 
flammation in  the  air  passages  in  the  chest. 
If  each  can  visualize  the  inflamed,  red, 
swollen,  irritable  membranes  covered  with 
protective  mucus,  both  will  have  some  idea  of 
what  is  going  on  and  exactly  what  both  are 
trying  to  heal.  Just  as  in  dealing  with  inflam- 
mation in  any  other  part  of  the  body,  the 

*Read  at  the  meeting  of  the  South  Dakota  State 
Medical  Association,  Rapid  City,  South  Dakota, 
June  20  to  23,  1959. 

fThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a 
part  of  the  Graduate  School  of  the  University  of 
Minnesota. 


causes  of  inflammation  underlying  asthma  — 
and  of  any  complications  present  — must  be 
removed,  avoided,  or  treated;  and  the  organ 
must  be  placed  at  rest  so  that  nature  may 
proceed  with  healing.  In  other  words,  in- 
flammation in  air  passages  can  be  healed 
only  by  following  the  same  principles  that 
one  would  use  in  dealing  with  a broken  bone 
or  an  infected  wound  in  a hand.  The  air  pas- 
sages must  be  protected  against  irritation 
from  such  things  as  colds,  allergens,  smoke, 
fumes,  dusts,  exertion,  sudden  changes  of 
temperature  — and  in  fact,  anything  that 
would  make  the  patient  cough.  Coughing 
from  any  cause  irritates  the  air  passages,  in- 
creases inflammation,  and  precipitates  bron- 
chospasm  and  attacks  of  asthma.  Only  when 
coughing  is  controlled  can  healing  of  the  air 
passages  begin. 

Responsibilities  of  the  Physician 

The  physician  has  the  responsibility  for 
finding  the  causes  of  the  inflammation  in  the 
air  passages.  These  causes,  when  found,  can 
be  classified  usually  as  extrinsic  (allergy). 
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intrinsic  (asthmatic  bronchitis)  and  neuro- 
genic, or  a combination  of  these  categories. 
Asthma  is  complicated  frequently  by  bron- 
chitis and  sinusitis,  occasionally  by  pneu- 
monitis and  emphysema;  and  the  physician 
must  also  assume  responsibility  for  the  in- 
vestigation and  treatment  of  those  conditions, 
which  the  patient  cannot  control  adequately 
himself.  This  is  especially  true  when  obstruc- 
tive sinusitis  or  obstructive  pneumonitis  com- 
plicates asthma,  because  surgical  drainage 
and  formation  of  permanent  windows  in  the 
sinuses,  or  bronchoscopic  dilation  and  aspira- 
tion of  the  obstruction  in  the  bronchus,  are 
necessary  to  relieve  the  complication. 

On  the  basis  of  the  immediate  and  long- 
term needs  of  the  patient,  the  physician  will 
determine  the  best  symptomatic  remedies  to 
relieve  bronchospasm,  increase  hydration, 
and  assist  nature  in  healing  the  inflamma- 
tion. The  physician  must  decide  whether 
antibiotic  therapy  is  indicated  and  also 
whether  steroids  are  actually  necessary  for  a 
limited  period.  It  never  is  safe  to  leave  these 
decisions  to  a patient;  he  almost  invariably 
will  abuse  their  use  and  sometimes  will  cause 
great  harm  to  himself. 

The  physician  has  an  important  duty  to 
help  the  patient  to  understand  his  disease,  to 
know  the  “do’s  and  the  don’ts”  that  he  must 
follow  to  keep  asthma  under  control  and  pro- 
mote healing  of  the  air  passages.  Given  an 
intelligent,  co-operative  patient,  the  results 
should  be  excellent. 

Avoidance  of  Respiratory  Irritants 

The  patient  must  avoid  what  induces  him 
to  cough. 

Smoking.  — No  patient  with  asthma  should 
smoke  anything,  at  any  time,  in  any  amount. 
Just  as  an  inflamed  eye  will  not  heal  so  long 
as  smoke  is  blown  into  it,  so  will  bronchitis 
fail  to  heal  if  the  patient  smokes.  No  smoke 
is  completely  benign.  The  patient  with  asth- 
matic bronchitis  gets  nowhere  while  he 
persists  in  breathing  tobacco  smoke  or  the 
smoke  of  so-called  asthma  powders  or  asthma 
cigarets.  Medicated  smoke  temporarily  re- 
lieves bronchospasm  on  the  one  hand;  but  on 
the  other,  it  causes  smoke  bronchitis.  The 
patient  who  smokes  asthma  powders  or 
tobacco  is  a chronic  asthmatic  whose  con- 
dition slowly  worsens  all  the  time.  Some  pa- 
tients frankly  admit  that  they  prefer  asthma 
to  abstinence  from  smoking.  Those  patients 


with  asthma  who  do  stop  smoking,  however, 
are  among  the  most  grateful  the  physician 
has. 

Fumes.  — Strong  odors  and  fumes  such  as 
those  from  furnaces,  chemicals,  detergents, 
solvents,  and  smog  induce  coughing,  choking, 
and  asthma.  They  must  be  meticulously 
avoided.  This  may  necessitate  a change  of 
work  or  a move  to  a different  environment, 
often  at  considerable  personal  sacrifice  to  the 
patient;  nevertheless,  if  fumes  from  any 
source  are  present  and  irritating  the  patient’s 
bronchial  membranes,  the  patient  can  help 
himself  only  by  avoiding  them.  No  amount  of 
medication  directed  toward  relieving  the 
symptoms  that  result  will  ever  control  the 
disease. 

Pollens  and  Other  Allergens.  — If  the  his- 
tory and  allergic  survey  indicate  that  a pa- 
tient’s asthma  is  caused  by  a specific  sub- 
stance, such  as  a dander  or  the  dust  of  grain 
or  hay,  it  is  better  that  the  patient  avoid  the 
allergen  than  that  he  be  hyposensitized  to  it 
by  repeated  doses  of  it.  The  patient  sensitive 
to  cat  hair  or  to  cow  dander  will  be  better 
off  by  avoiding  cats  and  cows  than  by  taking 
injections  of  cat  hair  or  cow  hair  extract. 
Similarly,  the  patient  who  is  sensitive  to  a 
certain  pollen  will  be  well  advised  to  keep 
free  of  that  pollen.  This  he  can  do  by  seasonal 
change  of  environment  to  a region  free  of 
the  pollen  or  by  having  a pollen  filter  in  his 
bedroom  window,  and  in  his  place  of  business, 
and  even  in  his  car.  Resort  may  be  had  to  im- 
munization if  the  above  alternatives  are  not 
practicable.  In  pollen  asthma,  hyposensitiza- 
tion is  highly  rewarding  and  successful. 

Dusts.  — Many  patients  with  asthma  have 
positive  reactions  to  “house  dust”  in  skin 
tests  and  as  a result  are  subjected  to  long- 
term treatment  with  house-dust  antigen. 
Such  treatment  can  be  questioned  seriously 
on  several  grounds.  Nevertheless,  all  patients 
with  asthma,  regardless  of  how  they  react 
to  injected  house-dust  antigen,  should  live  in 
as  clean  and  dust-free  an  environment  as  it 
is  possible  for  them  to  attain,  because  inhal- 
ing any  kind  of  dust  is  irritating  to  the  air 
passages  and  frequently  results  in  cough  and 
asthma.  It  is  the  responsibility  of  the  patient 
to  search  his  environment  for  sources  of  dust 
(pillows,  mattresses,  overstuffed  furniture, 
rugs  and  rug  pads,  drapes,  closets,  attics  and 
basements,  hobby  materials,  and  so  on)  that 
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irritate  his  nasal,  ocular,  or  tracheobronchial 
membranes  sufficiently  to  produce  sneezing, 
rhinorrhea,  blocking  of  the  nose,  lacrimation, 
coughing,  or  wheezing.  Should  such  a source 
be  found  of  dust  that  consistently  and  re- 
peatedly causes  any  of  these  symptoms,  that 
source  should  be  excluded  from  the  patient’s 
environment;  and  then  any  residual  dust  in 
the  room  must  be  removed  thoroughly  by 
vacuuming  and  cleaning.  Submitting  the  pa- 
tient to  house-dust  injections  that  rarely,  if 
ever,  have  any  relation  to  the  specific  cause 
of  the  patient’s  symptoms,  is  not  an  equal 
alternative.  When  the  patient  coughs  or 
sneezes  from  dusts,  nature  is  telling  him  to 
avoid  the  irritating  substance,  not  to  take 
“shots”  of  extracts  of  the  dust. 

Exertion,  Sudden  Changes  of  Temperature, 
Hearty  Laughter.  — This  group  of  seemingly 
unrelated  factors  are  to  be  avoided  because 
each  induces  coughing,  which  is  very  irri- 
tating to  bronchial  membranes.  To  exert  or 
to  laugh  hard  is  to  cough  and  induce  asthma. 
To  walk  out,  even  briefly,  from  a warm  room 
into  cold,  frosty  or  windy  air  is  to  cough  and 
have  asthma.  Likewise,  to  walk  suddenly 
from  cold  air  into  warm  air  is  to  induce 
coughing  and  asthma.  Sudden  temperature 
changes  of  this  sort  can  best  be  mollified  with 
as  “asthma  pillow,”*  a small  device  that  fits 
the  palm  of  the  hand  inconspicuously  and  is 
held  over  the  nose  and  mouth  when  going 
out  in  the  cold  weather,  even  so  briefly  as 
to  pick  up  the  newspaper  or  a bottle  of  milk 
from  the  stoop.  Bronchial  membranes  can 
tolerate  hot  air,  or  even  cold  air,  but  they  do 
not  tolerate  sudden  changes  of  temperature 
without  producing  coughing. 

Respiratory  Infections.  — The  patient  can 
go  a long  way  toward  preventing  colds,  and 
therefore  asthmatic  attacks,  if,  so  far  as  he  is 
able,  he  does  three  things:  keep  warm  and 
dry,  get  plenty  of  rest,  and  avoid  persons 
who  have  colds  and  other  respiratory  infec- 
tions. The  patient  more  than  ordinarily  sus- 
ceptible to  colds  and  asthma  should  be  ad- 
vised to  wear  a mask  when  a member  of  his 
family  has  an  acute  respiratory  infection. 
The  simple,  inexpensive  mask  that  is  so  es- 
sential in  the  operating  room  and  nursery 
should  be  exploited  elsewhere.  So  far  it  has 
been  neglected  by  patients  and  physicians 

*To  save  possible  correspondence  — “asthma  pil- 
lows” may  be  obtained  from  the  Pink  Lady  Shop, 
Methodist  Hospital,  Rochester,  Minnesota,  for  $1. 


alike. 

Some  patients  who  tend  to  have  winter 
colds  and  asthma  believe  they  would  be  bet- 
ter if  they  could  winter  in  the  South.  Ac- 
tually, however,  there  is  no  ideal  climate  for 
all  patients  with  asthma.  Respiratory  infec- 
tions occur  in  southern  regions  and  even  on 
southern  deserts.  All  precautions  that  are 
necessary  to  be  taken  in  the  North  must  be 
taken  in  the  South  also.  The  only  differences 
are  that  extremes  of  temperature  are  less  in 
the  South  than  in  the  North,  as  a rule,  and 
that  other  circumstances  unfavorable  to  a 
patient  with  asthma  are  less  likely  to  be  en- 
countered in  a place  where  he  would  choose 
to  spend  a winter  vacation.  Unfortunately,  a 
place  that  is  ideal  one  winter  may  be  objec- 
tionable the  next;  prolonged,  unseasonable 
rains,  severe  dust  storms,  or  thermal  aberra- 
tions are  the  despair  of  most  seekers  and 
keepers  of  health  resorts. 

Whatever  his  respiratory  infection  is  called 
— “cold,”  “virus  infection,”  “flu,”  or  coryza — 
once  it  is  recognized,  the  asthmatic  patient 
must  be  told  to  go  to  bed  immediately.  At 
first  he  does  not  feel  sufficiently  ill  to  require 
rest  in  bed;  but  only  thus  can  he  hope  to 
avoid  the  bronchitis,  coughing,  and  asthma 
that  may  persist  for  weeks  or  months,  once 
they  are  both  well  started  and  neglected.  The 
patient,  then,  if  he  has  the  knowledge,  will, 
and  opportunity,  can  help  nature  cope  with 
the  virus  infection  which  the  physician  can- 
not combat  better  as  yet.  Antibiotics,  anti- 
histaminics,  vaccines,  and  vitamins  are  com- 
pletely undependable  in  the  prevention  and 
treatment  of  colds. 

Often  the  recurrence  of  asthma  is  caused 
by  some  respiratory  irritant  — likely  a 
neglected  cold  that  came  on  when  the  patient 
was  tired  and  run  down.  Such  a development 
is  discouraging  and  unwelcome  to  all  con- 
cerned, and  the  mildness  of  symptoms  at  on- 
set deceives  the  patient.  Only  when  the 
coughing  becomes  hard  and  asthmatic  attacks 
begin  does  he  return  to  the  physician  with 
the  sheepish  explanation:  “You  told  me  when 
I left  the  hospital  what  to  do  if  I caught  a 
cold;  but  I guess  I didn’t  feel  sick  enough  to 
go  to  bed,  and  here  1 am  again.” 

Therapeutic  Measures 

Overcough  to  Raise  Mucus.  — Time  is 
well  spent  in  explaining  to  the  patient  the 
usefulness  of  mucus  and  the  mechanism  of 
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its  formation.  He  should  be  told  that  mucus 
is  normal,  that  it  protects  its  parent  surfaces 
against  respiratory  irritants,  and  that  it  is 
an  ointment  for  inflamed  bronchial  and  tra- 
cheal membranes.  Mucus,  therefore,  should' 
be  left  in  place  to  perform  its  functions.  If 
even  physicans  forget  these  things,  so  much 
more  do  patients  forget  them  and  need  to  be 
reminded  that  the  more  mucus  they  cough 
up,  the  more  will  be  secreted;  the  membranes 
will  not  be  left  long  without  a protective 
coating.  Too  often  patients  are  encountered 
who  cough  and  spit  up  mucus  all  night  and 
in  the  morning  have  a wastebasket  full  of 
saturated  tissues. 

It  means  a great  deal  to  the  patient  to  be 
told  that  any  excess  secretions  are  slowly 
maised  by  means  of  cilia  and  other  mecha- 
nisms until  they  reach  almost  to  the  top  of  the 
trachea.  At  this  point  the  presence  of  the 
excess  mucus  excites  a tickling  or  other  sen- 
sation. This  should  be  a signal  to  the  patient 
to  open  his  mouth  and  very  gently  clear  his 
throat.  This  will  expel  excess  secretions  that 
have  not  been  allowed  to  become  thick  and 
tenacious.  To  keep  the  secretions  thin,  the 
patient’s  tissues  must  contain  an  adequate 
quantity  of  water.  A good  rule  for  him  to 
follow  is  to  drink  the  equivalent  of  a glass  of 
water  each  waking  hour.  Iodides,  ammonium 
chloride,  or  other  expectorants  are  entirely 
ineffectual  if  the  patient  is  dehydrated.  The 
patient  should  be  encouraged  also  to  swallow 
his  mucus,  an  entirely  harmless  and  physio- 
logic procedure.  The  patient  who  is  being 
instructed  in  prophylactic  measures  should 
be  impressed  with  the  need  to  treat  his  air 
passages  as  gently  as  he  would  his  eye.  When 
informed  of  the  dangers  of  overcoughing  the 
patient’s  response  commonly  is,  “Why  wasn’t 
I told  not  to  cough  so  hard?  I’ve  been  doing 
just  the  opposite  of  what  I should  have  for 
years.” 

Use  of  Certain  Bronchodilators.  — There 
are  many  fine  effective  bronchodilators  avail- 
able to  the  patient,  but  often  he  does  not  un- 
derstand how  to  use  them  most  effectively. 
Too  frequently  he  delays  using  them  as  long 
as  he  can  put  it  off,  by  which  time  the  milder 
remedies  are  ineffectual.  It  is  then  a case  of 
“sending  a boy  to  do  a man’s  work.”  Nebu- 
lized bronchodilators  therefore  should  be 
used  at  the  first  sensation  of  tightness  in  the 
chest,  and  never  depended  on  if  asthma  is 


severe,  or  the  chest  very  tight. 

Many  a terrified  patient  will  ask,  “What 
will  I do  if  I have  another  one  of  those  awful 
attacks?”  All  patients  with  asthma  must  be 
taught  how  to  cope  with  an  attack  of  asthma, 
immediately  and  without  help.  Dependence 
on  others,  because  it  delays  early  relief, 
makes  necessary  more  frequent  and  larger 
doses  of  antiasthmatic  drugs  and  increases 
the  likelihood  of  undesirable  side  effects. 
Each  patient,  therefore,  should  be  taught  to 
take  small  doses  of  epinephrine,  by  inhala- 
tion or  subcutaneous  injection,  early  in  an 
attack  of  asthma.  Subcutaneous  injection  of 
3 or  4 minims  (0.2  or  0.25  ml.)  of  a 1 in  1000 
dilution,  taken  early  in  an  attack  of  bron- 
chospasm,  usually  will  stop  it  at  once  with- 
out unpleasant  side  effects.  If  further  med- 
ication is  necessary,  however,  such  small 
doses  usually  may  be  repeated  in  20  to  30 
minutes,  again  without  unpleasant  reaction. 

Many  patients  acquire  unwarranted  fear  of 
epinephrine  by  experiencing  untoward  effects 
after  having  been  given  excessively  large 
doses  ot  it.  That  epinephrine  is  a normal 
product  of  the  body  and  not  a noxious,  habit- 
forming drug  is  well  known  to  the  physician. 
It  may  not  be  known  to  the  patient,  however; 
if  not  he  will  be  fortified  by  the  information 
and  he  will  cease  to  fear  to  follow  his  phys- 
ician’s instructions  for  self-administration  of 
the  preparation.  For  him  to  have  confidence 
in  his  physician  is  important;  to  have  con- 
fidence in  himself  is  even  more  important. 

Treatment  of  Recurrences.  — If  a recur- 
rent attack  of  asthma  has  not  been  neglected 
too  long,  a few  days  in  bed  in  a hospital  with 
supportive  and  symptomatic  treatment 
usually  premit  the  bronchitis  to  subside,  and 
then  the  asthmatic  symptoms  disappear. 
Asthma  will  not  recur  if  the  patient  does  not 
encounter  a bronchial  irritant.  Many  patients 
learn  how  to  avoid  respiratory  irritants,  and 
these  are  the  patients  who  are  “cured”  of 
asthma. 

Comment 

. Practical  Difficulties.  — The  foregoing, 
which  sounds  so  easy,  is  complicated  by  the 
fact  that  the  patient  is  a human  being  and 
beset  by  human  problems.  He  may  be  un- 
willing to  give  up  pets;  and  many  times  it  is 
not  economically  feasible  for  a patient  to  fol- 
low a recommended  program.  For  example, 
not  all  farmers  who  are  bothered  by  dust  or 
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danders  can  leave  their  property  and  duties 
to  the  care  of  others,  so  the  best  plan  of  treat- 
ment cannot  be  applied.  An  occasional  pa- 
tient will  buy  an  advertised  cure,  will  take 
any  kind  or  amount  of  medicine,  and  will 
even  make  long  expensive  journeys  to  get  the 
medicine  — and  all  the  while  the  reputable 
devices  essential  to  his  health  he  will  not  or 
cannot  adopt. 

Division  of  Responsibility.  — When  asthma 
finally  is  relieved,  usually  the  relief  will  be 
the  result  of  combined  efforts  of  a co-opera- 
tive patient  and  not  one  physician,  but  a team 
of  them.  The  team  frequently  will  include  an 
allergist  or  an  internist  who  has  a special 
interest  in  allergy,  a rhinologist,  a roentgeno- 
logist, a bronchoscopist,  a bacteriologist,  and 


the  workers  in  a general  clinical  laboratory. 
I believe  it  preferable  that  an  internist  well 
versed  in  allergy  serve  as  captain  of  the  team. 
Working  as  individuals  only,  the  various 
specialists  cannot  be  so  effective  against 
asthma  as  when  their  efforts  are  co-ordinated 
by  an  internist  who  understands  the  whole 
problem.  Upon  this  internist  lies  also  the 
responsibility  for  teaching  the  patient  how  he 
needs  to  live  to  avoid  respiratory  irritants 
and  thereby  control  his  asthma. 

Upon  the  patient,  in  his  turn,  lies  the  re- 
sponsibility for  carrying  out  a program 
designed  to  avoid  respiratory  irritants,  to  re- 
lieve symptoms  of  asthma  early  and  ade- 
quately, and  to  help  nature  heal  the  inflamed 
air  passages. 
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D.  S.  BAUGHMAN.  M.D. 

1887—1959 

Forty  years  of  medical  and  civic  service  to  his  community  ended  in  the  death  of  Dr.  Daniel 
S.  Baughman,  72. 

Dr.  Baughman  died  unexpectedly  in  his  home  Sept.  12th  following  a heart  attack. 

Private  funeral  services,  limited  in  accordance  with  his  desires,  to  family,  associates  and 
close  friends,  were  held  at  2 p.m.  Wednesday,  Sept.  16  in  the  family  home. 

Dr.  Baughman  was  born  in  Pennsylvania  and  received  early  medical  training  at  Valparaiso 
University  in  Indiana.  He  taugh  in  Chicago  College  of  Dental  Surgery  while  completing  his 
medical  education  at  the  Chicago  College  of  Medicine  and  Surgery. 

He  was  a resident  doctor  in  Cook  County  Hospital,  Chicago,  from  1911  to  1913.  During 
World  War  I he  was  assigned  to  duty  in  Marine  hospitals  in  Chicago,  Seattle  and  San  Fran- 
cisco. 

After  the  War  he  entered  private  practice  here  in  association  with  the  late  Dr.  Robert  S. 
Westaby.  They  organized  a stock  company  and  carried  out  a campaign  for  the  construction  of 
a 75-bed  hospital.  In  1958  he  and  Mrs.  Baughman  presented  a gift  of  land  for  a new  structure 
to  replace  the  1920  building. 

Dr.  Baughman  and  his  associates.  Dr.  R.  C.  Baughman  and  Dr.  Joseph  Muggly,  organized 
and  built  the  Madison  Clinic  in  1950. 

He  was  past  president  of  the  Madison  District  Society,  South  Dakota  Medical  Association 
and  the  Sioux  Valley  Medical  Association.  He  was  also  a member  of  numerous  other  medical 
groups  and  health  associations.  He  was  Lake  County  health  officer  at  the  time  of  his  death. 
He  was  also  active  in  fraternal  and  civic  groups  and  was  president  of  the  Madison  Building 
and  Loan  Association. 

He  is  survived  by  the  widow;  and  five  children,  Mrs.  Patrick  O’Leary,  Hyattsville,  Md.; 
Dr.  Richard  C.  Baughman,  Gillette,  Wyo.;  Thomas,  Madison;  Mrs.  Richard  Lillard,  Winner,  and 
Mrs.  Harold  Phelps,  Colorado  Springs,  Colo.;  and  18  grandchildren. 
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EXECUTIVE  COMMITTEE  MEETING 
September  20,  1959 
South  Dakota  State 
Medical  Association 
Marvin  Hughiti  Hotel 
Huron,  S.  D. 

Dr.  Buchanan  called  the  meeting  to  order 
at  3:10  P.M.  Present  were  Drs.  R.  A.  Bu- 
chanan, C.  R.  Stoltz,  C.  J.  McDonald,  A.  P. 
Reding,  R.  H.  Hayes,  and  Magni  Davidson. 

Dr.  Buchanan  asked  for  suggestions  from 
the  Executive  Board  for  a member  of  the 
Grievance  Committee  to  replace  Dr.  D.  S. 
Baughman  who  recently  passed  away.  Dr. 
McDonald  moved  that  Dr.  W.  H.  Saxton, 
Huron,  be  appointed  to  the  Grievance  Com- 
mittee. Dr.  Hayes  seconded  the  motion  and 
it  was  carried. 

The  Executive  Committee  then  discussed 
who  should  be  appointed  as  chairman  of  the 
AMEF  Committee  to  replace  Dr.  F.  C.  Kohl- 
meyer  who  will  serve  on  the  committee,  but 
cannot  act  as  chairman.  Dr.  Buchanan  then 
appointed  Dr.  S.  F.  Sherrill  of  Belle  Fourche 
to  act  in  this  capacity. 

Mr.  Foster  then  brought  up  the  subject  of 
the  program  for  the  annual  meeting  which 
will  be  held  in  Aberdeen  in  May.  It  was  de- 
cided not  to  have  a split  session  program  as 
was  held  in  Rapid  City.  The  Executive  Com- 
mittee was  asked  to  submit  suggestions  as 
soon  as  possible.  It  was  announced  that  the 
specialty  groups  in  the  State  had  been  con- 
tacted to  submit  recommendations. 

The  meeting  adjourned  at  3:45  P.M. 


COUNCIL  MEETING 
September  20,  1959 
South  Dakota  State 
Medical  Association 
Marvin  Hughitt  Hotel 
Huron,  South  Dakota 

The  meeting  was  called  to  order  by  Dr. 
R.  H.  Hayes,  Chairman  of  the  Council,  at  1:00 
P.M.  Mr.  Foster  called  the  roll.  Present  were 
Drs.  R.  A.  Buchanan,  C.  R.  Stoltz,  C.  J.  Mc- 
Donald, A.  P.  Reding,  Magni  Davidson,  E.  J. 
Perry,  L.  C.  Askwig,  Paul  Hohm,  P.  P.  Brog- 
don,  N.  E.  Wessman,  T.  H.  Sattler,  J.  D. 
Bailey,  R.  H.  Hayes,  H.  E.  Lowe,  and  E.  A. 
Johnson. 

Dr.  McDonald  moved  to  dispense  with  the 


reading  of  the  minutes  of  the  last  meeting 
inasmuch  as  they  have  been  published  in  the 
South  Dakota  Journal  of  Medicine.  Dr.  Stoltz 
seconded  the  motion  and  it  was  carried. 

Mr.  Foster  reported  on  the  Relative  Value 
Fee  Study  and  stated  that  a copy  of  the  pro- 
posed fee  study  has  been  sent  to  each  phys- 
ician in  the  State.  The  Council  on  Medical 
Service  of  the  AMA  is  hoping  to  have  a 
meeting  on  this  subject  at  the  time  of  the 
North  Central  Conference  in  Minneapolis,  if 
it  can  be  arranged.  Mr.  Foster  suggested  that 
all  interested  physicians  should  attend  this 
meeting  to  learn  all  of  the  ramifications  of 
this  proposal  if  at  all  possible.*  Dr.  Davidson 
moved  that  the  Relative  Value  Fee  Study 
should  be  discussed  at  the  District  meetings 
this  Fall  and  that  ail  recommendations  for 
changes  in  the  relative  values  should  be  sub- 
mitted by  the  Districts  to  the  executive  office 
by  December  1.  Dr.  Reding  seconded  the 
motion  and  it  was  carried. 

Mr.  Foster  reported  on  the  progress  of  the 
building  plans  and  the  financing  of  the  build- 
ing for  a headquarters  office.  To  date,  $39,- 
218.34  has  been  either  paid  or  pledged  to  the 
building  fund.  The  architects  will  have  the 
plans  ready  to  put  out  for  bids  by  approx- 
imately October  1. 

Mr.  Foster  then  explained  the  questions 
that  have  arisen  on  the  publication  of  the 
physicians  public  service  survey.  He  read 
correspondence  from  the  Tennessee  State 
Medical  Association  concerning  the  action 
taken  by  that  Association  on  the  results  of 
a similar  survey.  A discussion  on  the  value 
and  merits  of  such  a survey  was  then  held. 
Dr.  Johnson  moved  that  the  Council  reaffirm 
the  position  taken  on  the  publication  of  the 
survey  at  its  last  meeting.  Dr.  Stoltz  seconded 
the  motion  and  it  was  carried. 

Mr.  Foster  discussed  the  appointment  by 
the  Governor,  of  a physician  to  the  Board  of 
Medical  Examiners.  A discussion  on  the 
action  to  be  taken  followed.  Dr.  Sattler  moved 
that  a letter  be  written  to  the  Governor  stat- 
ing that  this  position  is  a non-political  job  and 
for  the  effectiveness  of  the  Board,  the  ap- 
pointment must  be  verified  in  order  for  the 
Board  to  carry  out  their  prescribed  legal 

* Note:  Relative  Value  Fee  Study  Meeting  will 

not  be  held  at  the  North  Central  Conference, 

accorfding  to  latest  word.) 
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duties;  and  that  the  South  Dakota  State  Med- 
ical Association  again  re-affirms  its’  recom- 
mendation that  Dr.  Magni  Davidson  be  re- 
appointed to  the  Board  of  Medical  Examiners. 
Dr.  Askwig  seconded  the  motion  and  it  wass 
carried. 

Mr.  Foster  read  a resolution  concerning  fee 
schedules  and  their  use  in  South  Dakota.  Dr. 
Stoltz  moved  that  the  word  “corporations”  in 
the  last  pragraph  be  changed  to  “agencies.” 
Dr.  McDonald  seconded  the  motion.  Dr. 
Stoltz  moved  that  the  resolution,  as  amended, 
be  adopted.  Dr.  Brogdon  seconded  the  mo- 
tion and  it  was  carried.  The  resolution  is  as 
follows: 

WHEREAS,  the  doctors  of  medicine  of  the 
State  of  South  Dakota,  joined  together  to 
form  the  South  Dakota  State  Medical  Asso- 
ciation, recognize  that  the  establishment  of 
fees  for  services  is  an  individual  prerogative; 
and 

WHEREAS,  it  is  sometimes  necessary  to 
establish  fee  schedules  for  governmental  and 
non-profit  agencies  for  the  purpose  of  uni- 
formity in  negotiations;  and 

WHEREAS,  some  profit-making  concerns 
attempt  to  set  physicians  fees  on  the  same 
level  as  is  voluntarily  granted  non-profit 
agencies, 

NOW,  THEREFORE  BE  IT  RESOLVED, 
that  the  Council  of  the  South  Dakota  State 
Medical  Association  record  its  opposition  to 
profit-making  organizations  attempting  to 
utilize  fee  schedules  made  up  for  non-profit 
agencies  for  whom  concessions  may  be  made, 
and  that  such  profit-making  organizations  be 
informed  of  this  resolution  as  the  situation 
may  arise. 

Mr.  Foster  discussed  the  Community  Can- 
cer Demonstration  Project  Grants  which  had 
been  submitted  to  the  Council  for  approval 
by  Dr.  G.  J.  Van  Heuvelen.  Dr.  Stoltz  moved 
that  the  matter  be  tabled  until  such  time  as 
Dr.  Van  Heuvelen  can  appear  before  the 
Council  and  explain  it  fully  before  considera- 
tion is  given.  Dr.  Davidson  seconded  the  mo- 
tion and  it  was  carried. 

Mr.  Foster  then  introduced  Mr.  Charles 
Johnson,  Field  Service  Representative  of  the 
American  Medical  Association,  who  spoke  to 
the  Council  on  national  legislation  pending 
before  Congress. 

Mr.  Foster  then  explained  the  situation  on 
the  Fall  Hunters’  Seminar.  Dr.  Stoltz  moved 


SOUTH  DAKOTA 
that  the  Council  accept  the  recommendations 
of  the  Fall  Hunters’  Medical  Committee  that 
the  meeting  be  cancelled  due  to  an  inadequate 
advance  registration.  Dr.  Buchanan  seconded 
the  motion  and  it  was  carried. 

The  next  item  of  business  was  considera- 
tion of  a nomination  to  the  AMA  of  a can- 
didate from  South  Dakota  for  General  Prac- 
titioner of  the  year.  Dr.  Davidson  moved  that 
Dr.  Alonzo  P.  Peeke,  Volga,  be  recommended. 
Seconded  by  Dr.  Perry  and  carried. 

Mr.  Foster  read  a request  from  a member 
of  the  Traffic  Safety  Committee  requesting 
authorization  to  attend  the  Field  Demonstra- 
tion Conference  at  the  University  of  Minn- 
esota. Dr.  McDonald  moved  that  if  an  ex- 
pense voucher  is  submitted  that  the  executive 
office  be  authorized  to  pay  such  expenses. 
Dr.  Buchanan  seconded  the  motion  and  it  was 
carried. 

Mr.  Foster  explained  the  situation  concern- 
ing the  Governor’s  Committee  on  Aging  and 
the  recommendation  of  the  Executive  Com- 
mittee to  the  Council.  A discussion  on  this 
problem  followed.  Dr.  Brogdon  moved  that 
the  Council  recommend  that  the  South  Da- 
kota State  Medical  Association  invite  other 
interested  agencies  such  as  the  Hospital  Asso- 
ciation, Dental  Association,  Nursing  Home 
Association,  Greater  South  Dakota  Associa- 
tion, Associated  Retailers,  Health  Insurance 
Council,  Bankers  Association,  Pharmaceutical 
Association,  and  the  Farm  Bureau,  to  work 
with  the  Medical  Association  and  form  a Joint 
Committee  on  Aging.  That  the  Medical  Asso- 
ciation offer  them  the  services  of  our  execu- 
tive office  as  a clearing  house  for  their  find- 
ings after  investigating  the  problems  of  the 
aging  in  South  Dakota.  Dr.  Davidson  sec- 
onded the  motion  and  it  was  carried.  It  was 
suggested  that  the  Medical  Association  inform 
the  Congressmen  and  Senators  that  assistance 
on  the  case. 

Mr.  Foster  explained  the  suggested  pro- 
gram of  radio  stations  carrying  15  or  30  sec- 
ond spots,  as  public  service  time,  on  health 
matters.  Dr.  Sattler  moved  that  the  Associa- 
tion adopt  this  program,  and  that  the  Press- 
Radio  Committee  screen  all  announcements 
before  they  are  used.  Dr.  Johnson  seconded 
the  motion  and  it  was  carried. 

The  Council  decided  to  take  no  action  on 
the  request  for  nominations  to  the  United 
(Continued  from  Page  440) 
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Since  the  American  Medical  Association  has  come  out  with  its  evaluation  of  closed  panel 
plans,  there  has  been  an  endless  discussion  by  the  profession  of  the  A.M.A.  report. 

Closed  panel  medicine  has  been  in  existence  in  most  areas  for  many  years  and  the  in- 
dependent doctor  in  that  area  has  not  been  hurt  by  it,  if  he  has  practiced  as  good  or  better 
medicine  than  the  panel  doctors  practice.  In  fact,  there  is  a certain  degree  of  third  party 
medicine  when  we  doctors  work  in  church  controlled  hospitals  and  our  judgment  must  be 
modified  by  the  hospitals  rules. 

It  seems  to  be  human  nature  to  do  ones  best  work  only  when  driven  to  it  by  the  fear  of 
competition  and  we  often  times  learn  a great  deal  from  the  methods  of  our  competitors. 

The  present  situation  of  the  practice  of  medicine  might  be  likened  to  the  situation  of  the 
independent  grocer  when  the  first  chain  stores  started  in  Dakota.  The  independent  grocer 
gave  unlimited  credit  and  had  to  have  a high  mark  up  on  his  goods.  When  the  chain  store  came 
along  with  a narrow  margin  of  profit  and  cash,  the  independent  grocer  was  forced  to  do  the 
same  thing  and  in  the  end  was  better  off.  Few  grocers  in  the  old  days  could  continue  in 
business  through  a year  of  crop  failure. 

Do  not  let  third  party  medicine  discourage  us  but  let  us  continue  to  practice  the  very 
best  medicine  of  which  we  are  capable. 

R.  A.  Buchanan,  M.D. 

President 
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The  Governor  Waits  . . . Waits  . . . and 
Hesitates 


While  the  editorial  columns  of  the  Journal 
are  never  used  to  take  sides  politically,  We  do 
believe  in  speaking  out  on  matters  political 
when  it  seems  necessary  to  do  so. 

Particularly  annoying  to  the  editors  has 
been  Governor  Herseth’s  continued  delay  in 
appointing  a member  to  the  Board  of  Medical 
Examiners.  In  past  years  the  Board  has  been 
completely  nonpolitical,  the  previous  gov- 
ernors having  always  selected  a man  from  a 
panel  of  three  recommended  by  the  Medical 
or  Osteopathic  Association.  Last  appointment 
made  by  Gov.  Foss  was  that  of  Democrat  L.  L. 
Massa,  D.O.  who  was  recommended  by  the 
Osteopathic  Association. 

Governor  Herseth,  who  apparently  feels  he 
has  a mandate  from  the  electorate  to  shake 
up  all  Boards  and  Commissions,  has  not  seen 
fit  to  name  Dr.  Magni  Davidson  to  succeed 
himself  for  another  five  year  term.  Nor  has 
he  taken  the  opportunity  to  name  anyone  else 
so  Dr.  Davidson  remains  on  the  Board  until 
his  successor  is  named. 

If  the  governor  wishes  to  continue  the  non- 
political status  of  the  Board  of  Examiners,  he 
should  reappoint  Dr.  Davidson,  as  the  man 
the  medical  profession  thinks  is  best  qualified. 
If  he  insists  that  a Democrat  be  named  (which 
is  prerogative)  he  should  ask  the  Medical 
Association  to  recommend  several  well  quali- 
fied registered  Democratic  physicians.  But  he 
doesn’t  do  this  for  fear  those  Democrats  might 
be  under  the  control  of  known  Republicans  in 
the  Medical  Association. 

In  effect  then.  Governor  Herseth  does  not 


want  to  appoint  a nominee  of  the  Medical 
Association,  but  would  rather  name  a doctor 
of  his  choice  in  hopes  the  Association  did  not 
support  that  man  — and  disregarding  any 
information  as  to  the  man’s  aptitude  for  the 
job. 

The  Board  of  Medical  Examiners  should  be 
completely  non-political  — it  is  supported  by 
the  physicians  and  should  be  named  for  their 
prestige  and  ability  and  not  because  of 
political  party. 

Since  the  editorial  above  was  written,  the 
Governor  has  made  an  appointment  to  the 
Board.  He  named  Dr.  G.  Robert  Bartron  of 
Watertown,  to  succeed  Dr.  Davidson.  At  the 
time  of  the  appointment  the  Governor 
accused  executive  secretary  John  C.  Foster 
of  being  rude  in  publicizing  the  fact  that  the 
Governor  had  not  made  the  appointment 
when  a letter  was  written  by  Foster  re- 
recommending Dr.  Davidson,  the  incumbent 
member  of  the  Board.  The  Governor  is  in 
error  when  he  names  Foster  as  the  person 
making  the  recommendation.  The  recom- 
mendation was  made  by  the  Council,  on 
official  action,  at  its  September  meeting. 

It  is  obvious  that  the  Governor  has  no  in- 
tention of  considering  recommendations  of 
the  Medical  Association  because  he  has,  since 
the  matter  of  the  Board  of  Medical  Exam- 
iners, made  appointments  to  the  Governor’s 
Committee  on  Children  and  Youth  and  the 
Governor’s  Committee  on  Aging  without 
naming  persons  recommended  by  the  Medical 
Association. 
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GIFT  BOOKS 

Synopsis  of  Trealment  of  Anorectal  Di- 
seases by  Stuart  J.  Ross,  diplomate  and  secre- 
tary of  the  American  Board  of  Proctology. 
Mosby,  1959. 

The  busy  life  of  any  practitioner  makes 
keeping  up  with  the  general  medical  litera- 
ture difficult  and  the  reading  in  the  special- 
ized fields  a rare  occasion.  A manual  such  as 
this  one  by  Dr.  Ross  should  be  welcomed  by 
all  practitioners  as  well  as  students,  interns 
and  residents  who  deal  with  anorectal  di- 
seases. It  is  the  only  treatise  in  this  form 
that  has  appeared  in  many  years  and  is  de- 
signed to  provide  a quick  reference  that  in- 
cludes a certain  amount  of  anatomy  of  the 
anorectical  structures,  essentials  of  diagnosis 
and  treatment,  a brief  description  of  common 
symptoms  and  methods  of  taking  proctologic 
history  and  preforming  a proctologic  exam- 
ination. It  is  concise,  stripped  of  extraneous 
material  and  is  authoritative  with  the 
methods  described  those  which  the  author 
has  found  effective.  The  illustrations  are  ex- 
cellent and  the  blue  leather  binding  sturdy 
and  attractive.  In  addition  to  Anatomy  and 
Physiology  and  History  of  Examinations, 
there  are  chapters  on  Constipation  and  In- 
paction: Hemmorrhoids:  Venereal  Diseases: 
Fistula:  Pruritus  Ani:  Tumors:  Tuberculosis: 
Irritable  Colon  and  others.  A good  book  to 
have  close  at  hand. 


In  line  with  the  policy  of  distributing  edu- 
cational aids  by  physicians  to  interested  per- 
sons, the  following  booklet  would  be  of  value: 
A Doctor  Discusses  the  Menopause  by  G. 
Lombard  Kelley,  President  Emeritus  and 
former  Prof,  of  Anatomy  of  the  University  of 
Georgia.  Budlong  Press,  1959.  For  women 
undergoing  the  body  changes  of  the  meno- 
pause this  gives  an  enlightening  and  instruc- 
tive insight  into  the  physiological  and  psy- 
chological changes  taking  place.  One  re- 
assuring chapter  is  entitled  “Nothing  to  fear”: 
others  are  on  the  function  of  the  glands: 
the  physical  symptoms  of  the  menopause:  sex 
and  the  menopause:  endometriosis:  good  men- 
tal health  and  others  written  in  non-technical 
style  and  designed  to  inform  women  in  their 
middle  forties  of  what  to  expect  and  how  to 
cope  with  the  changes  taking  place  during 
this  phase  of  their  life  cycle. 

Any  physician  may  receive  a complimen- 
tary desk  copy  by  writing  on  his  professional 
stationery  to  Budlong  Press,  5428  N.  Virginia, 
Chicago  25,  Illinois. 

Another  manual  that  practitioners  might 
find  of  interest  is  The  Premarital  Consul- 
tation: a Manual  for  Physicians  by  Abraham 
Stone  and  Lena  Levine,  the  former  Director 
and  the  latter  Associate  Director  of  the  San- 
ger Research  Bureau,  Grune  and  Stratton 
1956.  In  many  states  some  form  of  medical 
examination  is  required  before  marriage. 
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Premarital  guidance  should  not  only  en- 
deavor to  determine  whether  an  individual  is 
free  from  diseases  or  physically  or  mentally 
fit  but  should  impart  basic  knowledge,  in- 
culcate sound  attitudes  and  values,  allay  con- ' 
cious  fears  and  anxieties  and  point  out  ways 
of  avoiding  malajustment.  The  material  pre- 
sented is  a guide  to  the  physician  for  inter- 
viewing purposes  as  well  as  for  examination. 
The  book  is  divided  into  3 sections:  1)  Pre- 
marital history  taken  separately  using  a 
simple  form  containing  minimum  data  2) 
Examination  with  special  attention  given  to 
the  reproductive  system  3)  the  interview 
acquainting  the  couple  with  the  results  of  the 
examination  and  tests  and  a discussion  of 
the  basic  biological  and  emotional  factors  of 
a good  marriage  relationship.  The  Appendix 
gives  Contraceptive  Techniques,  State  Mar- 
riage Laws  and  Birth  Control  Laws. 

We  are  fortunate  in  receiving  another 
volume  from  the  Ciba  Foundation:  Regula- 
tion of  Cell  Metabolism,  Little  Brown,  1959. 
This  is  a report  of  a Symposium  held  in  1958 
with  39  internationally  known  authorities 
presenting  the  latest  research  findings  on  cell 
metabolism. 

Another  gift  book  was  Acetophenetidin:  a 
Critical  Bibliographic  Review  by  Paul  K. 
Smith,  Prof,  of  Pharmacology  of  George 
Washington  University  School  of  Medicine, 
Interscience,  1958  and  presented  to  the  library 
by  the  Institute  for  the  Study  of  Analgesic 
and  Sedative  Drugs. 

Another  valuable  book  received  was  The 
Inervation  of  Muscle:  a Biopsy  Study  by  C. 

Coers,  head  of  the  Dept,  of  Neurology  and 
Clinical  Medicine  of  the  Brugmann  Hospital 
of  Brussels  University  and  A.  L.  Woolf,  Con- 
sultant Pathologist,  Midland  Center  for  Neu- 
rosurgery of  Southwick,  England.  Thomas, 
1959.  This  book  includes  new  techniques  of 
biopsy  demonstrating  the  intramuscular 
nerve  ending  and  the  myoneural  junction.  It 
is  of  value  to  those  who  treat  diseases  of  the 
lower  motor  neurone  or  are  interested  in  the 
biology  of  the  nerve  cell. 

A new  book  on  cancer  has  been  recently 
added  to  our  Medical  Library  Collection.  This 
is  Cancer:  Diagnosis  and  Treatment  edited  by 
John  B.  Field,  Assistant  Clinical  Professor  of 
Medicine  of  the  University  of  California 
School  of  Medicine,  Little  Brown,  1959.  Ac- 
cording to  the  announcement  about  this 


unique  book  “surgeons,  practitioners,  and 
students  will  find  a complete  summary  of 
present  knowledge  about  cancer  in  this  new 
clinical  book.  Every  section  and  system  of 
the  body  is  dealt  with  by  leading  cancer 
specialists.  Here  is  the  latest  information  on 
diagnosis,  therapy  and  general  management 
of  cancer  presented  in  one  volume  by  28  con- 
tributors. This  is  the  first  book  of  its  kind.” 
The  most  common  tumors  have  been  included 
and  the  emphasis  is  on  differential  diagnosis, 
clinical  signs,  brief  classifications,  treatment 
and  survival  figures.  Some  of  the  authorities 
and  the  chapters  written  are;  Tumors  of  the 
Stomach  by  Alton  Ochsner  and  Charles  C. 
Abbott;  Tumors  of  the  Small  Intestine,  Liver, 
Gallbladder,  Bile  Ducts,  and  Pancreas  by 
Max  Thorek;  Tumors  of  the  Skin  by  Harvey 
Blank  and  Frederick  Urbach  and  Tumors  of 
the  Soft  Parts  by  R.  Lee  Clark  and  Richard 
G.  Martin. 

Mrs.  Esther  Howard 

Medical  Librarian 


COUNCIL  MEETING— 

(Continued  from  Page  436) 

States  Pharmaceopeial  Convention’s  Com- 
mittee on  Revision  inasmuch  as  there  is  no 
one  in  South  Dakota  who  meets  the  require- 
ments. 

Mr.  Foster  read  a statement  submitted  by 
the  Mental  Health  Committee  of  the  State 
Association  and  the  Professional  Advisory 
Committee  on  the  South  Dakota  Mental 
Health  Association  which  they  asked  the 
Council  either  to  approve,  disapprove,  or  re- 
vise. Dr.  Stoltz  moved  that  the  Council  ap- 
prove the  wording  of  the  statements.  Dr. 
Brogdon  seconded  the  motion  and  it  was  car- 
ried. The  statements  will  be  used  in  a pub- 
lication of  the  Mental  Health  Association. 

Mr.  Foster  read  a letter  from  Dr.  Van  Heu- 
velen  concerning  the  Venereal  Disease  Con- 
trol program.  Dr.  Sattler  moved  that  the 
Council  approve  the  plan  in  principal,  pend- 
ing further  information  from  Dr.  Van  Heu- 
velen.  Dr.  McDonald  seconded  the  motion 
and  it  was  carried. 

Dr.  McDonald  moved  that  the  meeting  ad- 
journ. Seconded  by  Dr.  Johnson.  The  meet- 
ing adjourned  at  3:00  p.m. 
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Fifth  Annual  Huron  District  Medical  Society 

Pheasant  Seminar 

The  South  Dakota  Pheasant  Season  opens  at  noon,  Saturday,  October  17.  Daily  bag  limit 
will  be  five  birds.  Predictions  for  number  of  birds  are  as  bountiful  as  the  years  of  1946-47. 
The  scientific  program  is  as  follows  and  will  be  held  in  Saint  John’s  Nurses  Home  Auditorium, 
Huron,  South  Dakota. 


Saturday,  October  17 

9:00-  9:30  Registration  (Coffee  and  doughnuts  on  the  house) 

9:30-10:00  Benton  Holm,  M.D. — Moline,  Illinois 

UPPER  GASTROINTESTINAL  HEMORRHAGE 

10:00-10:30  W.  R.  J.  Kilpatrick,  M.D.,  Ophthalmologist  — Huron,  South  Dakota 
HUNTING  ACCIDENTS  OF  THE  EYE 

10:30-11:00  Richard  Wunschel,  M.D.,  Anesthesiologist  — Moline,  Illinois 

THE  ETIOLOGY  AND  PREVENTION  OF  CARDIAC  ARREST 


Sunday,  October  18 

9:00-  9:30  Coffee  and  doughnuts 

9:30-10:00  Robert  Schilling,  M.D.,  Associate  Professor  of  Medicine,  University  of  Wisconsin  — 
Madison,  Wisconsin 
DIAGNOSTIC  TESTS  IN  ANEMIA 

10:00-10:30  Robert  Van  Demark,  M.D.,  Orthopedist  — Sioux  Falls,  South  Dakota 
SOFT  TISSUE  INJURIES 

10:30-11:00  Leon  Bullock,  M.D.,  Radiologist  — Saint  John’s  Hospital,  Huron,  South  Dakota 
Stag  (for  doctors  and  guests)  — Saturday  evening  — Huron  Country  Club 
(Va  mile  north  on  State  highway  37  past  airport) 

This  is  included  in  the  nominal  registration  fee-compliments  of  the  Huron  District  Medical 
Society. 

6:30-  7:30  Social  hour 

7:30  Smorgasbord 

and 

Discussion  (usually  non-scientific) 

Attendance  at  scientific  meeting  is  mandatory  if  credit  for  attendance  is  to  be  given.  Roll 
will  be  taken.  Registration  fee  is  $10.00.  We  do  not  make  arrangements  for  hunting  or  housing 
accommodations.  The  Huron  Chamber  of  Commerce  will  be  glad  to  help  in  this  respect. 

We  extend  the  world  reknowned  hospitality  of  South  Dakota  and  Huron  to  improve  your 
mind,  your  marksmanship,  and  enjoy  the  great  outdoors  as  only  the  Great  Plains  can  offer. 

H.  P.  ADAMS,  M.D.,  Chairman 
R.  L.  CAREFOOT,  M.D. 

F.  D.  LEIGH,  M.D.,  Secretary-Treasurer 
Huron  District  Medical  Society 
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Pop's  Proverbs 

A dogooder  is  most  often  a 
nuisance;  but  a doer  of 
good  is  seldom  resented. 


NYU  OFFERS 
SURGERY  STUDIES 

Five  new  full  time  courses 
in  surgery  have  been  an- 
nounced by  the  Post-Grad- 
uate Medical  School  of  New 
York  University-Bellevue 
Medical  Center.  The  courses, 
to  be  offered  in  October  and 
November,  are  as  follows: 
Review  of  Surgery  of  the 
Stomach,  Duodenum  and 
Small  Intestine;  Review  of 
Surgery  of  the  Biliary  Tract 
and  Pancreas;  Review  of 
Surgery  of  the  Colon  and 
Rectum;  Review  of  Surgery 
of  the  Head  and  Neck,  In- 
cluding the  Thyroid  and  Re- 
view of  Abdominal  Surgical 
Diseases  in  Children. 

For  additional  information: 
Office  of  the  Associate  Dean, 
New  York  University  Post- 
Graduate  Medical  School,  550 
First  Avenue,  New  York  16, 
New  York. 


This  is  your 

MEDICAL  ASSOCIATION 


HOSPITAL  ASS'N. 

ANNUAL  CONFERENCE 

Persons  attending  the  1959 
annual  Fall  Conference  of 
the  South  Dakota  Hospital 
Association,  October  20-21  at 
the  Monsignor  Link  Auditor- 
ium, Yankton,  South  Dakota 
will  have  the  privilege  of 
hearing  Madison  B.  Brown, 
M.D.,  Associate  Director, 
American  Hospital  Associa- 
tion speak  on  “The  Geriatric 
Patient  In  The  General  Hos- 
pital.” 

Other  highlights  of  the 
two  day  conference  include  a 
presentation  on  “The  Treat- 
ment and  Handling  of  the 
Alcoholic  Patient  in  The 
General  Hospital”  by  R.  B. 
Leander,  M.D.,  Neurologist 
and  Psychiatrist,  Sioux  Falls, 
followed  by  a panel  discus- 
sion on  the  same  topic;  panel 
discussion  on  “The  Road  of 
Rehabilitation”;  banquet;  and 
business  session  which  will 
include  an  election  of  officers 
for  the  coming  year. 


OB-GYN  BOARD 
SCHEDULES 

The  Part  I Examinations 
of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  are 
to  be  held  in  various  parts  of 
the  United  States  and  Can- 
ada, on  Friday,  January  16, 
1960,  at  2:00  P.M. 

Candidates  notified  of  their 
eligibility  to  participate  in 
Part  I must  submit  their  case 
abstracts  within  thirty  days 
of  notification  of  eligibility. 
No  candidate  may  take  the 
Written  Examination  unless 
the  case  abstracts  have  been 
received  in  the  office  of  the 
Secretary. 

Current  Bulletins  outlining 
present  requirements  may  be 
obtained  by  writing  to  the 
Secretary’s  office. 

Robert  L.  Faulkner,  M.D. 

American  Board  of  Ob- 
stetrics and  Gynecology 

2105  Adelbert  Road 

Cleveland  6,  Ohio 
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Dazzling  downtown  Dallas,  heart  of  a metropolitan  area  with  over  1 million  population,  presents  one 
of  the  nation’s  most  dramatic  skylines.  It  includes  the  two  tallest  buildings  west  of  the  Mississippi  River. 
In  the  foreground  is  the  new  Memorial  Auditorium,  site  of  the  13th  clinical  meeting  of  the  American  Med- 
ical Association. 


DR,  A.  A.  PEEKE 
HONORED 

More  than  400  friends  of 
Dr.  A.  P.  Peeke  brought 
their  picnic  supper  to  the 
Volga  Athletic  Park  to  honor 
him  at  an  appreciation  picnic. 
In  recognition  of  his  having 
served  the  community  since 
April,  1929,  he  was  given  a 
placque  which  read:  “To  Dr. 
Alonzo  P.  Peeke.  In  appre- 
ciation of  your  30  years  of 
medical  service  to  the  people 
of  this  area,  1929-1959.  Pre- 
sented by  Volga  Commercial 
Club.” 

An  informal  program  was 
opened  with  remarks  by  Dr. 
Magni  Davidson,  Brookings, 
who  represented  state  and 
county  medical  groups.  He  is 


the  only  doctor  in  Brookings 
County  who  has  been  here 
longer  than  Dr.  Peeke,  hav- 
ing preceded  the  latter  a few 
months.  Dr.  Davidson  said, 
“Times  have  changed,  al- 
though Dr.  Peeke  and  I 
don’t  quite  date  back  to  the 
horse  and  buggy  days.”  And: 
“Dr.  Peeke  has  done  a mar- 
velous job  in  Volga  and  he 
has  patients  extending  many 
miles  in  every  direction.” 

Mayor  Arthur  Leite  com- 
mended Dr.  Peeke  on  his 
work  here.  John  Amundson, 
former  secretary  of  the  Volga 
Hospital  Board,  expressed 
the  hospital  staff’s  apprecia- 
tion of  Dr.  Peeke  and  said, 
“It  is  comforting  to  live  in  a 
town  where  there  is  a good 
doctor.”  Dr.  Donald  Scheller, 


Arlington,  vice  president  of 
the  hospital  board,  also  spoke. 

Howard  Lee,  master  of 
ceremonies,  read  a letter 
from  Senator  Karl  Mundt 
and  one  from  Dr.  R.  A.  Bu- 
chanan, Huron,  president  of 
the  South  Dakota  State  Med- 
ical Association.  He  pre- 
sented the  placque  to  the 
guest  of  honor. 

Dr.  Peeke,  his  wife,  and 
their  daughter,  Caroline,  ex- 
pressed their  thanks. 

Dr.  Peeke  invited  Boyd 
Hammer,  Minneapolis,  to 
speak,  the  latter  having 
flown  his  plane  here  for  the 
evening.  It  was  the  friend- 
ship of  the  two  men  that  first 
brought  the  doctor  to  this 
community. 
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FRACTURE  GROUP 
TO  NEW  ORLEANS 

The  20th  annual  meeting 
of  the  American  Fracture  As- 
sociation will  be  held  at  the 
Roosevelt  Hotel  in  New  Or- 
leans November  1,  2,  3,  4. 
The  sessions  are  acceptable 
for  Category  I and  II  credit 
in  the  American  Academy  of 
General  Practice. 

A full  program  has  been 
scheduled  featuring  some 
leading  in  the  field  of  frac- 
ture treatment.  Hotel  reser- 
vations should  be  made  di- 
rectly with  the  hotel.  Pro- 
grams may  be  secured  from 
H.  W.  Willmerling,  M.D.,  610 
Griesheim  Bldg.,  Blooming- 
ton, Illinois. 


NEWS  NOTES 

Dr.  Albert  Repsys  has  an- 
nounced the  opening  of  his 
office  at  Lead.  He  has  pre- 
viously been  at  Buffalo, 
Woonsocket  and  Dupree. 

^ ^ ^ 

Drs.  R.  A.  Buchanan  and 
H.  Russell  Brown  along  with 
executive-secretary  John  C. 
Foster,  attended  the  AMA’s 
legislative  conference  in  St. 
Louis  on  October  2-3. 

Hi  H? 

Dr.  Cecil  Baker  has  an- 
nounced his  resignation  as 
superintendent  of  Yankton 
State  Hospital  effective 
around  the  first  of  the  year. 
Dr.  Baker  will  practice  psy- 
chiatry in  Bismarck. 

* * H: 

Drs.  John  Stransky,  Water- 
town  attended  the  special 
course  on  auto  accidents 
held  in  Minneapolis  recently. 
Col.  John  Stapp  was  one  of 
the  principle  staff  members 
for  the  course. 


Dr.  V.  C.  Marr  of  Estelline, 
South  Dakota  attended  the 
Western  Cardiac  Conference 
in  Denver,  Colorado  between 
August  17-22. 

^ « 

Dr.  Wayne  Geib,  Rapid 
City,  has  been  elected  vice- 
president  of  the  North  Cen- 
tral District  Blood  Bank 
Clearing  House  which  head- 
quarters in  Chicago. 

* H=  * 

V.A.  Hospital  at  Fort  Bay- 
ard, New  Mexico  is  looking 
for  an  internist.  Pay  for  non- 
Board  man  is  $9,880.00  per 
annum.  Board  man  can  start 
at  near  $13,000.00.  Write 
Chief,  personnel  division. 


SYMPOSIUM  TO  BE 
HELD  NOV.  14 

All  physicians  are  invited 
by  the  new  Methodist  Hos- 
pital of  St.  Louis  Park  (Min- 
neapolis), Minnesota,  to  at- 
tend an  all  day  Symposium 
at  the  hospital,  Saturday, 
November  14,  1959,  on  the 
subject  “AUTOMOBILE 
TRAUMA.” 

Guest  speakers  for  this 
symposium  include  Fiorindo 
Simeone,  Professor  of  Sur- 
bery.  Western  Reserve  Uni- 
versity, Cleveland,  Ohio;  and 
Dana  M.  Street,  M.D.,  Chair- 
man of  the  Department  of 
Orthopedics,  University  of 
Arkansas. 

Physicians  and  their  wives 
are  invited  to  attend  the  din- 
ner at  the  Radisson  Hotel  at 
Minneapolis  following  this 
symposium.  In  the  evening 
the  subject  “SAFETY  ON 
THE  HIGHWAY”  will  be 


discussed.  The  Hon.  Ken- 
neth A.  Roberts,  of  the  House 
of  Representatives,  will 
speak  on  “SAFETY  LEGIS- 
LATION.” 

7 hours  of  Category  I 
credit  will  be  given  by  the 
Academy  of  General  Practice 
for  attendance  at  this  sym- 
posium. 

Further  information  con- 
cerning this  program  may  be 
obtained  by  writing  to  Reu- 
ben Berman,  M.D.,  Program 
Chairman,  Methodist  Hos- 
pital, St.  Louis  Park  26, 
Minnesota. 


THE  MONTH  IN 
WASHINGTON 

Primary  responsibility  for 
radiation  health  safety  has 
been  transferred  from  the 
Atomic  Energy  Commission 
to  the  Department  of  Health, 
Education  and  Welfare. 

Such  a shift  in  responsi- 
bility was  called  for  in  legis- 
lation pending  in  Congress 
but  President  Eisenhower 
ordered  the  transfer  without 
Congressional  action. 

The  President  directed 
HEW  to  “intensify  its  radio- 
logical health  efforts  and 
have  primary  responsibility 
. . . for  the  collation,  analysis 
and  interpretation  of  data  on 
environmental  radiation 
levels  such  as  natural  back- 
ground, radiography,  medical 
and  industrial  uses  of  iso- 
topes and  X-rays  and  fall- 
out.” 

HEW  Secretary  Flemming 
also  was  named  chairman  of 
a cabinet-level  Federal  Ra- 
diation Council. 
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ACEUTICAL 


SECTION 


HAROLD  S.  BAILEY,  PH.D. 
EDITOR 

Division  of  Pharmacy 
South  Dakota  State  College 
Brookings,  South  Dakota 
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ANIMAL  HEALTH  PHARMACY* 
Part  XI 

Kenneth  Redman,  Ph.D.** 
Brookings,  South  Dakota 


PHOSPHORUS  COMPOUNDS  AS 
INSECTICIDES 

It  has  been  previously  mentioned  that  one 
of  the  characteristics  of  an  ideal  insecticide  is 
that  its  harmful  effects  be  limited  to  the  in- 
sects for  which  it  is  used.  Many  of  the  newer 
phosphorus  insecticides  have  sufficient  de- 
sirable qualities  to  warrant  their  use,  in  spite 
of  their  toxicity  to  plants,  and  animals  other 
than  insects.  Their  use  is  sufficiently  dan- 
gerous to  include  quotations  from  the  U.S.- 
D.A.  Agriculture  Handbook  No.  120: 

“Demeton,  Di-Syston  (Bayer  19639),  EPN, 
Guthion,  methyl  parathion,  parathion,  Phos- 
drin,  TEPP,  Thimet  and  endrin  are  extremely 
poisonous  and  may  be  fatal  if  swallowed,  in- 
haled, or  absorbed  through  the  skin.  They 
should  be  applied  only  by  a person  thoroughly 
familiar  with  their  hazards  and  who  will  as- 
sume full  responsibility  for  safe  use  and  com- 

*The  eleventh  of  a series  of  articles  concerning 
the  role  of  the  pharmacist  in  animal  and  plant 
health. 

**  Professor  and  Head  of  the  Department  of  Phar- 
macognosy, Division  of  Pharmacy,  South  Dakota 
State  College. 


ply  with  all  the  precautions  on  the  labels. 
Reduce  the  danger  of  skin  exposure  by  wear- 
ing recommended  protective  clothing  and 
equipment.  Wear  a respirator  or  mask  of  a 
type  that  has  been  tested  by  the  U.  S.  De- 
partment of  Agriculture  and  found  to  be 
satisfactory  for  protection  against  the  par- 
ticular insecticides  being  used.  Full-face 
masks  are  needed  under  severe  conditions, 
such  as  use  of  aerosols  in  greenhouses  or 
often  while  loading  or  flying  aircraft.  A cur- 
rent list  of  acceptable  protective  devices  may 
be  obtained  from  the  Entomology  Research 
Division  at  Beltsville,  Md. 

“If  you  must  transplant  or  otherwise 
handle  plants  within  5 days  after  treatment 
with  endrin,  demeton,  Di-Syston,  Guthion, 
methyl  parathion,  or  parathion,  or  within  1 
day  after  treatment  with  Phosdrin,  wear 
clean,  dry  cotton  gloves  or  a good  grade  of 
rubber  gloves,  either  natural  or  neoprene  but 
not  buna.  If  you  must  harvest  crops  from 
treated  plants,  you  should  protect  your  skin 
by  wearing  tightly  woven  clothing. 
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“In  many  cities  there  is  a Poison  Control 
Center  that  will  have  available  information 
concerning  symptoms  and  treatment  of  cases 
of  actual  or  suspected  poisoning  by  pesticides; 
consult  your  local  telephone  directory.  If  you 
cannot  obtain  this  information  locally,  call 
the  U.  S.  Public  Health  Service  at  Savannah, 
Ga.,  or  Wenatchee,  Wash.” 

Tetraethyl  pyrophosphate  (TEPP,  KEPT, 
Bladan,  Nifos  T,  Vapotone),  C8H20O7P2,  is  a 
colorless,  odorless  liquid  in  pure  form.  The 
crude  product  is  an  amber-colored  liquid,  mis- 
cible with  water  and  most  organic  solvents, 
nearly  insoluble  in  petroleum  oils.  TEPP  is 
hygroscopic  and  is  corrosive  to  most  metals. 
Because  it  is  rapidly  hydrolized  in  the  pres- 
ence of  water,  it  is  useful  only  as  a direct 
acaricide  or  aphicide.  It  is  marketed  for  agri- 
cultural use  as  a mixture  of  polyphosphates, 
containing  not  less  than  40  per  cent  of 
tetraethylpyrophosphate.  Formulations  in- 
clude an  anhydrous  solution  with  an  emul- 
sifier, and  a mixture  with  methyl  chloride  in 
aerosols.  A specific  recommendation  is  2/3 
pint  of  20  per  cent  emulsion  concentrate  per 
100  gallons  of  spray  for  European  red  and 
two-spotted  spider  mites  on  plums  and  prunes 
— to  be  used  only  by  a trained  operator  only 
on  large  plantings. 

Parathion  (E-605,  Thiophos,  Niran,  SNP 
[in  French  literature],  diethyl  p-nitrophenol 
thiosphosphate),  C10H14NO5PS,  is  a pale  yel- 
low liquid,  slightly  soluble  in  petroleum  oils 
and  water,  soluble  in  most  organic  solvents. 
It  hydrolizes  rapidly  in  alkaline  solutions  and 
darkens  on  exposure  to  sunlight.  The  ex- 
treme insecticidal  activity  by  contact  or 
stomach  is  supposedly  due  to  inhibition  of 
cholinesterase  activity.  There  is  little  evi- 
dence of  phytotoxicity,  when  used  as  directed, 
but  it  does  show  high  mammalian  toxicity. 
Formulations  include  dispersable  powders, 
dusts,  aerosols,  and  emulsifiable  concentrates. 
It  has  a wide  range  of  practical  use  on  forage 
crops,  fruits,  and  vegetables.  Parathion 
should  only  be  used  by  an  experienced  opera- 
tor, observing  proper  caution  and  established 
tolerances. 

Methyl  parathion  (Dimethyl  parathion,  E- 
605,  Dalf,  Nitrox  80,  0.  0-dimethyl  0-  [4-nitro- 
phenyl]  thiophosphate),  CsHioNO.^PS,  is  a 
dark  tan  liquid,  crystallizing  near  29°C.  It  is 
nearly  insoluble  in  water,  soluble  in  most  of 
the  organic  solvents.  Its  chemical  and  bio- 


logical properties  are  similar  to  those  of  para- 
thion, although  the  mammalian  toxicity  is 
lower  under  some  conditions.  Formulations 
include  dusts  and  spray  concentrates;  Nitrox 
80  is  80  per  cent  methyl  parathion  in  an 
aromatic  petroleum  solvent,  while  Metacide 
50  is  an  emulsifiable  concentrate  containing 
44  per  cent  methyl  parathion  and  11  per  cent 
parathion.  Methyl  parathion  is  recommended 
for  certain  insects  of  cotton  and  small  grains. 
It  has  the  same  tolerances  as  parathion  for 
fruits  and  vegetables. 

O-ethyl  O-p-nitrophenyl  phenylphosphono- 
thioate  (EPN),  C14H14NO4PS,  is  a light  yellow 
crystalline  compound.  The  technical  product 
is  a dark  amber-colored  liquid,  nearly  insol- 
uble in  water,  but  soluble  in  most  organic 
solvents.  It  is  unstable  in  alkaline  mixtures. 
EPN  is  relatively  non-phytotoxic,  except  to  a 
few  varieties  of  apples,  but  it  is  toxic  to  some 
species  of  insects  and  many  species  of  phyto- 
phagous mites,  due  to  anticholinesterase 
activity.  It  is  toxic  to  mammals.  Formula- 
tions include  a wettable  powder  containing 
25  per  cent  EPN.  A specific  recommendation 
is  Vz  pound  of  EPN  in  the  wettable  powder 
to  100  gallons  of  spray  for  the  hickory  schuck- 
worm  on  pecans.  Previously  noted  precau- 
tions must  be  observed. 

Malathion  (O,  O-dimethyl  thiophosphate  of 
diethyl  mercaptosuccinate,  and  formerly 
known  as  Malathon),  Ci(iHu)OiiPS2,  is  a yellow 
to  dark-brown  liquid,  slightly  soluble  in 
water,  somewhat  soluble  in  petroleum  oils, 
soluble  in  most  organic  solvents.  It  is  stable 
in  aqueous  mixtures  between  pH  5.0  and  pH 
7.00,  but  incompatible  with  heavy  metals.  It 
shows  slight  phytotoxicity  to  sweet  cherries, 
but  is  very  toxic  to  certain  phytophagous 
mites  and  a large  variety  of  insects,  especially 
the  house  fly,  the  plum  curculio  and  the 
Mexican  bean  beetle.  The  relative  low  tox- 
icity of  Malathon  to  warm-blooded  animals 
makes  it  one  of  the  most  extensively  used 
phosphorus  insecticides  for  insects  of  vege- 
table, cereal,  and  forage  crops,  as  well  as  a 
spray  and  in  baits  for  flies.  Formulations 
include  a wettable  powder  (25  per  cent), 
emulsifiable  concentrates  (5  lbs.  and  10  lbs. 
per  gallon),  dusts  (4  per  cent),  aerosols,  and 
spray  and  shampoo  treatments  for  cats  and 
dogs  for  ticks,  fleas,  and  lice. 

Demeton  (Systox,  E-1059,  O,  O-Diethyl  0-2- 
[ethylthio]  ethyl  phosphorodithioate  I;  also 
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new. . . highly  effective  tranquilizei 


Comparison  of  TENTONE  usefulness 


1 


• • 


for  extended  office  practice  use 


NEW  PHENOTHIAZINE  COMPOUND  FOR  THE  LOWER  AND  MIDDLE  RANGE  OF  DISORDERS 


Positive,  rapid  calming  effect  in  mild  and  moderate  cases. 

Striking  freedom  from  organic  toxicity,  intolerance,  or  sen- 
sitivity reaction— particularly  at  low  dosage.  Greater  freedom 

from  induced  depression  or  drug  habituation.  May  be  use- 

ful, as  with  other  tranquilizers,  to  potentiate  action  of  analgesics, 
sedatives,  narcotics.  Facilitates  management  of  surgical, 

obstetric,  and  other  hospitalized  patients.  Indicated  when 

more  than  a mild  sedative  effect  is  desired . . . and  less  than  psy- 
chosis is  involved.  Dosage  range;  In  mild  to  moderate  cases: 

from  30  to  100  mg.  daily.  In  moderate  to  severe  cases:  from  75  to 
500  mg.  daily. 

«LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Peari  River,  New  York 


SOUTH  DAKOTA 


the  S-2-ethylthioethyl  isomer  II,  and  mixtures 
of  I and  II),  C8H10O3PS2,  technically  is  a light 
yellow,  oily  liquid,  with  a mercaptan  odor, 
slightly  soluble  in  water,  soluble  in  most  or-^ 
ganic  solvents.  Demeton  is  incompatible  with 
water-soluble  mercury  compounds  and  is  hy- 
drolized  by  strong  alkali.  It  shows  no  appre- 
ciable phytotoxicity,  when  used  as  directed, 
but  has  marked  acaricidal  and  aphicidal  value 
systemically,  and  as  a contact  insecticide.  It 
is  quite  toxic  to  warm-blooded  animals,  so 
that  previously  noted  cautions  must  be  ob- 
served. Formulations  include  a spray  con- 
centrate (26  per  cent  Demeton)  and  50  per  cent 
Demeton  on  activated  charcoal  for  seed  and 
soil  treatment;  usually  4-8  ounces  per  bushel 
of  seed,  for  example.  Low  level  tolerances 
have  been  announced  for  several  crops. 
Demeton  is  recommended  for  the  control  of 
the  spotted  alfalfa  aphid  on  alfalfa,  spider 
mites  on  beans,  and  aphids  on  strawberries, 
as  specific  examples. 

Bayer  L 13/59  (Dipterex,  Dylox,  O,  O- 
Dimethyl  [l-hydroxy-2,  2,  2-trichloroethyl] 
phosphonate),  C4H8C1304P,  is  a white  to  pale 
yellow  crystalline  solid  which  is  soluble  in 
water,  ether,  chloroform  and  benzene,  but  is 
insoluble  in  petroleum  oils.  Unstable  to 
alkalies,  Bayer  L 13/59  is  a very  active  in- 
secticide against  Diptera  (flies,  mosquitoes, 
midges,  gnats)  and  some  other  insects,  includ- 
ing the  external  parasites  of  domestic  animals 
and  chlordane-resistant  cockroaches.  It  is 
especially  useful  against  DDT-resistant  house 
and  stable  flies.  Formulations  include  a 50 
per  cent  wettable  powder,  5 and  10  per  cent 
dusts,  1 per  cent  in  dry  sugar  bait,  0.05  per 
cent  in  syrup  fly  bait,  and  “Tugon”  fly  mat 
(a  cardboard  disc  impregnated  with  .1  Gm. 
Dipterex  to  be  placed  in  a saucer  with  water). 

Dow  ET  57  (Korlan,  Ronnel,  Viozene,  Dow 
ET  14  for  the  technical  grade,  O.  O-Dimethyl 
0-2,  4,  5-trichlorophenyl  phosphorothioate), 
CsHsCLOsPS,  is  a white  crystalline  powder 
insoluble  in  water,  but  soluble  in  most  or- 
ganic solvents.  Incompatible  with  alkalies, 
it  is  very  toxic  to  a large  variety  of  insects  in 
neutral  or  acid  preparations.  It  has  a limited 
usefulness  against  Lepidoptera  larvae  (larvae 
of  moths  and  butterflies),  but  is  applicable  to 
the  larvae  of  flies.  Because  of  low  acute 
toxicity  to  warm-blooded  animals,  it  is  recom- 
mended as  a systemic  insecticide  for  cattle 
grubs  (40  per  cent  bolus  of  37.5  Gm./300  lbs. 


body  weight  of  beef  cattle).  A spray  is  recom- 
mended for  the  control  of  horn  flies,  lice, 
ticks,  and  screwworms. 

Diazinon  (G  24480,  Basudin,  O,  O-Diethyl 
O-  [2-isopropyl-4-methyl-6-pyrimidyl]  phos- 
phorothioate), C12H21N2O3PS,  is  a colorless 
liquid  in  pure  form;  the  technical  product  (95 
per  cent)  is  a pale  to  dark  brown  liquid.  It  is 
insoluble  in  water,  but  soluble  in  most  or- 
ganic solvents.  Stable  with  alkalies,  it  slowly 
hydrolizes  in  aqueous  or  acid  media  and  is 
incompatible  with  copper  fungicides.  Of  high 
insecticidal  and,  perhaps,  miticidal  value,  it 
is  recommended  as  a residual  treatment  in 
farm  buildings,  including  dairy  barns.  It  is 
also  used  in  sugar  baits  for  flies.  It  has  been 
accepted  for  the  control  of  fruit  flies  on 
cherries  and  aphids  on  pears.  Formulations 
include  a 25  per  cent  wettable  powder,  a 25 
per  cent  emulsifiable  concentrate,  and  a 4 per 
cent  dust.  A special  caution  was  previously 
noted. 

Phosdrin  (OS  2046,  dimethyl  1-carbome- 
thoxy-l-propen-2-yl  phosphate),  C-HisOoP,  is 
a light  yellowish-green  liquid  (technical)  that 
is  soluble  in  water,  acetone,  and  benzene,  but 
insoluble  in  hexane.  Moderately  stable  in 
neutral  solutions,  the  technical  product  has  a 
half-life  of  about  35  days.  Compatible  with  at 
least  several  other  insecticides,  it  is  corrosive 
to  steel.  A contact  and  systemic  insecticide 
of  relatively  short  duration,  a specific  recom- 
mendation is  for  the  control  of  the  red-banded 
leaf  roller  on  apple  trees.  It  is  extremely 
poisonous  to  humans  and  other  warm-blooded 
animals,  as  previously  noted.  Formulations 
include  an  emulsifiable  concentrate  (2  lbs. 
per  gal.),  a solution  (2  lbs.  per  gal.),  granules 
(1-5  per  cent),  and  a wettable  powder  (10  per 
cent). 

Disyston  (Bayer  19639,  Dithiosystox,  O,  O- 
Diethyl  S-2  [ethylthio]  ethyl  phosphorodi- 
thioate),  C8H19O2PS3,  is  a clear  liquid  (pure) 
or  a dark  yellowish  aromatic  oil  (technical). 
Insoluble  in  water,  it  is  soluble  in  most  or- 
ganic solvents  and  fatty  oils.  It  is  relatively 
stable  in  preparations  at  a pH  of  8,  or  below. 
A systemic  insecticide,  Disyston  is  recom- 
mended by  the  U.S.D.A.  as  a seed  treatment 
(11/2  lbs.  Disyston  per  100  lbs.  of  seed)  for  the 
spotted  alfalfa  aphid  on  alfalfa.  Formulations 
include  a 50  per  cent  carbon  dust  and  5 and 
10  per  cent  granules.  It  has  been  used  against 
certain  cotton  insects.  Disyston  is  one  of  the 
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extremely  hazardous  insecticides  previously 
no'ted. 

Trithion  (Stauffer  R 1303,  O.  O-Diethyl  S-p- 
chlorophenylthiomethyl  phosphorodithioate), 
C11H10CIO2PS3,  is  a light  amber-colored  liquid 
(technical  grade).  Insoluble  in  water,  soluble 
in  most  organic  solvents,  it  is  relatively  stable 
in  water  and  compatible  with  many  fung- 
icides. Introduced  as  an  insecticide  and  mi- 
ticide,  formulations  include  a 25  per  cent 
wettable  powder,  1,  2,  and  5 per  cent  dusts, 
and  an  emulsifiable  concentrate  (4  lbs.  per 
gal.).  It  is  recommended  for  spider  mites  on 
the  foliage  of  beans  and  tomatoes  (outdoors 
only),  mites  on  potato  foliage  (Northwest 
only),  aphids  on  raspberry  foliage  (Southwest 
only),  and  the  rosy  apple  aphids  on  apples. 

Guthion  (Gusathion,  Bayer  17147,  17/147, 
O,  O-Dimethyl  S-  [4-oxo-benzotriazino-3- 
methyl]  phosphorodithioate),  C10H12N3O3PS2, 
is  a solid  insoluble  in  water,  but  soluble  in 
most  organic  solvents.  It  has  a long  residual 
insecticidal  and  miticidal  action,  with  no  phy- 
totoxic symptoms  on  recommended  plants  at 
recommended  concentrations.  Although  not 
as  poisonous  to  warm-blooded  animals  as 
some  phosphorus-containing  insecticides,  it 
appears  in  the  U.S.D.A.  list  of  extremely 
poisonous  compounds  previously  given.  Form- 
ulations include  a spray  concentrate  of  1.5  lbs. 
per  gal.,  a 15  per  cent  wettable  powder,  and  a 
2.5  per  cent  dust.  Recommendations  include 
the  treatment  of  apple  crops  for  apple  and 
apple  grain  aphids,  apple  maggots,  codling 
moths  (other  than  the  Pacific  Northwest), 
fruit  tree  and  red-banded  leaf  rollers,  and 
plum  curculio.  It  is  also  recommended  for 
certain  insects  on  other  fruit  crops  and  cotton. 

Schradan  (OMPA,  Pestox  III,  Pestox  3, 
Systam,  bis  [dimethylamino]  phosphoric  an- 
hydride), C8H24N4O3P2,  is  a colorless  (pure 
form)  or  dark  brown  (technical  form)  viscous 
liquid.  It  is  soluble  in  water  and  most  or- 
ganic solvents,  but  only  slightly  soluble  in 
petroleum  oils.  Fairly  stable  under  most 
conditions,  it  is  hydrolized  by  acids.  It  is  only 
slightly  phytotoxic  at  insecticidal  concen- 
trations and  is  only  moderately  toxic  to  mam- 
mals. Compared  to  other  insecticides  in  its 


class,  Schradan  shows  less  toxicity  to  insects 
as  a contact  poison.  Absorbed  by  plant  leaves 
and  translocated  however,  the  plant  becomes 
toxic  to  mites  and  sap-sucking  insects. 
Formulations  include  a 30  per  cent  aqueous 
solution,  a 75-80  per  cent  anhydrous  form,  and 
a 60  per  cent  product  with  a anhydrous  wet- 
ting agent.  A specific  use  is  the  application  of 
¥2  pt.  of  a 2 lbs.  per  gal.  emulsion  concentrate 
in  100  gal.  of  spray  to  pecan  trees  for  the  con- 
trol of  the  walnut  aphid. 

Bayer  21/199  (Co-Ral,  O,  O-diethyl  O-  [3- 
chloro-4-methy  lumbellif  erone]  phosphoro- 
thioate),  CuHioClOsPS,  is  a colorless  crystal- 
line compound.  It  has  a relatively  low  tox- 
icity to  warm-blooded  animals,  but  is  highly 
toxic  to  insects,  especially  fly  larvae  and  the 
cotton  boll  weevil.  Formulations  include  a 
25  per  cent  wettable  powder,  which  is  recom- 
mended to  be  used  in  a 0.5  per  cent  spray  for 
cattle  grubs,  horn  flies,  and  lice  on  beef 
cattle.  In  no  case  should  calves  under  1 
month  of  age  or  sick  animals  be  treated.  No 
animal  should  be  treated  less  than  60  days 
before  slaughter. 

Thimet  (Experimental  Insecticide  3911,  O, 
O-Diethyl  S-  [ethylthiomethyl]  phosphorodi- 
thioate), C7H17O2PS,  is  a liquid  insoluble  in 
water,  soluble  in  vegetable  oils,  dioxane, 
xylene,  and  carbon  tetrachloride.  It  is  hydro- 
lized in  alkaline  aqueous  preparations,  but  is 
presumed  to  be  compatible  with  most  pes- 
ticides. Thimet  is  a contact  insecticide,  but 
present  recommendations  recognize  its  sys- 
temic properties  of  protecting  certain  plant 
seedlings  by  treating  the  seed  before  planting. 
It  has  about  the  same  toxicity  as  Parathion  to 
mammals.  A special  caution  was  previously 
noted.  Formulations  include  a carbon  powder 
containing  44  per  cent  Thimet  and  2 per  cent 
methyl  cellulose,  emulsifiable  concentrates 
(47.5  per  cent  and  90  per  cent),  and  granules 
(2-10  per  cent).  The  U.S.D.A.  recommends 
Thimet  carbon  dust  {IV2  lbs.  per  100  lbs.  of 
seed)  for  treating  alfalfa  seed  before  planting 
for  the  control  of  the  spotted  alfalfa  aphid. 
Plants  may  not  be  harvested  or  used  as  feed 
for  60  days  after  treatment. 
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IMPROVEMENTS  IN  URBAN  HEALTH* 


As  mortality  rates  for  the  country  as  a 
whole  have  declined,  differences  between  the 
health  of  city  and  country  residents  have  all 
but  vanished.  Regional  differentials  have 
also  converged. 

In  1940  the  U.  S.  Geographic  division  with 
the  highest  mortality  had  a 32  per  cent  excess 
over  the  division  with  the  lowest  rate.  By 
1957  the  excess  had  shrunk  to  16  per  cent. 
Regional  differences  in  life  expectancy  also 
tended  to  diminish  between  1940  and  1950. 

Nevertheless,  some  geographic  variation  in 
mortality  still  exists.  In  general,  the  Western 
states  have  the  best  record.  The  rural  West 
North  Central  division,  which  in  the  past  has 
consistently  had  the  lower  mortality,  main- 
tained its  lead  in  1957  with  7.5  deaths  per  1,000 
population.  Age-adjusted  mortality  rates  for 
1957  by  geographic  division  and  state  were 
estimated  by  the  Research  Department  of 
Health  Information  Foundation  on  the  basis 
of  preliminary  data  tabulated  in  broad  age 
groups  by  N.O.V.S.  for  the  first  ten  months  of 
the  year.  The  final  rates  may  differ  because 
of  the  influenza  epidemic  late  in  the  year. 

* Reprinted  from  Progress  in  Health  Services,  Vol. 

VII,  No.  1,  published  by  the  Health  Information 

Foundation,  New  York. 


In  contrast,  the  South,  while  also  predom- 
inantly rural,  has  lagged  behind.  The  most 
rural  of  its  geographic  division,  the  East 
South  Central  states,  had  one  of  the  highest 
mortality  rates  in  the  nation,  8.4,  in  1957. 

The  predominantly  urban  and  industrial 
Northeast  also  trails  the  West.  Its  most 
heavily  urbanized  division,  the  Middle  At- 
lantic states,  had  the  country’s  highest  mor- 
tality, 8.7,  in  1957. 

The  contrasts  among  these  areas  indicate 
that  regional  differentials  far  overshadow 
rural-urban.  These  regional  differentials  cur- 
rently depend  largely  on  variations  in  levels 
of  living,  the  characteristics  of  the  popula- 
tion, availability  and  accessibility  of  health 
facilities,  and  possibly  on  new  environmental 
hazards,  such  as  the  greater  tensions  inherent 
in  the  way  of  life  in  today’s  large  cities  and 
metropolitan  areas. 

Earlier  in  this  century  communicable  di- 
seases were  especially  prevalent  in  the  cities; 
as  a result,  urban  death  rates  were  high.  Over 
the  years,  however,  medical  advances  and  im- 
provements in  the  general  standard  of  living 
have  greatly  reduced  the  mortality  from 
these  diseases,  and  life  in  the  cities  has  be- 
come healthier.  Thus,  life  expectancy  in 
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New  York  City  in  1901  was  about  seven  years 
less  than  in  the  United  States  (Death  Regis- 
tration States.  In  1901  these  consisted  of  ten 
states  and  the  District  of  Columbia)  for  males, 
almost  six  years  less  for  females.  Today,  dif- 
ferences in  life  expectancy  between  residents 
of  New  York  City  and  the  entire  nation  are 
relatively  insignificant. 

The  improvement  in  urban  mortality  is  all 
the  more  noteworthy  in  that  the  larger  cities, 
especially,  have  become  much  more  con- 
gested. The  sheer  density  of  population  has 
compounded  some  public  health  problems, 
and  entirely  new  ones  — for  example,  the 
threat  of  widespread  air  pollution  — have 
appeared. 

In  1900  some  30,000,000  persons,  about  two- 
fifths  of  the  U.  S.  population,  lived  in  urban 
places;  in  1950  this  number  had  grown  to  96,- 
000,000,  or  nearly  two-thirds  of  the  total 
population.  By  1956  the  urban  population  had 
reached  104,000,000.  Large  cities  (population 
of  100,000  and  over)  nearly  tripled  in  number 
between  1900  and  1950,  from  38  to  106,  ac- 
counting for  19  per  cent  of  the  population  in 
1900  and  29  per  cent  in  1950. 

At  the  same  time,  the  urban  way  of  life 
has  spread  to  the  countryside.  The  former 
isolation  of  rural  life  is  vanishing.  More  than 
half  of  the  “rural”  population  is  now  nonfarm 

— no  longer  a village-crossroads  population 
but  one  living  in  large  part  along  highways 
and  other  main  arteries  between  metro- 
politan centers.  The  resources  of  the  cities  — 
for  example,  their  superior  health  facilities 

— have  become  increasingly  accessible  to 
rural  residents  as  a result  of  improved  trans- 
portation and  communication  facilities.  Be- 
cause of  such  developments,  and  as  the  more 
difficult  sanitation  problems  of  the  cities  are 
gradually  overcome,  mortality  differentials 
between  the  two  types  of  areas  continue  to 
narrow. 

Comprehensive  statistics  to  document  this 
rural-urban  convergence  are  currently  un- 
available, but  such  statistics  do  exist  for 
states  and  geographic  divisions  in  the  United 
States.  The  following  discussion  is  based  on 
comparisons  of  three  of  these  divisions,  each 
an  extreme  type:  the  heavily  urbanized 
Middle  Atlantic,  the.  relatively  prosperous 
rural  West  North  Central,  and  the  less  pros- 
perous rural  East  South  Central.  These  di- 
visions consist  of  the  following  states:  Middle 


Atlantic  — New  York,  New  Jersey,  and 
Pennsylvania;  West  North  Central  — Minn- 
esota, Iowa,  Missouri,  North  Dakota,  South 
Dakota,  Nebraska,  and  Kansas;  East  South 
Central  — Kentucky,  Tennessee,  Alabama, 
and  Mississippi.  (For  ease  of  discussion,  these 
sections  will  hereafter  be  referred  to  as  At- 
lantic-urban, North-rural,  and  South-rural, 
respectively). 

Regional  Characteristics 

These  three  geographic  divisions  represent 
sharp  contrasts  in  their  population  charac- 
teristics, i.e.,  in  degree  of  urbanization,  color 
and  nativity  composition,  educational  attain- 
ment, and  income.  For  degree  of  urbaniza- 
tion, the  proportions  of  their  populations  re- 
siding in  urban  areas  in  1950  were  81  in 
Atlantic-urban,  52  in  North-rural,  and  39  in 
South-rural.  Rural  persons  actually  residing 
on  farms  comprised  less  than  5 per  cent  of  the 
Atlantic  population,  compared  to  over  one- 
fourth  in  North-rural  and  one-third  in  South- 
rural. 

The  proportions  residing  in  Standard 
Metropolitan  Areas  in  these  three  divisions 
in  1950  were  83,  37,  and  29,  respectively. 
Similarly,  proportions  residing  in  large  cities 
(100,000  and  over)  were  46,  21,  and  15.  Thus, 
South-rural  was  the  most  isolated  from 
metropolitan  areas  and  their  large  cities,  and 
North-rural  somewhat  less  so.  Very  roughly, 
urban  places  consist  of  all  communities  with 
populations  of  2,500  or  over,  while  Standard 
Metropolitan  Areas  are  counties,  or  groups  of 
related  contiguous  counties,  with  at  least  one 
city  of  50,000  inhabitants  or  more. 

South-rural  had  by  far  the  youngest  popula- 
tion, reflecting  its  higher  average  family  size. 
Its  median  age  in  1950  was  26.2,  lower  by  6.5 
years  than  Atlantic-urban’s  32.7  and  by  4.9 
years  than  North-rural’s  31.1.  The  propor- 
tions of  the  population  aged  65  and  over  were 
highest  in  North-rural,  9.8  per  cent,  and  low- 
est in  South-rural,  7.2. 

Nonwhite  persons  constituted  nearly  one- 
fourth  of  South-rural’s  population  in  1950, 
and  in  one  of  its  states  — Mississippi  — the 
proportion  was  nearly  one-half.  The  propor- 
tions were  much  smaller  in  Atlantic-urban 
(6.4)  and  North-rural  (3.4).  On  the  other  hand, 
foreign-born  white  persons  constituted  12.9 
per  cent  of  the  Atlantic-urban  population,  but 
less  than  1 per  cent  of  the  South-rural  popula- 
tion. 
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The  highest  educational  attainment  — 
median  school  years  completed  by  persons  25 
years  and  older  — was  recorded  for  Atlantic- 
urban  residents  (9.3).  Close  behind  was  North-, 
rural  (9.0),  with  South-rural  lowest  (8.3). 
Within  each  division,  the  nonwhite  popula- 
tion had  completed  fewer  school  years  (only 
5.7  in  South-rural).  Finally,  median  income 
was  highest  — for  farm  and  nonfarm  resi- 
dents alike  — in  Atlantic-urban.  This  division 
was  followed  closely  by  North-rural,  with 
South-rural  again  considerably  behind. 

It  is  not  surprising  that  these  contrasts  in 
degree  of  urbanization,  isolation  from  large 
metropolitan  centers,  and  social  and  economic 
characteristics  of  the  population  are  reflected 
in  sharply  varying  patterns  of  mortality. 
However,  the  manner  of  variation  during  the 
various  stages  of  life  differs. 

Mortality  Patterns 

Thus,  as  far  back  as  1915,  infant  mortality 
in  heavily  urbanized  New  York  (Atlantic- 
urban  division),  99.3  per  1,000  live  births,  ex- 
ceeded that  in  predominantly  rural  Minnesota 
(North-rural)  by  about  40  per  cent.  As  mor- 
tality declined  sharply  in  both  states,  the  dif- 
ferential between  them  narrowed  rapidly 
and  is  currently  small.  Similar  trends  oc- 
curred in  the  other  states  of  these  divisions. 

For  South-rural,  the  earliest  infant  mor- 
tality statistics  are  available  for  Kentucky;  in 
this  state  infant  mortality  was  recorded  at  a 
lower  level  than  in  New  York  from  1917 
through  1924.  Thereafter  the  pattern  was 
reversed;  currently  the  rate  in  Kentucky  runs 
about  20  per  cent  higher  than  New  York’s. 
Other  states  in  South-rural,  notably  Missis- 
sippi, have  higher  rates  than  Kentucky’s,  and 
infant  mortality  in  the  division  as  a whole 
runs  about  35  per  cent  above  Atlantic-urban’s. 

Social  and  economic  conditions  exert  a 
maximum  on  variations  in  mortality  during 
the  post-neonatal  period  of  infancy  (second 
through  twelfth  months).  For  this  age,  South- 
rural’s  mortality  from  all  causes  in  1954  was 
78  per  cent  higher  than  Atlantic-urban’s  and 
72  per  cent  higher  than  North-rural’s.  For 
those  causes  of  death  most  readily  amenable 
to  control  — the  infective  and  parasitic  di- 
seases, digestive  diseases,  and  the  diseases  of 
early  infancy  — South-rural’s  mortality  was 
more  than  twice  as  high  as  rates  in  either  of 
the  other  two  divisions;  for  respiratory  di- 
seases South-rural’s  rate  was  over  60  per 


cent  higher  than  those  of  the  others.  For 
most  of  these  causes  of  death  there  was  rela- 
tively little  difference  between  the  rural 
North  and  the  urban  Atlantic  states. 

The  situation  is  similar  for  maternal  mor- 
tality. Currently  little  difference  in  rates 
exists  between  Atlantic-urban  and  North- 
rural  (4.2  and  4.3,  respectively,  per  10,000  live 
births  in  1954-55);  but  the  comparable  rate 
for  South-rural  (9.4)  is  more  than  twice  as 
high  as  in  either  of  the  other  divisions.  With- 
in the  latter  division  the  rate  for  Mississippi 
(14.1)  is  highest,  especially  for  its  nonwhite 
population  (22.0). 

These  variations  in  infant  and  maternal 
mortality  are  inversely  associated  with  the 
variation  in  usage  of  modern  medical  facil- 
ities for  births.  Thus,  1954  figures  for  At- 
lantic-rural show  that  98.5  and  97.6  per  cent, 
respectively,  of  all  live  births  were  attended 
by  a physician  in  a hospital.  South-rural’s 
proportion  was  much  lower  — 78.2. 

Throughout  the  entire  life  span,  the  major 
communicable  diseases — influenza  and  pneu- 
monia, and  tuberculosis  — currently  take 
their  largest  toll  in  the  South-rural  (not,  as 
might  be  expected  and  was  indeed  formerly 
the  case,  in  heavily  urbanized  and  congested 
Atlantic).  South-rural’s  mortality  rates  per 
100,000  population  in  1935  were  26.4  for  in- 
fluenza-pneumonia and  13.4  for  tuberculosis. 
These  rates  exceeded  the  national  averages 
by  17  and  56  per  cent.  Mortality  from  these 
diseases  was  lowest  in  the  North-rural. 

Mortality  from  accidents,  both  as  a total 
and  for  each  if  its  components  (motor  vehicle 
and  non-motor  vehicle),  was  lowest  where 
the  degree  of  urbanization  was  - highest  in 
1955.  The  rate  was  22  per  cent  below  the 
national  average  in  Atlantic-urban  states, 
but  exceeded  it  by  6 and  14  per  cent  in  North- 
rural  and  South-rural  states,  respectively. 

During  the  middle  and  latter  years  of  life, 
however,  the  urbanized  environment  seems 
less  conducive  to  health  and  longevity  than 
are  the  rural  areas.  Thus,  at  ages  45-64, 
Atlantic-urban’s  mortality  in  1955  exceeded 
the  national  level  by  6.5  per  cent;  at  65  and 
over  this  excess  rose  to  10.3  per  cent.  Mor- 
tality at  65  and  over  was  lower  in  the  rural 
areas  than  in  the  nation  as  a whole,  by  3.9 
per  cent  in  North-rural  and  6.2  in  South-rural. 

Mortality  from  the  degenerative  diseases 
was  highest  in  the  Atlantic-urban  states.  For 
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example,  from  the  major  cardiovascular-renal 
diseases,  Atlantic’s  mortality  (475.6  per  100,- 
000)  exceeded  the  national  average  by  about 
10  per  cent.  North-rural’s  mortality  from 
cardiovascular-renal  diseases  was  the  lowest 
of  the  three  divisions  — 10  per  cent  below 
the  national  average.  Atlantic-urban  states 
also  had  the  highest  mortality  from  malignant 
neoplasms;  but  here  the  lowest  rates  were  in 
the  rural  South  — the  least  urbanized  of  the 
three  divisions. 

Atlantic-urban’s  higher  mortality  from  de- 
generative diseases  occurs  despite  its  superior 
health  facilities.  Possibly  even  because  of  it, 
in  this  sense:  To  some  small  extent,  the  higher 
recorded  mortality  rates  from  these  diseases 
may  be  merely  a function  of  more  extensive 
diagnostic  facilities  in  these  states.  In  1956 
Atlantic-urban  states  had  12.4  hospital  beds 
per  1,000  population,  exceeding  the  national 
average  by  almost  30  per  cent.  The  compar- 
able ratio  in  South-rural  lagged  behind  the 
total  U.  S.  average  by  about  22  per  cent. 

Much  the  same  situation  prevails  for  phys- 
icians and  nurses:  Physicians  in  proportion  to 
population  were  23  per  cent  more  numerous 
in  Atlantic-urban  states  than  in  the  nation, 
while  South-rural’s  average  was  35  per  cent 
lower  than  the  U.  S.  figure.  Active  profes- 
sional registered  nurses  in  Atlantic-urban 
states  in  1951  exceeded  comparable  ratios  of 
nurses  to  population  in  the  nation  by  27  per 
cent,  while  South-rural’s  nurse-population 
ratio  was  50  per  cent  lower  than  the  all-U.  S. 

Statistics  on  the  extent  of  illness  in  each  of 
these  geographic  divisions  are  presently  un- 
available. Between  urban  and  rural  areas  in 
general,  differences  at  least  in  the  extent  of 


disabling  illness  seem  relatively  small.  One 
study  by  Woolsey,  based  on  household  sur- 
veys in  February,  1949  and  September,  1950, 
has  shown  that  the  rate  of  disabling  illness 
among  rural  farm  residents  aged  14-64  ex- 
ceeded the  comparable  rate  among  urban  and 
rural  nonfarm  populations  by  12  and  15  per 
cent,  respectively. 

Health  conditions  within  the  cities  them- 
selves vary  tremendously.  Thus,  in  New  York 
City,  infant  mortality  in  the  Central  Harlem 
Health  Center  District  was  at  the  high  level 
of  41.3  in  1956.  This  was  almost  2y2  times  as 
high  as  the  comparable  rate  in  the  Fordham- 
Riverdale  District  (16.8),  and  even  above  the 
rate  in  Mississippi.  Tuberculosis  prevalence 
in  the  Central  Harlem  district,  1,255  per  100,- 
000  as  the  annual  average  in  1949-51,  was 
nearly  ten  times  above  the  lowest  district. 

In  general,  the  sheer  fact  of  rural  or  urban 
residence  is  no  longer  as  significant  as  form- 
erly for  the  individual’s  well-being.  Social, 
economic,  and  other  influences  cut  across  the 
rural-urban  differential.  The  extensive  mo- 
bility of  the  American  people  also  blurs  the 
lines  somewhat,  and  it  is  difficult  to  deter- 
mine to  what  extent  the  mortality  exper- 
ience of  an  area  at  any  given  moment  reflects 
the  entire  life  experience  of  its  inhabitants. 

Nevertheless,  it  is  an  unmistakable  fact  that 
differentials  between  city  and  country  and 
between  states  and  geographic  divisions  have 
converged.  The  city,  although  it  offers  vast 
contrasts  within  its  own  borders,  has  become 
a much  healthier  place  in  which  to  live.  This 
is  a good  sign  for  the  future,  for  city  popula- 
tions are  expected  to  continue  increasing 
rapidly  in  years  to  come. 
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NEW  PROGESTATIONAL  DRUG 
DEVELOPED 

A new  synthetic  hormone,  taken  in  tablet 
form,  may  be  the  most  potent  drug  yet  de- 
veloped for  the  maintenance  of  pregnancy  in 
miscarriage-prone  women. 

Clinical  tests  of  the  new  compound,  known 
as  medroxyprogesterone  or  Provera,  have 
established  that  it  is  the  most  effective  drug 
now  available  in  assisting  the  preparation  of 
the  female  organs  for  normal  pregnancy. 
Provera  is  a chemical  “improvement”  upon 
the  natural  hormone,  progesterone,  which  is 
released  by  the  body  during  pregnancy.  Pro- 
vera was  developed  in  the  laboratories  of  The 
Upjohn  Company. 

According  to  Upjohn  scientists,  the  new 
compound  acts  in  much  the  same  manner  as 
the  natural  hormones:  it  1)  prepares  the  lin- 
ing of  the  uterus  for  the  presence  of  the  fer- 
tilized egg,  and  2)  controls  the  uterine  mus- 
cles for  the  maintenance  of  pregnancy  to  full 
term. 

Medical  specialists  believe  that  contractions 
of  the  uterus  muscle  is  one  of  the  major 
causes  of  spontaneous  abortion. 

Provera  is  the  only  compound  known  to 
maintain  normal  pregnancies,  at  extremely 
low  doses,  in  experimental  animals  with  no 
natural  source  of  the  vital  hormone  proges- 
terone. 

Tests  with  the  drug  indicate  that  it  will 
also  be  an  important  chemical  aid  in  correct- 
ing irregular  menstrual  cycles  in  women. 


RHEUMATIC  FEVER  AND 
ANTI-BACTERIALS 

Rheumatic  fever,  the  infection  which  settles 
in  the  heart  valves  of  children  and  sensitizes 
them  to  infection,  no  longer  condemns  young 
people  to  a life  so  restricted  that  it  can  be 
socially  crippling.  Routine  protection  against 
recurrent  attacks  with  sulfa  drugs  and  later 
antibiotics  has  cut  the  death  rate  from  rheu- 
matic fever  over  80%  since  1940. 

The  new  freedom  for  rheumatic  fever 
children  does  mean,  however,  that  they  must 
continue  to  take  an  anti-bacterial  drug  for  the 
rest  of  their  lives.  Therefore,  the  drug  must 
be  safe  over  long  periods.  Monthly  injections 
of  a long-acting  antibiotic  have  proven  effec- 
tive, but  many  patients  object  to  repeated  in- 
jections. Oral  anti-bacterials  can  do  the  job 
if  they  are  taken  every  day,  but  a daily  “pill” 
is  easy  to  forget. 

Recent  studies  of  rheumatic  fever  convales- 
cents in  rest  homes  have  suggested  that  a 
single  oral  dose  of  Kynex  sulfamethoxypyri- 
dazine  might  protect  for  a whole  week. 

To  confirm  this,  Drs.  Eloise  E.  Johnson, 
Melville  J.  Matthews,  and  Gene  H.  Stroller- 
man  of  Northwestern  University  Medical 
School  gave  a single  large  oral  dose  of  Kynex 
to  30  rheumatic  fever  patients  averaging  20 
years  old  for  period  averaging  11  months. 
Report  of  the  blood  levels,  reactions,  and 
health  of  the  patients  studied  in  the  April 
Journal  of  Pediatrics  is  encouraging. 

None  of  the  patients  suffered  a recurrence 
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of  rheumatic  fever,  or  demonstrated  strep- 
tococcus organisms  on  throat  swabbings  dur- 
ing the  trial.  The  principal  discomfort  was 
drowsiness  which  turned  out  to  be  an  ad- 
vantage when  the  medicine  was  given  at  bed- 
time instead  of  morning. 

“These  observations  warrant  extension  of 
the  use  of  single  oral  weekly  doses  of  sulfame- 
thoxypyridazine  to  a large  number  of  rheu- 
matic fever  patients  and  comparison  with 
similar  patients  receiving  conventional  daily 
oral  prophylactic  regimens,”  the  investigators 
conclude. 

BLOOD  CHOLESTEROL  AND  A 
"PRUDENT  DIET" 

A preliminary  report  on  what  is  believed 
to  be  the  largest  scientifically  controlled 
study  ever  on  the  relationship  of  diet  to 
heart  disease  shows  that  by  adherence  to  a 
“prudent  diet”  a person  can  maintain  his 
weight,  vigor  and  health,  and  at  the  same 
time  lower  his  blood  cholesterol  level. 

The  report,  appearing  in  the  July- August 
issue  of  The  American  Journal  of  Clinical 
Nulrition.  was  written  by  Drs.  Norman  Jol- 
liffe  and  Seymour  H.  Rinzler,  and  Morton 
Archer,  of  the  Bureau  of  Nutrition,  New  York 
City  Department  of  Health.  Officially  The 
Diet  and  Coronary  Heart  Disease  Study  Pro- 
ject, it  is  popularly  known  as  “The  Anti- 
Coronary  Club.” 

Dr.  Jolliffe  is  Director  of  the  Bureau,  Dr. 
Rinzler  is  the  cardiologist  in  charge  for  the 
project,  and  Mr.  Archer  is  senior  statistician. 

To  arrive  at  their  overall  objective  — a die- 
tary approach  to  the  prevention  of  coronary 
disease  — the  scientists  determined  that  they 
must  accomplish  the  following: 

1.  Develop  practical,  nutritionally  adequate 
diets  of  acceptable  and  available  foods. 

2.  Demonstrate  that  if  persons  living  nor- 
mal lives  can  be  induced  to  modify  their  diets 
over  a long  period  of  time,  their  blood 
cholesterol  will  be  favorably  influenced. 

3.  Demonstrate  whether  or  not  lowered 
blood  cholesterol  levels  obtained  by  this  diet 
can  be  associated  with  a lessening  of  heart 
disease,  particularly  in  men  under  65. 

The  study  began  in  June,  1957.  This  first 
report  is  on  79  men  of  normal  weight,  be- 
tween the  ages  of  50  and  59. 

After  closely  observing  these  volunteers  the 
authors  concluded: 

“(1)  The  prudent  diet  is  practical  and  can 


be  followed  by  the  vast  majority  of  suf- 
ficiently motivated  subjects  for  at  least  six 
months,  and 

“(2)  That  this  diet  significantly  lowers  the 
average  blood  cholesterol  over  a period  of  six 
months.” 

The  prudent  diet  used  in  this  series  of  sub- 
jects provided  adequate  amounts  of  high 
grade  protein  at  each  meal,  from  such  foods 
as  cottage-type  cheese,  fat-free  milk,  chicken, 
turkey,  veal,  leaner  cuts  of  beef,  mutton,  lamb 
and  pork  (with  all  visable  fat  removed,  fish 
seafood  and  egg  whites. 

The  diet  also  instructs:  “When  fat  is  re- 
quired in  food  preparation,  use  a high  lino- 
leic  acid  oil  or  an  80  per  cent  unaltered  high 
linoleic  oil  margarine  or  cooking  fat.” 

“Do  not  eat  the  following  except  under 
unusual  circumstances:  butter,  ordinary 
(partially  hydrogenated)  margarine  and 
shortening,  lard,  or  cream,  or  foods  contain- 
ing them  in  large  amounts,  such  as  most 
cakes  and  pastries.  In  place  of  butter  and 
margarine,  use  an  80  per  cent  unaltered  corn 
oil  margarine;  in  place  of  shortening  use 
either  corn  oil  or  a specially  prepared  80  per 
cent  unaltered  corn  oil  margarine;  in  place  of 
cream  use  an  emulsion  of  corn  oil.” 

“Balance  your  diet  by  consuming  adequate 
amounts  of  bread,  cereals,  nuts,  vegetables 
and  fruits.” 

The  average  weight  of  the  group  when 
the  study  started  was  54.3  pounds;  after  six 
months  on  the  prudent  diet  it  was  153  pounds, 
an  insignificant  loss  of  1.3  pounds. 

The  “ideal  blood  cholesterol  level  cannot  be 
determined,  since  it  is  pretty  much  an  in- 
dividual matter.  The  average  level  of  the 
79  subjects  when  the  study  began  was  251 
mg.  per  cent.  At  the  end  of  the  study  it  was 
222  mg.  per  cent,  leading  the  scientists  to  con- 
clude that  a balanced  diet  which  supplies 
most  of  the  fat  calories  from  unsaturated  and 
polyunsaturated  fats  is  desirable. 

Eighty-six  men  started  on  the  prudent  diet 
in  the  period  reported  on  and  79  followed  it 
for  six  months  or  more.  The  authors  conclude 
that  the  small  number  of  fall-outs  indicates 
a high  degree  of  acceptance  for  the  diet. 

ORAL  POLIO  VACCINE 

A program  of  large-scale  experimental 
production  and  further  development  of  the 
Sabin  oral  polio  vaccine  has  been  started  by 
Merck  and  Co. 
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The  program  is  designed  to  provide  more 
than  enough  quantities  to  conduct  extensive 
clinical  testing  to  establish  further  the  safety 
and  efficacy  of  the  Sabin  live  virus  vaccine.  . 

John  T.  Connor,  president  of  Merck,  in  an- 
nouncing approval  by  the  company’s  Board  of 
Directors  of  the  plan  to  go  into  large-scale 
production  of  the  Sabin  vaccine  said: 

“We  are  going  ahead  with  the  Sabin  vac- 
cine in  recognition  of  our  moral  responsibility 
to  continue  our  support  of  Dr.  Sabin’s  efforts 
to  fill  the  apparent  public  health  need  for  a 
safe  and  effective  polio  vaccine  that  can  be 
easily  administered  by  mouth.  In  doing  so 
we  are  fully  conscious  of  the  need  for  more 
clinical  and  other  experimental  data  required 
by  the  National  Institutes  of  Health.  It  would 
be  unfortunate  to  release  prematurely  a 
vaccine  that  has  so  much  potential  for  good 
but  which  might  cause  great  harm  if  not 
properly  controlled  in  every  respect. 

“Dr.  Leroy  E.  Burney,  the  Surgeon  Gen- 
eral of  the  U.  S.  Public  Health  Service,  has 
made  known  what  are  the  requirements 
which  must  be  met  before  a live  virus  polio 
vaccine  can  be  licensed:  the  vaccine  must  be 
effective  against  polio,  it  must  be  safe,  it  must 
be  free  of  any  contamination  and  it  must  be 
capable  of  commercial  production. 

“Dr.  Burney  has  also  estimated  that  it  will 
be  some  time  in  1961  before  a live  virus  polio 
vaccine  will  be  proved  safe  and  effective  and 
will  be  ready  for  distribution  to  the  public.” 

Dr.  Albert  Sabin  of  the  University  of  Cin- 
cinnati Medical  School  produced  in  Merck 
Sharp  8z  Dohme  Research  Laboratories  the 
live  virus  vaccine  used  in  the  clinical  trial 
results  recently  reported  at  a meeting  of 
virologists  and  public  health  officials  in 
Washington,  sponsored  by  the  World  Health 
Organization  and  the  Pan  American  Health 
Organization.  From  those  quantities  Dr. 
Sabin  supplied  to  Russian  scientists  the  seed 
materials  from  which  they  produced  the 
Sabin  vaccine  used  in  tests  involving  several 
million  Soviet  citizens. 
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October  16 
1909 

The  date  on  which  a charter  was 
granted  to  Druggists  Mutual  In- 
surance Company  to  serve  drug- 
gists in  Iowa  with  specialized 
mutual  insurance  protection. 


1959 


Now,  again  in  October  but  fifty 
years  later  we  commemorate  the 
original  Druggists  Mutual  “charter 
date”  after  half  a century  of  service 
and  progress. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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Fellow  Pharmacists: 

Don’t  Apologize.  — In  the  face  of  widespread  criticism  and  continued  complaints  it  is  easy 
to  become  apologetic,  or  at  least  apathetic  about  prescription  prices.  However  we  should  never 
relax  in  our  effort  to  tell  the  story  that  drugs,  far  from  being  too  high,  are  the  greatest  bargain 
on  the  market  today. 

The  average  prescription  today  sells  for  about  $3.  The  average  person  though  has  some- 
how become  convinced  that  most  drugs  carry  a price  tag  of  $5  to  $10.  He  should  be  reminded 
that  the  average  is  much  lower  than  this  and  that  while  about  one  out  of  ten  prescriptions  is 
priced  over  $5  nearly  2/3  of  all  prescriptions  filled  sell  for  $2  or  less. 

I don’t  think  we  need  to  stand  and  wait  for  a customer  to  mention  the  good  old  days  when 
prescriptions  cost  40  to  75c  to  remind  him  that  today’s  prescription  is  quite  a different  item. 
We  can  still  fill  those  old  prescriptions  and  the  price  would  still  be  under  a dollar.  That’s 
about  all  they  were  worth  since  they  could  be  relied  on  to  do  little  or  nothing  to  strike  at  the 
real  cause  of  the  illness.  As  such  they  cannot  be  considered  a valid  standard  of  comparison 
when  judging  the  price  of  present  day  prescriptions  with  their  miraculous  curative  powers. 

Paying  for  a prescription  drug  or  medicine  can  never  become  a joyful  experience  — ill- 
ness is  never  enjoyable.  But  don’t  apologize.  The  pharmacist  should  feel  proud  that  he  is  in 
a position  to  dispense  life  saving,  health  saving  drugs  at  prices  which  considering  the  effects 
of  these  drugs  are  nominal. 

Willis  Hodson 
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FALSE  ECONOMY  VS.  MENTAL  HEALTH 

The  small  amounts  we  spend  on  patient 
care  in  most  public  mental  institutions  is  false 
economy,  according  to  The  Health  News  In- 
stitute. Recent  studies  clearly  indicate  that 
if  we  spent  larger  sums  on  many  of  our  men- 
tally ill,  we  could  be  curing  them  rather  than 
merely  keeping  them  in  custody. 

In  general  hospitals  we  spend  $26  a day  per 
patient.  In  public  mental  institutions  the 
average  per  day  is  only  $4.07.  One  result  is 
that  mental  patients  who  fail  to  recover  with- 
in the  first  year  face  a mounting  likelihood 
that  they  will  languish  permanently  in  the 
back  wards,  lost,  hopeless  and  forgotten. 

We  have  drugs  today  which  are  remarkably 
effective,  the  HNI  points  out,  in  calming  the 
disturbed  patient  and  making  him  accessible 
to  treatment.  But,  in  the  words  of  Arthur  S. 
Flemming,  Secretary  of  Health,  Education 
and  Welfare,  “the  potentials  inherent  in  the 
new  tranquilizing  drugs  are  as  yet  largely  un- 
realized. If  treatment  is  unavailable,  the 
effect  of  the  drugs  is  lost.” 

In  other  words,  lack  of  money,  which  ac- 
counts for  a 55  percent  shortage  of  physicians 
in  mental  hospitals,  is  depriving  thousands  of 
the  mentally  ill  of  possible  cure  and  rehabili- 
tation. 

Secretary  Flemming  cites  a fruitful  ex- 
periment at  a Maryland  state  hospital,  in 
which  72  male  patients  were  taken  out  of  the 
wards  and  placed  in  a convalescent  cottage 


under  intensive  treatment  which,  of  course, 
would  necessarily  be  more  expensive.  All 
had  been  institutionalized  for  at  least  five 
years,  and  some  for  more  than  ten. 

With  individualized  care,  26  of  these  long- 
term patients  were  able  to  leave  the  hospital, 
and  25  of  the  72  became  self-supporting. 

“Let  us  say  that  it  would  have  cost  $1,500 
a year  to  maintain  these  patients  in  the  hos- 
pital for  the  rest  of  their  lives,”  the  Secretary 
suggests,  “and  that  they  had  an  average  life 
expectancy  of  twenty  years.  This  would 
amount  to  a total  of  three  quarters  of  a mil- 
lion dollars.” 

Such  a short-sighted  investment  in  waste 
makes  it  clear  that  our  present  appropriations 
for  public  mental  hospitals  serve  only  to  pro- 
long a problem,  and  not  to  solve  it. 


PLASTIC  BAGS  AND  SAFETY 

Safety  is  a serious,  important  matter  for 
everyone,  but  especially  for  parents  of  small 
children.  The  two  most  important  factors  in 
the  prevention  of  accidents  are  recognizing  a 
hazard  and  doing  something  to  eliminate  or 
avoid  it  every  time  it  could  occur  — such  as 
never  letting  a roller  skate  stay  on  steps. 

The  greatest  enemy  of  safety,  next  to 
ignorance  or  indifference,  is  hysteria.  We 
have  been  witnessing  a recent  example  of 
this  involving  the  use  of  plastic  garment  bags. 
The  hysteria  has  become  crystallized  in  a 
rash  of  proposed  governmental  controls  by 
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city  councils,  state  legislatures  and  even  the 
federal  Congress. 

Let  us  take  a sane,  sensible  look  at  this 
problem.  Limp  plastic  film,  such  as  is  used 
by  dry  cleaners  to  keep  dust  and  dirt  off 
freshly  cleaned  clothes,  can  cause  suffocation 
when  improperly  used.  Because  it  is  attrac- 
tive to  children,  particularly  infants,  it  pre- 
sents a potential  hazard,  just  as  do  sharp 
knives,  various  medicines,  power  tools,  clean- 
ing fluids  or  gasoline,  and  many  other  things 
around  the  house  that  sensible  parents  keep 
away  from  children. 

The  only  real  answer  to  this  problem  is  for 
parents  to  learn  this  simple  fact.  This  answer 
has  been  endorsed  by  the  U.  S.  Public  Health 
Service  and  the  National  Safety  Council.  “We 
believe,”  said  the  National  Safety  Council, 
“the  problem  of  child  deaths  from  polyethy- 
lene film  is  primarily  an  educational  problem, 
not  legislative.” 

The  Society  of  the  Plastics  Industry  and 
its  members,  producers  of  plastic  film,  have 
done  an  outstanding  job  in  this  matter  of 
education  for  the  public  and  for  parents.  More 
than  3,000,000  copies  of  an  intelligent,  easy- 
to-understand  leaflet  have  been  distributed 
to  parents  by  such  groups  as  the  American 
Academy  of  Pediatrics,  The  American  Acad- 
emy of  General  Practice,  The  National  Insti- 
tute of  Dry  cleaning,  the  National  Safety 
Council,  and  the  Public  Health  Service.  All 
of  these  groups  have  endorsed  this  education 
program  and  are  cooperating.  The  pamphlet 
explains  the  use  and  misuse  of  plastic  gar- 
ment bags.  The  message  is:  Don’t  let  your 
children  play  with  these  bags  any  more  than 
you  would  with  a butcher  knife.  If  there  are 
children  around,  destroy  the  bags  or  make 
sure  they  are  out  of  reach. 

Governmental  controls  are  not  the  answer. 
In  the  first  place,  these  bags  are  a valuable 
development,  providing  many  advantages  in 
the  storage,  delivery  and  handling  of  dry- 
cleaned  clothes.  But  more  important  is  the 
fact  that  the  proposed  controls  are  not  logical, 
and  therefore  pervert  the  true  function  of 
governmental  control  — which  is  to  do  for 
the  people  those  things  which  they  can’t  do 
better  themselves.  If  such  controls  were 
logical,  a whole  host  of  useful  items  would 
have  to  be  legislated  out  of  our  homes. 


THE  MONTH  IN  WASHINGTON 

Congress  this  year  failed  to  take  final 
action  on  any  legislation  of  major  interest 
to  the  medical  profession  except  for  the  an- 
nual appropriation  for  medical  research. 

However,  work  was  started  on  three  meas- 
ures of  particular  concern  to  physicians  — 
the  Forand,  Keogh-Simpson  and  international 
health  research  bills.  Showdown  votes  on 
them  are  probable  next  year.  If  there  are 
not  votes  next  year,  they  will  die  and  must 
be  reintroduced  in  1961  if  they  are  to  be  con- 
sidered further  by  Congress. 

The  House  Ways  and  Means  Committee 
held  hearings  on  the  Forand  bill,  but  deferred 
showdown  voting  on  it  until  next  year.  The 
legislation  — ■ which  is  vigorously  opposed  by 
the  medical  profession,  other  groups  on  the 
health  team  and  the  Eisenhower  Administra- 
tion — would  provide  hospital,  surgical  and 
nursing  home  care  for  federal  Social  Secur- 
ity beneficiaries.  Social  Security  taxes  would 
be  raised  to  help  finance  the  expensive  pro- 
gram. 

The  Keogh-Simpson  bill,  after  being  ap- 
proved by  the  House,  was  left  hanging  in  the 
Senate  Finance  Committee.  The  Senate  com- 
mittee held  two  sets  of  hearings.  It  could 
vote  early  next  year  on  the  legislation  which 
would  grant  income  tax  deferrals  to  phys- 
icians and  other  self-employed  persons  as  an 
incentive  to  invest  in  private  pension  plans. 

Chairman  Oren  Harris  (D.,  Ark.)  postponed 
until  next  session  a vote  by  the  House  Com- 
merce Committee  on  the  Senate-approved  in- 
ternational medical  research  bill  because  of 
a backlog  of  more  urgent  measures  requiring 
committee  action  this  year.  He  said  that  “a 
diligent  effort”  would  be  made  during  the 
recess  to  clarify  a number  of  points  at  issue 
revealed  in  testimony  before  his  committee. 

The  bill  calls  for  an  annual  $50  million 
authorization  to  finance  a new  national  in- 
stitute of  health  to  foster  international  med- 
ical research  programs  and  cooperation.  The 
Administration  opposes  some  of  its  provisions. 

President  Eisenhower  and  Arthur  S.  Flem- 
ming, Secretary  of  Health,  Education  and 
Welfare,  made  clear  that  they  didn’t  feel 
bound  to  spend  the  additional  $106  million 
which  Congress  voted  for  medical  research. 
Congress  raised  the  $294  million  requested  by 
the  President  to  $400  million. 
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PHARMACY 


A.M.A..  NATIONAL 
PHARMACY 
COMMITTEE  REVIEW 
MUTUAL  PROBLEMS 

Problems  in  bringing  mod- 
ern medical  care  and  health 
facilities  to  the  people  of 
America  under  the  free  en- 
terprise system  were  con- 
sidered this  summer  by  the 
Pharmacy  Liaison  Commit- 
tee of  the  Board  of  Trustees 
of  the  American  Medical  As- 
sociation and  the  National 
Pharmacy  Committee  on  Re- 
lations with  the  Health  Pro- 
fessions. A joint  meeting  of 
these  groups  was  held  in 
Washington,  D.  C. 

The  Forand  Bill  was  dis- 
cussed from  the  viewpoint  of 
the  effects  of  this  and  similar 
legislative  proposals  with  im- 
plied socialization  of  medical 
services.  (The  Forand  Bill, 
introduced  by  Representative 
Aime  J.  Forand  of  Rhode 
Island,  would  provide  up  to 
60  days  of  hospital  care,  120 
days  of  care  in  a nursing 
home  and  payment  of  sur- 


gical expenses  for  social 
security  pensioners  aged  65 
and  over.)  An  exchange  of 
views  on  the  Forand  Bill,  the 
Keogh-Simpson  Bill,  public 
assistance  programs  with 
special  reference  to  provid- 
ing medical  services,  the 
Boggs  Bill  for  regulating  the 
distribution  of  barbiturates 
and  other  potent  drugs  and 
proposals  involving  health 
care  of  the  aged,  indicated 
general  agreement  between 
the  two  professions  on  the 
broad  issues  involved. 

Representing  the  A.M.A. 
trustees  on  the  liaison  com- 
mittee were  Dr.  Rufus 
Robins,  chairman;  Dr.  Mil- 
ford Rouse  and  Dr.  Percy 
Hopkins.  Also  in  attendance 
were  Dr.  F.  J.  L.  Blasingame, 
executive  vice  president,  and 
Dr.  Ernest  Howard,  assistant 
executive  vice  president  of 
the  A.M.A. 

The  National  Pharmacy 
Committee  on  Relations  with 
the  Health  Professions  is  a 
joint  committee  of  the  Amer- 


ican Pharmaceutical  Asso- 
ciation and  the  National  As- 
sociation of  Retail  Druggists. 
The  members  of  the  Commit- 
tee representing  the  N.A.R.D. 
are  Dr.  Moudry,  chairman  of 
the  Committee;  Willard  B. 
Simmons,  Texarkana,  Texas; 
and  Mearl  Pritchard,  Buffalo, 
N.  Y.  The  members  of  the 
Committee  representing  the 
American  Pharmaceutical 
Association  included  Dr. 
Robert  P.  Fischelis  of  Wash- 
ington, D.  C.,  past-secretary 
of  the  A.Ph.A.;  John  B. 
Heinz,  Salt  Lake  City,  Utah; 
and  Ronald  V.  Robertson, 
Spokane,  Wash.,  who  is  also 
chairman  of  the  A.Ph.A. 
Committee  on  Professional 
Relations.  Dr.  George  F. 
Archambault,  vice  chairman 
of  the  A.Ph.A.  Council,  and 
Dr.  William  Apple,  secretary 
of  the  A.Ph.A., were  also  in 
attendance.  Dr.  Moudry  is 
chairman  of  the  National 
Pharmacy  Committee  and 
Dr.  Fischelis  is  secretary. 
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CONTROL 

Vertigo,  dizziness... 

AND 

ELEVATE  THE 
MOOD 


with  Dramamine-D"’ 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 

“Disturbances  of  balance  resulting  from  vestibular  disorders  have  long  been  known  to  lead 
to  severe  anxiety.”* 

Vertigo— whether  of  organic  or  functional  origin— tends  to  leave  depression  in  its  wake. 
Dramamine-D  is  a therapeutic  combination  designed  for  treatment  of  the  entire  vertigo- 
reaction  syndrome.  Each  tablet  contains  dimenhydrinate  (50  mg.)  to  control  dizziness, 
and  dextro-amphetamine  sulfate  (5  mg.)  to  elevate  the  mood. 

*Pratt,  R.  T.  C.,  and  McKenzie,  W.:  Anxiety  States  Following  Vestibular  Disorders,  Lancet  2:347  (Aug.  16)  1958. 


Dramainirie® 


available  as  tablets,  ampuls,  liquid,  suppositories 


Research  in  the  Service  of  Medicine 


SEARLE 
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If  he  needs  nutritional  support... 


L, 


he  deserves 

GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMINS-11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


WE  ARE  A 


DISTRIBUTOR 


Only  sales  earn 
— profits 

You  can  buy  almost  anything  you  want  on  the 
American  market  except  profits.  Profits,  however, 
must  be  earned.  There  must  be  goods  and  services 
. . . and  they  must  be  sold. 

Goods  of  guaranteed  salability  represent  the 
best  investment  on  which  to  realize  a profit. 
Lniy  Fast-Moving  Items,  which  are  being  featured 
now,  are  a good  example.  These  pharmaceuticals 
turn  over  rapidly  and  are  the  finest  quality  you 
can  buy. 

Ask  our  salesman  to  check  your  stock  and  to 
help  you  select  an  F/M/I  assortment.  Your 
orders  are  invited  and  will  be  appreciated. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 
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AMES 

CLlNir'SK" 

! CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
I ANOMALIES? 


t -I 


One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
' bladder)  and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
; ducts)  are  reported  in  the  literature, 
i A unique  case  of  vesica  fellea  tri- 
; plex  has  recently  been  described. 
! 

Source:  Skilboe,  B.:  Am.  J.  Clin.  Path. 

* 30:251,  1958. 


in  medical 
■ management 
: and  postoperative 
^ care  of  biliary 
disorders... 

\ "effective”  hydrocholeresis . . . 

DECHOLIN 

i (dehydrocholic  acid,  Ames) 

, “. . . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
’ put  of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
j effectively  used  in  treating  both  the 
’ chronic  unoperated  patient  and  the 
i patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”* 

. t 

free-flowing  bile 

plus  reliable  spasmolysis 


WITH 


DECHOLIN 

BELLADONNA 

‘...DECHOLiN/Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”^ 


(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 
Philadelphia,  W.  B.  Saunders  Company, 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  ^15: 1081,  1957. 


AMES 

COMPANY.  INC 
ElkborT  • Indiana 
Toronto  • Conado 


blood  pressure 
is  controlled 
safely  and 


The  hypertensive  under  treatment  is  frequently  burdened 
with  side  effects  of  therapy  including  states  of  depression, 
fatigue,  and  lethargy.  He  finds  little  joy  left  in  his  life 
and  laughter  is  almost  a forgotten  experience. 

With  Rautensin  and  Rauvera,  two  unique  and  depend- 
able antihypertensive  agents,  patients  feel  better,  have  a 
brighter  outlook  and  blood  pressure  is  safely  reduced. 

in  mild  hypertension 

Rautensin  provides  smoother  antihypertensive  action 
with  no  sudden  rebounds  or  abrupt  declines,  and  can  be 
given  over  long  periods  of  time  without  impairing  mental 
alertness,  producing  excessive  lethargy  or  drowsiness. 
When  tachycardia  is  present,  Rautensin  slows  heart  rate 
10  to  15  per  cent,  Rautensin  is  less  likely  to  cause  mental 
depression,’  The  apprehensive  hypertensive  is  calmed,  yet 
side  actions  are  “ . , . either  completely  absent  or  so  mild 
as  to  be  inconsequential.”® 

RATJTENSIN^ 


each  tablet  contains  1 mg.  of  purified  alseroxylon  complex  of  Rau^ 
ivolfia  serpentina  and  3 mg.  alkavervir  (Veratrum  viride  fraction) 


each  tablet  contains  2 mg,  of  the  purified  alseroxylon  complex  of 
Rauwolfia  serpentina 

Dosage:  For  the  first  20  to  SO  days,  2 tablets  (h  mg.)  once  daily, 
at  bedtime.  Thereafter,  b maintenance  dose  of  1 tablet  (2  mg.) 
daily  will  suffice  for  most  patients. 


in  moderate  to  severe  hypertension 

Rauvera  produces  smooth  and  steady  antihypertensive 
action  which  persists  over  the  entire  twenty-four  hours 
without  peaks  and  valleys  ...  no  “saw  tooth”  effect. 
Patients  show  a marked  subjective  as  well  as  objective 
improvement  with  a significant  drop  in  blood  pi’essure, 
yet  with  a very  low  incidence  of  side  effects.®  Abrupt  rise 
in  blood  pressure  does  not  occur  even  when  therapy  is 
interrupted. Tolerance  does  not  develop  on  prolonged 
administi’ation.  Sensitization  reactions  or  postural  hypo- 
tension do  not  occur.  Headaches,  fatigue,  insomnia  and 
“heart  consciousness”  rapidly  disappear,  leaving  the 
patient  feeling  well  and  asymptomatic. 


RAUVERA 


Dosage:  One  tablet  3 oi'  U times  daily ^ ideally  after  meals^  at  inter* 
vals  of  not  less  than  U hours. 


1.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Arch.  Int,  Med.  Sfi:530,  1955. 

2.  Terman,  L.  A,:  Illinois  M.  J.  5:67,  1957. 

3.  La  Barbara,  J.  F.:  M.  Rec.  & Ann.  50:242,  1956, 

4.  Bendig,  A.:  New  York  J,  Med.  05:2523,  1956. 


BMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Open  To  cXll  Physicians . . 


isBi 


1959  Symposia 

OKLAHOMA  CITY,  OKLAHOMA 

Fri.,  Oct.  2,  1959,  The  Skirvin  Hotel 

BIRMINOHAM,  ALABAMA 

Sun.,  Oct,  11,  1959,  The  Oinkler-Tutwiler  Hotel 

TACOMA,  WASHINGTON 

Wed.,  Oct,  14,  1959,  The  Hotel  Winthrop 

TRAVERSE  CITY,  MICHIGAN 

Fri.,  Oct.  23,  1959,  The  Park  Place  Hotel 

LUBBOCK,  TEXAS  I""  _ 

Sat.,  Oct.  31,  1959,  The  Lubbock  Country  Club 

ST.  CHARLES,  ILllNOlS 

Wed.,  Nov.  4,  1959,  The  St,  Charles  Country  Club 

DALLAS,  TEXAS 

Fri.,  Nov,  6,  1959,  The  Hilton  Hotel 

WICHITA,  KANSAS 

Sat.,  Nov.  7,  1959,  The  Hotel  Broadview 

SCHENECTADY,  NEW  YORK 

Thurs,,  Nov,  12,,  1959,  The  Mohawk  Golf  Club 

CORPUS  CHRISTI,  TEXAS 

Fri.,  Nov.  13,  1959,  The  Robert  Dfiscotl  Hotel 

RIVERSIDE,  CALIFORNIA 

Sun,.,  Nov.  15,  1959,,,  The  Mission  Inn 

SANTA  BARBARA,  CALIFORNIA 

Wed.,  Nov.  18,  1959,  The  Santa  Barbara  Biltmore 

MOLINE,  ILLINOIS 

Wed.,  Dec.  2,  1959,  The  LeClaire  Hotel 

1960  Symposia  (incomplete  schedule) 

DENVER,  COLORADO 

Sun.,. Jan.  10,  i960.  The  Cosmopolitan  Hotel 

AUSTIN,  TEXAS 

Fri.,  Jan.  15,  1960,  The  Commodore  Perry 

POCATELLO,  IDAHO 

Sat.,  April  2,  1960,  The  Bannock  Hotel 

MOORHEAD,  MINNESOTA 

Sat.,  April  9,  1960,  The  Frederick  Martin  Hotel 

SALT  LAKE  CITY,  UTAH 

Fri,,  April  22,  1960,  Hotel  Utah 

ST.  LOUIS,  MISSOURI 

Sun.,  May  1,  1960,  Chase-Park  Plaza 

SANTA  ROSA,  dALTFORNIA 

Fri.,  Sept.  16,  1960,  The  Flamingo  Hotel 

GREAT  FALLS,  MONTANA 

Sat.,  Oct.  22,  1960,  The  Rainbow  Hotel 

CHARLESTON,  WEST  VIRGINIA 

Sun.,  Oct.  30,  1960,  The  Daniel  Boone  Hotel 


In  cooperation  with  medical  organizations  throughout  the  United  States,  Lederle  continues  to  offer  aid  to 
post-graduate  medical  education  through  its  Symposium  program.  Upon  completion  of  the  schedule  above 
the  number  of  Symposia  presented  will  exceed  200  since  the  first  meeting,  sponsored  by  the  Knoxville 
(Tenn.)  Academy  of  Medicine  eight  years  ago.  Each  meeting  presents  prominent  authorities  discussing 
important  advances  in  clinical  medicine  and  surgery.  Activities  are  also  planned  for  physicians’  wives. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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ORAL  PMIfILLIi: 
COMPOfILLir-fK 


Potassium  Penicillin  V 


@ FILMTA0 Ft LM -SEALED 


Supplied:  CompocUUn-VK  FUmt(d)S, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  CompociUin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
units)  of  potassium  penicillin  V. 


in  tiny,  easy-to-swallow  Filmtabs®  in  tasty,  cherry -flavored  Oral  Solution 
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Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


in  very  special  cases 
a very  superior  brandy/. . 
spocl'fy 


mMIflSST 


84  Proof  Schieffelin  & Co.,  New  York 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


NEW 

Sensi-touch 
Examining  Gloves 

Disposable  Plastic 
in  a Sanitary  Roll 


• PRE-POWERED 

• CONVENIENT  5-FINGER  STYLE 

• SANITARY  BOX,  TEAR-OFF  EDGE 

• SPACE-SAVING  ROLL 


Here  is  a new  better,  disposable  examining 
glove  — in  a convenient  sanitary  tear-off 
dispenser.  Each  glove  protected  by  sterile 
wrapping.  Pull  out  one  glove  and  tear  off. 
The  handy  roll  dispenser  keeps  the  rest  of 
the  roll  sanitary  and  ready  for  use. 

New  sensi-touch  disposable  examining  gloves 
are  made  of  clear  vinyl  plastic,  pre-powdered 
and  purified  by  Ultra  Violet  ray.  The  five- 
fingered style  eliminates  clumsiness.  Small, 
merium,  large. 

Box  of  144 $6.95 


SD— 1059 

Physicians  and  Hospitals  Supply  Co. 

1400  Harmon  Ploce  Minneapolis,  Minn. 
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Novocain 

PIONEEK  BRAND  OF  PEOCAINS  HYDROCHLOKIDE 


the  local  anesthetic 

with  universal  acceptance 


iVs 
a 

snap 


dependable 
analgesia 
at  your  fingertips 
in  the  snap-open  ampul 

no  filing  • wo  scoring  • no  sawing 


Novocain  1%,  2%,  10%,  20%  Solutions  with  or  without  vasoconstrictors. 

Also  available:  Multiple  Dose  "Vials  with  dual  purpose  caps  for  withdrawal  by  needle  or  pouring. 

LABORATORIES,  new  YORK  is.N.Y. 
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CHOICE  THERAPY 
FOR  THE  "OLDER" 
PATIENT  WITH  MILD 
TO  MODERATE 
HYPERTENSION 


FjVeratrite* 

More  than  13,000,000  prescriptions  attest  that 
Veratrite  continues  to  be  the  antihypertensive  of 
choiceforthe  older  hypertensive  patient.  Veratrite 
can  be  prescribed  safely  and  routinely  for  those 
who  usually  cannot  tolerate  more  potent  drugs. 

Veratrite  now  contains  cryptenamine  which 
acts  centrally  to  produce  a gradual  fall  in  blood 
pressure,  yet  improves  circulation  to  vital  organs, 
relieves  dizziness  and  headache,  and  imparts  a 
distinct  sense  of  well-being.  Furthermore, 
Veratrite  achieves  its  effects  with  unusual  safety 
and  without  annoying  side  effects. 

Each  Veratrite  tabule  contains:  Cryptenamine  (tan- 
nates),  40  C.S.R.*  Units;  Sodium  nitrite,  1 gr.;  Pheno- 
barbital,  % gr.  Dosage:  1-2  tabules  t.i.d.,  preferably 
2 hours  after  meals. 

’^Carotid  Sinus  Reflex 


IRWIN,  NEISLIR  & CO.  • DECATUR,  ILLINOIS 


. . . and  one  to  grow  on 


A tiny  tablet  of  redisol  to  stimulate  the  appetite  — 
to  help  in  the  intake  of  food  for  growth. 

REDISOL  is  crystalline  vitamin  B,:,,  an  essential 
vitamin  for  growth  and  the  fundamental 
metabolic  processes. 

Ideal  for  the  growing  child,  the  redisol  tablet 
dissolves  instantly  on  contact  in  the  mouth, 
on  food  or  in  liquids. 

Packaged  in  bottles  hermetically  sealed  to  keep 
the  moisture  out  and  to  retain  vitamin  potency  in 
25  and  50  meg.  strengths,  bottles  of  36  and  100  — 
in  100  meg.  strength,  bottles  of  36,  and  in 
250  meg.  strength,  vials  of  12. 


Also  available  as  a pleasant-tasting  cherry- 
flavored  elixir  (5  meg.  per  5-cc.  teaspoonful) 
and  as  redisol  injectable,  cyanocobalamin 
injection  USP  (30  and  100  meg.  per  cc.,  10- 
cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and 
10-cc.  vials). 


cyanocobalamin,  Crystalline  Vitamin  B12 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK.  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


A child’s  world  is  an  en- 
chanting, lovely  place  sheltered 
from  care  by  loving  parents 
and  lasting  peace.  And  that’s 
the  way  we  want  to  keep  it. 
But  keeping  the  peace  takes 
more  than  just  wanting.  Peace 
costs  money. 


Money  for  strength  to  keep 
the  peace.  Money  for  science 
and  education  to  help  make 
peace  lasting.  And  money  saved 
by  individuals  to  help  keep 
our  economy  strong. 

Your  Savings  Bonds,  as  a 
direct  investment  in  your  coun- 
try, make  you  a Partner  in 
strengthening  America’s  Peace 
Power. 


The  Bonds  you  buy  will  earn 
good  interest  for  you.  But  the 
most  important  thing  they  earn 
is  peace.  They  help  us  keep 
the  things  worth  keeping. 

Think  it  over.  Are  you  buy- 
ing as  many  as  you  might'? 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 


5 1-2  X 8 in.  100  Screen  SBD-GM-60-1 
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whenever  there  is  inflammation, 
swelling,  pain 


VARIDASE 


§treptokinase-streptodornase  lederle 

BUCCAL™* 


I 

I 


conditions  for  a 
fast  comeback... 


as  in  acute 
hemorrhoids 


• • • 


SUNDAY,  9 A.M.:  VARIDASE  for  painful 
thrombotic  hemorrhoid.  2:30  P.M.:  pain 
greatly  reduced,  iess  swelling  and 
inflammation. 


i 


MONDAY:  size  down  to  small  tab;  acute 
inflammation  disappeared.* 


! 


Varidase  activates  natural  fibrinolytic  factors, 
to  limit  undesirable  inflammatory  response 
and  speed  healing. 

Dramatic  reduction  of  pain  is  often  the  first 
sign  of  improvement;  swelling  and  redness 
rapidly  diminish.  Drugs  and  natural 
regenerative  factors  readily  penetrate  the 
inflammatory  barrier  to  effect  total  remission 
faster. . . in  trauma  or  infection. 


Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 
Supplied;  Boxes  of  24  and  100  tablets 


*Peterman,  R.  A.:  Clinical  report  cited  with  permission. 


LEDERLE  LABORATORIES, 

a Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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IN  REFBACTORY  CONSTIPATION 

IN  repractosy  constipation 


IN  REFBACTORY  CONSTIfAtIu 

in^efeactoky  constipation 


IN  REFBACTORY  CONSTIPATION.. 

IN  REFP.ACTORY  constif^iON 

IN  refrac 

IN  REFBA.CTOBY  CONSTIPA.TION 
IN  REFRACTORY  CONSTIPATION 


IN  REFRACTORY 

IN  REFRACTORY  COMfeTIPATION 


ry  jcit  iCi  J-  jiL%A A w •" 

IN  REFRACTORY  CONSTIPATION 
IN  REFRACTORY  CONSTIPATION 


IN  REFRACTORY  CONSTIPATION 


TN  REFRACTORY  CONSTIPATION 
IN  REFRACTORY  CONSTIPATION 

CONSTIPATION 

IN  refractory  CONSTIP''''’''’''X.j 

IN  refeactoby  constipation 

IN  REFHACTGBY  CONSTIFATIOM 

IN  REFRACTORY  CONSTIPATION 

IN  REFRACTORY  COMSTIFATICH 


REHABILITATES  THE 
CONSTIPATED  PATIENT- 
HELPS  RESTORE  NORMAL  BOWEL  TONE, 
RHYTHM,  AND  SENSITIVITY. 

SUPPLIED:  TABLETS:  Small  and  easy  to  swallow,  in  bottles  of  lOO. 

GRANULES:  Cocoa-flavored,  in  8 and  4 ounce  canisters. 

DEmCATEO  TO  PHYSICIAN  AND  PATIENT  SINCE  ISSS 

NEW  YORK  14.  N.Y.  I TORONTO  1.  ONTARIO 


S.DJ.O.M.  OCTOBER  1959  - ADV. 


39 


running  noses 

and  open  stuffed  noses  orally 


Triaminic’ 


the  leading  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication'’^'^ 

• systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


Relief  with  Triaminie  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . , . 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 


first— the  outer  layer 
dissolves  within  minutes 
to  produce  S to  4 hours 
of  relief 

then— the  eore  disintegrates 
to  give  3 to  4 more  hours 
of  relief 


Eaeh  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  ....50  mg. 

Pheniramine  maleate  ........................25  mg. 

Pyrilamine  maleate  ..........................25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon  and  at  bedtime. 

References:  1.  Lhotka,  F.  M.i  Illinois  M.  J.  112; 
259  (Dec.)  1957.  2.  Fabricant,  N.  D,;  E.E.N.T, 
Monthly  37; 460  (July)  1958.  3.  Farmer,  D.  F,; 
CHm  Med.  5:1183  (Sept.)  1958« 


TRIAMINIC  JUVELETS-:  Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion. Each  5 ml.  tsp.  is  equivalent  to  bi  of  a 
Triaminie  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY-  a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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they  deserve 

GEVRAL 

Vitamin- Mineral  Supplement  teoerle 

CAPSULES-14  VITAMINS-11  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


wcirm 

Distinctive 

FUNCTIONAL 

Leopold 
Document 
Desk 


OFFICE 


The  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 

FURNITURE  INSTITUTE 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 
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what  lurks  beyond  the  broad  spectrum? 

“Broad  spectrum”  has  evolved  into  an  especially  apt  term  to  describe  a growing  number  of  “specialized”  antibiotics. 
These  provide  the  best  means  of  destroying  pathogenic  bacteria  which  range  all  the  way  from  large  protozoa  through 
gram-negative  and  gram-positive  bacteria  to  certain  viruses  at  the  far  end  of  the  spectrum. 

But  beyond  the  spectrum  lurk  pathogenic  fungi.  Aggressive  infections  often  require  intensive  broad  spectrum  antibiotic 
attack.  It  becomes  more  apparent  every  day  that  fungal  superihfections  may  occur  during  or  following  a course  of  such 
therapy.'’^  Long  term  debilitating  disease,  diabetes,  pregnancy,  corticosteroid  therapy,  and  other  causes  may  predispose 
to  such  fungal  infections^'®'^  as  iatrogenic  moniliasis.  These  facts  complicate  the  administration  of  antibiotics. 
Mysfeclin-V  controls  both  — infection  and  superinfection.  Mysteclin-V  makes  a telling  assault  on  bacterial  infections 
and,  in  addition,  prevents  the  potentially  dangerous  monilial  overgrowth. ® Mysteclin-V  is  a combination  of  the 
phosphate  complex  of  tetracycline  — for  reliable  control  of  most  infections  encountered  in  daily  practice  — and 
Mycostatin,  the  first  safe  antifungal  antibiotic. 

Case  history  after  case  history  marked  “recovered”  provides  clinical  evidence  of  the  special  merit  of  this  advance  in 
specially  designed  antibiotics.  When  you  prescribe  Mysteclin-V,  you  provide  “broad  therapy”  with  extra  protection  that 

extends  beyond  the  spectrum  of  ordinary  antibiotics.  •MVSTECLIN'®'.  'SUMYCIN'®',  ANO  'MYCOSTATIN'®'  ARE  SQUIBB  TfiAOEMABBS 


Supplied: 

Tetracycline  Phosphate 
Complex  equiv. 
Tetracycline  HC!  (mg.) 

Mycostatin 

units 

Mysteclin-V  Capsules  (per  capsule) 

250 

250,000 

Mysteclin-V  Half-Strength  Capsules 

(per  capsule) 

125 

125,000 

Mysteclin-V  Suspension  (per  5 cc.) 

125 

125,000 

Mysteclin-V  Pediatric  Drops  (per  cc.  - 20  drops) 

100 

100,000 

References:  1.  Dowling.  H,  P,:  Postgrad.  Med.  23:594 
(June)  1958.  2.  Glmble,  A.  I.;  Shea,  J.  G.,  and  Katz,  S.: 
Antibiotics  Annual  1955»1956.  New  York,  Medical  Ency- 
clopedia Inc.,  1956,  p.  676.  3.  Long,  P.  H.,  in  Kneeland, 
Y..  Jr.,  and  Wortls,  S.  B.:  Bull.  New  York  Acad.  Med. 
33:552  (Aug.)  1957.  4.  Rein,  C.  R.;  Lewis,  L.  A.,  and  Dick, 
L.  A.:  Antibiotic  Med.  & Clin.  Ther.  4:771  (Dec.)  1957. 
5.  Stone.  M.  L.,  and  Mershelmer,  W.  L.:  Antibiotics  Annual 
1955-1956,  New  York.  Medical  Encyclopedia  Inc..  1956, 
p.  862.  6.  Campbell.  E A.;  Prlgot.  A.,  and  Dorsey.  G.  M.: 
Antibiotic  Med.  & Clin.  Ther.  4:817  (Dec.)  1957.  7. 

Chamberlain,  C ; Burros,  H.  M..  and  Borromeo.  V.:  Anti- 
biotic Med.  Si  Clin.  Ther.  5:521  (Aug.)  1958.  8.  From.  P.. 
and  Alii,  J.  H.:  Antibiotic  Med.  & Clin.  Ther.  5:639  (Nov  ) 
1958. 


H/lysteclin  - V # 

SQUIBB  TETRACYCLINE  PHOSPHATE  COMPLEX  (SUMVCIN)  AND  NYSTATIN  (MYCOSTATIN)  the  PficelCSS  Ingredient 


there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
secondary  fibrositis  — 

early  rheumatoid  arthritis- 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . .additive  antirheumatic  action  of 
corticosteroid  plus  salicylate^"^  brings  rapid  pain 
relief;  aids  restoration  of  function  . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 


any 
case 
it  calls  for 


tablets 


Composition 

METicoRTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  I.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326.  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 


D 


•a.j.619 


44 


S.D.J.O.M.  OCTOBER  1959  - ADV. 
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Where  a poly-unsaturated  oil 


is  called  for  in  the  diet, 

Wesson 

satisfies  the  most 
exacting  requirements 

(and  the  most  exacting  palates!) 


bo 


More  acceptable  to  patients.  Wesson  contributes  great- 
ly to  the  palatability  of  food  and,  thus,  can  be  important 
in  encouraging  patients  to  maintain  prescribed  restricted 
diets.  By  the  criteria  of  odor,  flavor  (blandness)  and  light- 
ness of  color,  housewives  prefer  Wesson.* 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%.  Only  the 
lightest  cottonseed  oils  of  highest  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations  are 
permitted  in  the  22  exacting  specifications  required 
before  bottling. 


Economy.  Wesson  is  consistently  priced  lower  than  the 
next  largest  seller,  a not  unimportant  consideration, 
where  poly-unsaturated  oil  is  called  for. 


Wesson's  Active  Ingredients: 

Linoleic  acid  glycerides  50% 

to 

55% 

Phytosterol  (precJominontly  beta  sitosterol)  0.4% 

to 

0.7% 

Total  tocopherols  0.09% 

to 

0.12% 

Never  hydrogenated — completely  salt  free 

* Reconfirmed  by  recent  tests  apfainsl  the  next  leading  brand  with  brand 
identifications  removed,  among  a national  probability  sample. 
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inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


lABORATORIIS 
NIW  YORK  IS,  N.  y. 


. . . BRONCHITIS 

BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP 

Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


Alevoire,  trademark  reg.  U.S.  Pat.  Off. 


.QiS 
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;it;ir;ix 

(brand  of  hydroxyzine) 


PASSPORT 

TO 

TRANQUILITY 


A^ew  For/c  i7,  N.  F. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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. . they  deserve 


GEVRAL 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14VITAMI^11  MINERALS 


Each  capsule  contains: 

Vitamin  A . , 

Vitamin  D 

Vitamin  B12  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  . . 
Thiamine  Mononitrate  (Bi)  . . . , 

Riboflavin  (B-) 

Niacinamide 

Folic  Acid 

Pyridoxine  HCI  (Bs) 

Ca  Pantothenate  

Choline  Bitartrate 

Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates), 
1-Lysine  Monobydrochloride  . . , 

Rutin 

Ferrous  Fumarate 

Iron  (as  Fumarate) 

Iodine  (as  Kl)  

Calcium  (as  CaHP04) 

Phosphorus  (as  CaHPOi) 

Boron  (as  Na2B407.10H20)  . . . . 

Copper (as  CuO)  

Fluorine  (as  CaFo) 

Manganese  (as  Mn02) 

Magnesium  (as  MgO) 

Potassium  (as  K2SO4) 

Zinc  (as  ZnO) 


5,000  U.S.P.  Units 
500  U.S.P.  Units 


1/15  U.S.P.  Oral  Unit 

5 mg. 

. , . . . 5 mg. 

15  mg, 

1 mg. 

0.5  mg. 

5 mg. 

50  mg. 

50  mg. 

.....  50  mg. 

lOl.U. 

25  mg. 

25  mg. 

30  mg. 

10  mg. 

0.1  mg. 

157  mg. 

122  mg. 

0.1  mg. 

1 mg. 

0.1  mg. 

.....  1 mg. 

1 mg. 

5 mg. 

0.5  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN 
CYANAMID  COMPANY,  Pearl  River,  New  York 
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Announcing 

Decongestant  / Antihistamine 


provides  symptomatic  relief  of 

nasal  congestion  and  rhinor- 

rhea  of  allergic  or  infectious 

■ ■ 

origin  Many  patients  whose  symptoms  are  inadequately  con* 
trolled  by  decongestants  or  antihistamines  alone  respond  promptly  and 

favorably  to ‘ACTIFED’.  ineachtsp. 

‘ACTIFED’  contains:  Tablet  Syrup 

‘Actidil’®  brand  Triprolidine  Hydrochloride  2.5  mg.  1.25  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  60  mg.  30  mg. 

safe  and  effective  for  patients 
of  all  ages  suffering  from 
respiratory  tract  congestion 

DOSAGE 


TABLETS 

SYRUP  (5  cc.  tsp.) 

Adults  and  older  children 

1 

2 

Children  4 months  to  6 years  of  age 

K2 

1 

> times 

Infants  through  3 months 

- 

1 daily 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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.but  seasoned 


I 


A meal  of  even  the  most  eolorful  and  the  most 
meticulously  prepared  food  can  he  dreary  eating  without  salt. 
Neocurtasal,  for  the  patient  on  a low-sodium  diet,  brings 
back  flavor  to  foods  — makes  eating  a pleasure  once  more. 


Neocurtasal 


An  excellent  salt  replacement 

for 

“Salt-Free”  (Low  Sodium)  Diets 


LABORATORIES 

New  York  18,  N.Y. 


Assures  patient’s 
cooperation 


Contains  potassium  chloride, 
potassium  glutamate, 
glutamic  acid,  calcium 
silicate,  potassium 
iodide  ( 0.01%). 

2 oz.  shakers  and 
8 oz.  bottles 

Sold  Only  Through  Drugstores 


o 


For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  jall-important  first  dose 
of  broad-spectrum  antibiotic  therapy 


brand  of  oxytetracycHne 


SOLUTION 

Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. , . and  for  continued,  compatible, 
coordinated  therapy 

COSA-TERRAMYCIN* 

oxytetracycline  with  glucosamine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 

Supply: 

Terramycin  Intramuscular  Solution* 

100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 

Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as : 

Cosa-Terramycin  Oral  Suspension  — peach  flavored, 

125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 

5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Representative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  world’s  well-heing'^*^ 


* Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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Each  Nebralirt  timed-reteasft 
■tablet  contains; 

Dorsital*  ; 90  mfe 

Warning;  May  be  habit  forming  ■■■ :; 

Mephenesin 425  mg. 

•Dorsey  brand  of  pentobarbitat 

,:0AUTION:  Federal  law  prohibits  ' ■ , 
alispensing  withouLpresoription  ’ "" 

; Dosage;  One  or  two  tablets  Vz  hour 
before  retiring. 


timed-release  action  for  a full  night* s sleep 

to  duplicate  the  normal  sleep  pattern, 
relaxation  and  induces  sustained, 
of  Dorsitat  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension” 
and  conditions  the  body  for  sleep.  Dorsita!  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
is  capable  of  producing  sleep,*  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.-  **  Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,*  assuring  your  patients  refreshed  awakenings 
without ‘•‘morning  hangover." 


' timed-release  tablet 


1 Schlesinger,  E.  B.;  Tr.  New  York  Acad.  Sc.  2:6,  (Noy.)  1948. 

: 2 Richards,  R.  K.,  and  Taylor,  J.  0.:  Anesthesiology  17:414, 1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F,:  Pharmacol.  Rev.  1:243,  1949. 


SMITH-DORSEY  • a division  of  The  Wander  Company  Lincoln,  Nebraska  • Peterborough,  Canada 


relieve  the  tension— and  control  its  G.i.  sequelae 


Pathibamate 

meprobamate  with  PATH  1 LON®  tridihexethyl  chloride  Lederle 


for  relieving  tension  and  curbing  by  per  motility 
and  excessive  secretion  in  G.  i.  disorders 

PATHIBAMATE  combines  two  highly  effective  and  well- 
tolerated  therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  — a tranquilizer  and  muscle- 
relaxant  widely  accepted  for  the  effective  management  of  tension 
and  anxiety 

PATHILON  (25  mg.)  — an  anticholinergic  long  noted  for  producing 
prompt  symptomatic  relief  through  peripheral,  atropine-like  action, 
yet  with  few  side  effects 


now  available... 

PA  THIBA  MA  TE-200  Tablets 

200  mg.  meprobamate  • 25  mg.  PATHILON 

for  more  flexible  control  of  G.  i.  trauma  and  tension 
smooth,  sugar-coated,  easy -to-swa! low 

PATHIBAMATE-400  and  PATH  I BAM  ATE-200  are  indicated  for 
duodenal  ulcer;  gastric  ulcer;  intestinal  colic;  spastic  and  irritable 
colon;  ileitis;  esophageal  spasm;  anxiety  neurosis  with  gastrointes- 
tinal symptoms  and  gastric  hypermotility. 


Supplied:  PATHI  B am  ATE-400  — Each  tablet  (yellow,  Vs-scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride  25  mg. 
PATHI  BAM  ATE- 200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  PATHIBAMATE-400-1  tablet  three  times  a day  at  mealtime 

and  2 tablets  at  bedtime. 

PATHIBAMATE-200-1  or  2 tablets  three  times  a day  at 
mealtime  and  2 tablets  at  bedtime. 

Adjust  dosage  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary 
bladder  neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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DALLAS  HAS 
EXCELLENT 
TRANSPORTATION 
FACILITIES 


CHICAGO — Dallas  is  one 
of  America’s  most  accessible 
cities.  Located  almost  mid- 
way between  the  two  oceans 
at  the  heart  of  the  South- 
west’s famous  highway  net- 
work, Dallas  is  served  by  half 
a dozen  major  airlines  and 
half  again  as  many  railroads. 

Excellent  air  service  makes 
Dallas  just  hours  away  from 


any  city  in  the  world.  Non- 
stop service  is  offered  to 
Chicago,  New  York,  Los 
Angeles,  Washington,  Cin- 
cinnati, San  Francisco,  St. 
Louis,  New  Orleans,  Kansas 
City,  Houston,  Atlanta,  Den- 
ver and  most  other  major 
cities.  Airlines  serving  Dallas 
include  American,  Braniff, 
Continental,  Delta,  Central 


and  Trans-Texas. 

Both  Braniff  and  American 
fly  schedules  to  Chicago, 
New  York  and  Washington, 
with  American  flying  to  Los 
Angeles  and  San  Francisco. 
Delta  provides  service  to 
Atlanta  and  the  Southern 
states,  and  Continental  offers 
excellent  service  throughout 
Texas  and  New  Mexico. 
Local  service  to  almost  any 
southwestern  city  is  provided 
by  either  Centtal  of  Trans- 
Texas.  Dallas  Love  Field,  the 
city’s  airport,  is  just  a few 
minutes  away  from  down- 
town Dallas  by  air  con- 
ditioned limousine  or  taxi. 

The  importance  of  Dallas 
in  the  nation’s  highway  sys- 
tem is  shown  by  the  fact 
that  the  city  has  six  outlets 
on  the  Federal  Interstate 
Highway,  now  under  con- 
struction. Only  one  city  in 
the  nation  has  more.  U.  S. 
highways  connecting  Dallas 
with  the  rest  of  the  nation 
include  75,  77  and  67  to  the 
north  and  south  and  80  to  the 
east  and  west.  Almost  all  of 
these  highways  now  enter 
Dallas  as  divided  express- 
ways. 

Nine  railroads  serve  Dallas, 
with  five  of  these  providing 
passenger  service.  They  are 
the  Sante  Fe,  Texas  & 
Pacific,  Rock  Island,  Burling- 
ton and  Missouri-Kansas- 
Texas.  They  offer  through 
service  to  Los  Angeles, 
Chicago,  St.  Louis,  New  Or- 
leans, Houston,  New  York, 
Pittsburgh,  Philadelphia  and 
Denver,  and  provide  connect- 
ing service  to  all  major  cities. 
Other  railroads  serving  Dal- 
las include  Frisco,  Cotton 
Belt,  Kansas  City-Southern 
and  Southern  Pacific. 
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KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 
1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 


Fiber  of  skeletal  muscle  in  spasm 


Fiber  of  skeletal  muscle  relaxed  (photomkrographs) 


Methocarbamol  Robins 


U.S.  Pat.  No.  2770649 


Summary  of  six  published  ciinicai  studies: 
ROBAXIN  BENEFICIAL  IN  92.4%  OF 


SKELETAL 

MUSCLE  SPASM 

CASES 

NO. 

PATIENTS 

RESPONSE 

Carpenter  ^ 

33 

“markeel” 

26 

moderate 

6 

slight 

1 

none 

Forsyth* 

58 

“pronounceil" 

37 

20 

— 

1 

Lewis* 

38 

“good" 

25 

6 

— 

7 

O’Doherty  & 
Shields* 

17 

“excellent” 

14 

2 

1 

0 

Park* 

30 

"significant" 

27 

2 

1 

Plumb® 

60 

"gratifying" 

55 

— 

— 

5 

TOTALS 

236 

184 

34 

4 

14 

(78.0%) 

(14.4%) 

• Highly  potent— and  long  acting.’'^'® 

• Relatively  free  of  adverse 
side  effects. 

• In  ordinary  dosage,  does  not  reduce 
muscle  strength  or  reflex  activity.' 

REFERENCES:  1.  Carpenter, E.  B.:  Southern  M.  J.  51 : 627, 
1958.  2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Lewis, 
W.  B. : California  Med.  90:26,  1959.  4.  O’Doherty,  D.  S., 
and  Shields,  C.  D.:  J.A.M.A.  167:160, 1958.  5.  Park,  H.  W.: 
J.A.M.A.  167:168,  1958.  6.  Plumb,  C.  S. : Journal-Lancet 
78:531, 1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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17  MILLION  PEOPLE 
CALLED  CHRONICALLY  ILL 

Chronic  conditions  affecting  health  limit 
the  normal  activity  of  an  estimated  17  million 
people  in  the  United  States,  according  to  find- 
ings developed  from  nationwide  household 
interviews  conducted  in  the  National  Health 
Survey  of  the  Public  Health  Service. 

These  17  million  persons,  representing  10 
percent  of  the  population,  are  limited  in  their 
ability  to  work,  keep  house,  or  pursue  outside 
activities.  A segment  of  this  group  amounting 
to  3 percent  of  the  population  or  an  estimated 
4,855,000  persons  have  trouble  moving  about 
or  cannot  move  without  help.  Of  the  latter 
group,  about  1 million  persons  are  completely 
confined  to  their  homes. 

The  figures  do  not  include  military  per- 
sonnel or  people  in  mental  or  other  types  of 
long-term  institutions. 

Activity  limitations  were  reported  most 
frequently  among  low  income  families  and 
older  people. 


Among  families  with  incomes  of  less  than 
$2,000  a year,  one  in  every  five  persons  had 
some  activity-limiting  condition;  for  those 
with  incomes  of  $7,000  or  more,  only  about 
one  in  every  15  persons  were  similarly 
limited. 

About  one  in  every  70  children  under  15 
years  of  age  was  reported  to  have  some  ac- 
tivity limitation,  whereas  about  half  of  the 
persons  75  years  of  age  and  older  fell  in  this 
category. 

The  estimates  are  derived  from  interviews 
conducted  for  the  National  Health  Survey  by 
the  U.  S.  Bureau  of  the  Census  with  a repre- 
sentative sample  of  the  population.  The  in- 
formation recorded  about  individuals  is  con- 
fidential and  only  statistical  totals  are  pub- 
lished. 

The  report  is  entitled  “Limitation  of  Ac- 
tivity and  Mobility  Due  to  Chronic  Con- 
ditions, United  States,  July  1957  — June 
1958,”  Public  Health  Service  Publications  No. 
584-B  11.  Copies  may  be  obtained  from  the 
Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.  C.,  at  30 
cents  each. 


THE  MONTH  IN  WASHINGTON 

Live  polio  virus  vaccine  may  be  licensed 
for  public  use  within  a year  or  two.  Dr.  Leroy 
E.  Burney,  Surgeon  General  of  the  Public 
Health  Service,  said: 

“If  energetic  efforts  are  continued  to  find 
answers  to  the  remaining  technical  questions 
concerning  safety,  effectiveness  and  manu- 
facturing procedures,  one  or  more  of  the  three 
vaccines  now  being  proposed  may  be  under 
production  within  one  to  two  years.” 

Officers  in  charge  of  the  Medicare  program 
for  military  dependents  were  optimistic  that 
certain  medical  benefits  dropped  for  economy 
reasons  in  October,  1958,  will  be  restored 
next  January  1.  But  the  professional  director 
of  the  program.  Col.  Norman  E.  Peatfield, 
said  that  the  Medicine  permit  system  will  be 
retained. 


Motor  Hotel  Guide 

for  the  Highway  Traveler 


by  BILL  ROAM  E R 


CLEARWATER  BEACH,  FLA.  - 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 


LAGOON 

APT.  MOTEL 

155  Gulfway  Blvd.  South 

Clearwater  Beach,  Florida 


FREE'  Write  to  this  motel  for 

your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 
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.iinake 

them 

measure 


Incremui' 


with  iron 


Lysine-Vitamins  Lederle 

help  restore  the  normal  blood  picture— iron  as  ferric 
pyrophosphate  to  restore  or  maintain  normal  hemoglobin 


boost  appetite  and  energy-vitamins . . . Bi,  Be  and  B12. 


upgrade  low-grade  protein— cereals  and  other  low 
protein  favorites  of  children,  upgraded  by  !-Lysine, 
work  with  meat  and  other  top  protein  to  build 
stronger  bodies. 


tastes  good!  Each  daily  cherry- 

flavored  teaspoonful  dose  (5  cc.)  contains: 

1-Lysine  HCI  300  mg. 

Vitamin  B,.  Crystalline 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be)  5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol  3.5  Cm. 

Alcohol 0.75% 


Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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CASE  HISTORY  OR  AH  ARTHRITIC 
Age:  55  Sex:  Male  Race:  White 


Diagnosis:  Rheumatoid  arthritis. 

Previous  Therapy: 

40  mg.  triamcinalone  per  day. 

Complicating  States: 

Duodenal  ulcer,  steroid  intoxication. 


Current  Therapy:  ARTHROPAH  Liquid. 

Results:  The  patient  improved  on 
ARTHROPAH  and  ”.  . .is  now  on  Choline 
Salicylate  [ARTHROPAH]  alone  and 
has  returned  to  work."' 


SUPPLIED;  8 and  16  oz.  bottles. 

Each  ml.  of  ARTHROPAN  Liquid  contains 
174  mg.  of  Choline  Salicylate. 

Each  teaspoonful  (5  ml. ) contains  870  mg. 

of  Choline  Salicylate. 

1.  Clark,  G.M. : Personal  Communication,  1958. 


ARTH  ROPAN 


8RAN0  or  CHOLINE  SALICYLATE 


LIQUID 


© Si°w  ;iR«°rN.Yr'7  ;o°ronVT.'onta  "i 

©Copyright  1959,  The  Purdue  Frederick  Company 
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Now  —All  cold  symptoms 
can  be  controlled 


timed-release  ^ ^ tablets 


Controls  congestion 

with  Triaminic,^’^'®  the  leading  oral 

nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

tive  analgetic^  and  excellent  antipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity,®  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 


References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant,  N.  D.;  E.E.N.T.  Monthly  37: 460 
(July)  1958.  3.  Farmer.  D.  F.;  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 

(/ten  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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Triamcinolone  Diacetate  LEDERLE 


for 

intra-articular  and  intrasynovial 
injection 


for  longer  and  more  pronounced  anti-inflammatory  action  in  the  shortest  time 


• when  systemic  therapy  is  contraindicated  • when  systemic  corticosteroids  produce  serious  side  effects 

• to  secure  quick  relief  in  one  or  two  joints  • for  use  in  conjunction  with  orthopedic  procedures 

Indications:  rheumatoid  arthritis;  osteoarthritis;  bursitis;  peritendinitis; 
ganglion;  intermittent  hydroarthrosis;  epicondylitis  and  related  conditions. 

ARiSTOCORT  Parenteral  contains:  25  mg.  per  cc.  of  aristocort® 
Triamcinolone  Diacetate  micronized;  polysorbate  80  U.S.P.  0.10% ; 
benzyl  alcohol  0.95%;  benzalkonium  chloride  0.01%;  sorbitol 
solution  N.F.  84.83%,  and  water  for  injection  q.s.  1007r. 

All  precautions  required  for  intra-articular  and  intrasynovial 
administration  of  other  corticosteroids  should  also  be  observed 
with  ARISTOCORT  Parenteral. 

Complete  information  on  dosage  and  administration  is  included 
in  the  package  circular. 

Supply:  Vials  of  5 cc.  (25  mg.  per  cc.)  | 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  Yo: 


Ideally 
Suited  Ibr 
Long-Term 
Therapy* 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet 
suffices 


* Because 


Rauwiloid  provides  effective  Rauwolfia 

action  virtually  free  from  serious  side  effects... 

the  smooth  therapeutic  efficacy  of  Rauwiloid 

4.  4.  j is  associated  with  a lower  incidence  of  certain 

When  more  potent  drugs  are 

needed,  prescribe  one  of  the  con-  unwanted  side  effects  than  is  reserpine. . . and 
vmient  single-tablet  combinations  ^ incidence  of  depression.  Toler- 

Rauwiloid  -i-Veriloid  ance  does  not  develop. 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

or  Rauwiloid  can  be  initial  therapy  for  most 

Rauwiloid® + Hexamethonium  hypertensive  patients . . . Dosage  adjustment 
alseroxylon  1 mg.  and  hexamethonium 

chloride  dihydrate  250  mg.  IS  rarely  a problem. 


Many  patients  with  severe  hypertension  can  be  main- 
tained on  Rauwiloid  alone  after  desired  blood  pressure 
levels  are  reached  with  combination  medication. 


Noiihridge,  California 


"Doctor,  I get  so  mad  at  everyone  when  I diet.” 

‘Dexamyl’  Spansule  capsules  provide  single-dose  daylong  appetite  con- 
trol and  an  often  remarkable  mood  improvement.  A feeling  of  serene 
optimism  frequently  replaces  the  tension  and  irritability  so  characteristic 
of  the  dieting  patient. 

When  your  overweight  patient  is  listless  and  lethargic^  ‘Dexedrine’ 
Spansule  capsules  will,  in  addition  to  curbing  appetite,  provide  gentle 
stimulation. 


DEXAMYL* 

(‘Dexedrine’  plus  amobarbital) 


for  most  overweight  patients 


Tablets  • Elixir  • Spansule*  sustained  release  capsules 
In  listless  and  lethargic  overweight  patients — DEXEDRiNif 
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^ SMITH  KLINE  & FRENCH  LABORATORIES 


*T.M.  Reg.  U.S.  Pat.  Off. 


fT.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


PUBLISHED  MONTHLY  BY  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

AND 

THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION 


NOVEMBER  ^ 1959 


For  a quick  comeback 


V-CILLIN  K 


(penicillin  V potassium,  Lilly) 


provides  dependable,  fast, 

effective  therapy 


In  tablets  of  125  and  250  mg. 


EL!  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


OUAttTY  / ffiSEA9C«/lNTE6ft(TV 


933217 


CHLOROMYCETIN 

"In  selecting  the  antibiotic  of  choice  for  treating  urinary  pathogens,  in  vitro  testing  is  essential.”^ 
Numerous  studies-'^  attest  the  wide  antibacterial  activity  of  CHLOROMYCETIN— .often  effective 
against  organisms  which  are  resistant  to  the  other  broad-spectrum  antibiotics.”^  For  example:  “...it 
often  provides  a means  of  controlling  infections  due  to  such  resistant  organisms  as  Proteus.”^ 

“B.  proteus  exhibits  a greater  sensitivity  to  chloramphenicol  than  to  other  antibiotics,”  according  to 
one  investigator."*  Another  reported:  “Proteus  bacilli  are  often  drug  resistant,  but  significant  activity 
against  them  is  exhibited  by  chloramphenicol....”^  In  the  latter  study,  CHL0R0MYCETIN“... showed 
the  greatest  activity  among  the  agents  tested  against  E.  coU,  A.  aerogenes,  and  Proteus  species.”^ 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (2)  Suter,  L.  S.,  & Ulrich,  E.  W.:  Antibiotics  ir 
Chemothcr.  9:38,  1959.  (3)  Murphy,  J.  J.,  & Rattner,  W.  H.:  J.A.M.A.  166:616,  1958.  (4)  Rhoads,  P.  S.:  Postgrad.  Med.  21:563,  1957. 
(5)  Horton,  B.  E,  & Knight,  V.:  J.  Tennessee  M.  A.  48:367,  1955.  (6)  Seneca,  H.:  Am.  Pract.  *•  Digest  Treat.  10:622,  1959.  (7)  Hall. 
W.  H.:  M.  Clin.  North  America  43:191,  1959.  (8)  Seneca,  H.,  et  al.:  J.  Urol.  81:324,  1959.  (9)  Wolfsohn.  A.  W.:  Connecticut  Med. 
22:769,  1958. 


IN  VITRO  SENSITIVITY  OF  PROTEUS  SPECIES 
TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS^ 


168  strains 


202  strains 


191  strains 


187  strains 


185  strains 


♦Adapted  from  Suter  & Ulrich.- 

These  antibiotics  were  tested  by  the  tube  dilution  method,  using  a 
concentration  of  12.5  meg/ ml.  The  percentages  represent  the  total  number 
of  sensitive  strains  found  in  five  Froteus  species. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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NOW  more 

patients 

L j THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  "peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a "natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

♦ DECADRON  is  a trademark  of  Merck  & Co..  Inc.  ©1959  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 
division  of  merck  & co.,  inc.,  Philadelphia  i,  pa. 


DEXAMETHASONE 


treats  patients 
more  effectively 


I#*:. 


outer iayer 


eisintO] 


inner  core 


sleep  contimies"-:; 
smoothly  asilnne?^ 
core  dissolves  . 


Each  Nebralin  timed-release 
tablet  containsr' 

Dorsital"'  30 115. 

: : Warning:  May  be  habit  forming 

Mephenesin 425 

’Dorsey  brand  of  pentobarbital  ■ 


CAUTION:  Federal  im  prohibits 
dispensing  without  prescription 

Dosage:  One  or  tw(r  tapiets  V2  hour 
before  retiring.-  :■  ^ 


carries 


timed-release  action  for  a full  night* s sleep 

®-  NEBRALIN  is  designed  to  duplicate  the  normal  sleep  pattern. 
It  encourages  muscular  relaxation  and  induces  sustained, 
relaxed  sleep  by  the  release  of  Dorsital  and  mephenesin 
in  a timed-release  tablet.  Rapid-acting  mephenesin  quickly 
relaxes  skeletal  muscles  to  overcome  “fatigue-tension" 
and  conditions  the  body  for  sleep.  Dorsital  provides  CNS 
sedation  to  induce  sound,  relaxed  sleep.  The  initial  and 
sustaining  dosages  are  designed  to  keep  the  amount  of 
barbiturate  to  be  inactivated  at  any  one  time  at  a low  level 
tapering  toward  morning.  Evidence  indicates  that  mephenesin 
IS  capable  of  producing  sleep,*  and  when  combined  with  a 
barbiturate  enhances  barbiturate  action.-- “ Moreover,  the 
integrated  action  of  the  two  components  permits  smaller 
dosages  of  each,*  assuring  your  patients  refreshed  awakenings 
without  ‘^morning  hangover." 

: 1 Schlesinger,  E.  B.;  Tr.  New  York  Acad.  Se.  2:6,  (Nov.)  1948. 

2 Richards,  R.  K.,  and  Taylor,  J,  D.:  Anesthesiology  17:414,  1956. 

3 Shideman,  F.  E.:  Postgrad.  Med.  24:207,  1958. 

4 Berger,  F.:  Pharmacol.  Rev.  1:243,  1949. 


NffH-DORSEY 


a division  of  The  Wander  Company  ■ Lincoln,  Nebraska  • Peterborough,  Canada 


wider  latitude  iu  adjusting  dosage 

ARISTOGESIC  is  particularly  effective  for  relief  of  chronic  — 
but  less  severe  — pain  of  rheumatic  origin,  aristogesic  com- 
bines the  anti-inflammatory  effects  of  aristocort®  Triam- 
cinolone with  the  analgesic  action  of  salicylamide,  a highly 
potent  salicylate.  Dosage  requirements  for  aristogesic  are 
substantially  lower  than  generally  required  for  each  agent 
alone.  The  exceptionally  wide  latitude  of  dosage  adjustment 
with  ARISTOGESIC  permits  well-tolerated  therapy  for  long 
periods  of  time  with  fewer  side  effects. 

Indications : Mild  cases  of  rheumatoid  arthritis,  tenosynovitis,  syno- 
vitis, bursitis,  mild  spondylitis,  myositis,  fibrositis,  neuritis,  and  cer- 
tain muscular  strains. 

Dosage:  Average  initial  dosage:  2 capsules  3 or  4 times  daily.  Main- 
tenance dosage  to  be  adjusted  according  to  response. 

Precautions:  All  precautions  and  contraindications  traditional  to 
corticosteroid  therapy  should  be  observed.  The  amount  of  drug  used 
should  be  carefully  adjusted  to  the  lowest  dosage  which  will  suppress 
symptoms.  Discontinuance  of  therapy  must  be  carried  out  gradually 
after  patients  have  been  on  steroids  for  prolonged  periods. 


Each  ARISTOGESIC  Capsule  contains : 

ARISTOCORT®  Triamcinolone 0.5  mg. 

Salicylamide 325  mg. 

Dried  Aluminum  Hydroxide  Gel 75  mg. 

Ascorbic  Acid  20  mg. 

Supply:  Bottles  of  100  and  1,000. 


.EDERLE  LABORATORIES,  A Division  of  AMERICAN  GYANAMID  COMPANY,  Pearl  River,  New  York 
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There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  efficacy,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  the  same  manufacturing  skill,  the  same  106 
ingredient  and  product  tests,  the  same  exclusive 
processes  which  contribute  to  the  superiority  of 
Bayer  Aspirin  set  the  standards  of  excellence  for 
Bayer  Aspirin  for  Children. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known, 

Bayer  Aspirin  for  Children- P/4  grain  flavortd 
tablets- Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Asptrin  and  Flavored  Bayer  Aspirin  for  Children. 

j 


^ kum 


aspIrih 

,CNIL0REN 


New 

Tamper-Ptoof 


afSWUN*  OS«©  »N<S,,t4S»  »»OADWA¥,  YORK  T«.  H.  Y. 


8 AM 


12  N 


keep  all  patients*  pain -free  at  all  times 

• with  the  proper  potency  to  match  pain  intensity 

• with  dosage  flexibility  to  match  pain  variations 


Phenaphen 


or 


Phenaphen’v,ith  Codeine 


’except  those  for  whom  recourse  to  morphine  is  inescapable. 


I ms  A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


4 PM  8 PM  12  AM 


Phenaphen  and  Phenaphen  with  Codeine  provide 
a wide  range  of  analgesia,  plus  complete  dosage  flexibility, 
to  match  varying  pain  requirements. 

Yours  to  prescribe: 

The  right  dose  of  the  right  potency  at  the  right  time. 


Phenaphen 

Basic  non-narcotic  formula 
For  mile!  to  modorate  pain 

Each  capsule  contains: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsallcylic  acid  (2V2  gr.) 162.0  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 

Hyoscyamine  sulfate .0.031  mg. 


Phenaphen  No.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.  (16.2  mg.) 


Phenaphen  No.  3 

Phenaphen  with  Codeine  Phosphate  1/2  gr.  (32.4  mg.) 
For  severe  or  stubborn  pain 

Phenaphen  No. 4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

For  stubborn  or  intense  pain— to  obviate  or  post- 
pone use  of  morphine  or  addicting  synthetic  nar- 
cotics 

DOSAGE:  One  or  two  capsules  as  required. 


For  moderate  to  severe  pain 
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Provides  fast,  high  blood  and  tissue  concentrations —plus  an  unpar- 
alleled safety  record.  Erythrocin  is  available  in  easy -to -swallow 
Filmtabs®  (100  and  250  mg.);  in  tasty,  citrus-flavored  Oral  Suspen- 
sion (200  mg.  per  5-cc.  teaspoonful);  and 
for  intravenous  and  intramuscular  use. 
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key  to  Kents  popularity 


In  1958,  Kent  made  the  greatest  gain  in 
popularity  ever  recorded  by  any  filter 
cigarette  in  any  year — a sales  increase  of 
20-billion  cigarettes. 

Behind  this  popularity  is  a story  of 
months  and  years  of  research,  perfecting 
the  remarkable  combination  of  filter  action 
and  flavor  found  in  today’s  Kent  cigarette. 
In  developing  Kent,  Lorillard  research 
scientists  recognized  that  smokers  wanted, 
on  the  one  hand,  a really  satisfying  taste; 
on  the  other,  reduced  tars 
and  nicotine.  In  addition, 
smokers  demanded  a free 
and  easy  draw. 

These,  then,  were  the 
objectives.  The  first  sci- 
entific breakthrough  in 
the  project  was  the  de- 
velopment of  the  exclu- 
sive Micronite  filter, 
patented  by  Lorillard. 

This  filter  was  created 
because  of  newly-discov- 
ered principles  in  the  field 
of  filtration,  which  have 


been  previously  described  in  these  pages. 

Though  this  filter  satisfied  everyone  on 
its  ability  to  reduce  tars  and  nicotine  to 
the  lowest  level  among  the  largest  selling 
brands,  there  was  still  work  to  be  done  in 
the  areas  of  taste  and  draw.  After  addi- 
tional months  of  research,  a new  tobacco 
blend  was  developed  which  delivered  rich 
taste  after  the  smoke  had  passed  through 
the  filter.  Next  in  the  series  of  laboratory 
triumphs  was  a method  of  improving  the 
draw  to  compare  with  the 
most  free-drawing  of  all 
filter  brands. 

The  rest  of  the  Kent 
story  is  a legend  in  the 
tobacco  industry.  Out- 
side, independent  re- 
search studies  confirmed 
the  fact  that  Kent  had 
achieved  its  objectives. 
Smokers  responded.  In 
fact,  during  the  past  year, 
more  smokers  changed  to 
Kent  than  to  any  other 
cigarette  in  America. 


A Product  of  P.  Lorillard  Company—  First  with  the  finest  cigarettes— through  Lorillard  Researchl 
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immortals  of  Chinese  muthology: 


Ghuiig-li  Gliu’an 


This  powerful  magician  revived  the  souls  of  the 
dead  with  a wave  of  his  fan  and  gained  a lasting 
place  in  Taoist  legend 

. . . this  pioneer  corticosteroid  has  proved  invaluable 
in  treating  millions  of  living  patients 

METIGORTEN 

Meticorten  ® brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a full-color,  handmade, 
three-dimensional  figure  of  this  Chinese  Immortal,  mounted 
and  suitable  for  framing. 

s.jie  0,”'' / . 


FEDERAL  EMPLOYEES 
TO  GET  HEALTH  COVERAGE 

Passage  of  Public  Law  86-382  by  Congress 
set  in  motion  active  programs  for  a 222  mil- 
lion dollar  insurance  kitty  for  Federal  em- 
ployees. 

According  to  the  law,  each  employee  will 
be  able  to  select  his  own  coverage  from  cer- 
tain nation  wide  choices.  The  government 
will  pay  approximately  half  of  the  bill. 
Choices  will  be  made  from  Blue  Cross-Blue 
Shield  or  commercial  companies  approved  by 
the  Civil  Service  Commission.  In  some  areas, 
choice  may  also  include  closed  panel  or  em- 
ployee — sponsored  plans  if  they  are  avail- 
able now. 

More  information  will  be  available  by  the 
first  of  January  and  the  plan  goes  into  effect 
July  1,  1960. 


STATE  JOURNAL  OFFICIALS 
MEET  IN  CHICAGO 

Editors,  assistant  editors,  and  business 
managers  of  34  State  Medical  Journals  met  in 
Chicago  at  the  Sheraton-Towers  Hotel  on 
October  26-27. 

Discussions  were  held  on  editorial  policy, 
printing  costs,  legal  aspects,  indexing  and 
format.  O.  M.  Forkert,  Chicago,  cited  the 
Minnesota,  Georgia,  Michigan  and  Rocky 
Mountain  Journals  for  their  excellence  in  im- 
proving format.  He  rated  all  34  Journals  on 
a percentile  basis.  South  Dakota’s  Journal 
was  above  the  general  average. 
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What  a great  feeling  to  see  all  the  pins  go  down  . . . 

^ Good  for  you! 

A STRIKE!  You  did  it— your  side  wins  the 
game.  Now,  “Champ,”  relax— reach  for 
a rewarding  glass  of  beer.  More  than  a thirst- 
quencher,  beer  is  the  light,  bright  beverage 
just  bubbling  with  life.  A glass  of  beer  adds 
so  much  fun  to  so  many  occasions.  And  it 
really  picks  you  up,  too! 


Beer  Belongs —to  the  fun  of  living! 

United  States  Brewers  Foundation 


CHARTERED  1862 


k 


Beer’s  rich  in  wonderful, 
healtlifnl  things.  Nature’s 
own  choice  liarley  malt, 
hops,  minerals,  and  the 
purest  water.  Good  whole- 
some beer  or  ale  perks  you 
up  — won’t  let  you  down. 


reduces  pain 
in  angina  pectoris 


NIAMID,  in  intensive  clinical  tests,  has 
proved  to  have  a high  degree  of  safety 
and  to  be  a valuable  adjunct  in  the  - 
management  of  the  anginal  syndrome. 
NIAMID  produces  striking  symptomat- 
ic improvement  in  angina  patients , . . 


• reduces  frequency  of  anginal  episodes 

• diminishes  severity  of  attacks 

• decreases  nitroglycerin  requirements 

• renews  sense  of  well-being 


Note:  Because  of  dramatic  relief  of  symp- 
toms and  increased  sense  of  well-being  in 
anginal  cases,  it  is  advisable  to  caution  the 
patient  against  overexertion. 

DOSAGE ; Start  with  75  mg.  of  niamid  daily 
in  single  or  divided  doses.  After  2 weeks 
or  more,  adjust  the  dosage,  depending 
upon  patient  response,  in  steps  of  one  or 
one-half  25  mg.  tablet.  Once  improvement 
is  seen,  gradually  reduce  dosage  to  the 
maintenance  level.  Many  patients  respond 
to  NIAMID  within  a few  days,  others  within 
7 to  14  days,  niamid  is  available  as  25  mg. 
(pink)  and  100  mg. (orange)  scored  tablets. 

.4  Professional  Information  Booklet  giv- 
ing detailed  information  on  niamid  is 
available  on  reqxiest  from  the  Medical  De- 
pn)iment,  Pfizer  Laboratories,  Division, 
Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


^Trademark  for  nialamide 


Science  for  the  world’s  well-being'"^ 
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■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  .and  superior  in  relief  of  so MAtic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropy!-2-methyl-2-propyl-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  SOMA  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SoMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED;  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request. 

WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J. 


it  started 


to  prevent 
the  sequelae 
of  u.r.i. ... 
and  relieve  the 
symptom  compl 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one^n  eight  cases  of  acute  upper  respiratory 
infection.^)  To  protect  and  relieve  the  "cold” 
patient...  ACHROCIDIN. 


Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm.  i y ' ^ 

tetracycline).  Each  TABLET  contains:  AGHROMYCIN®  Tetracycline  -j"  *. 

HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide  ^ # '' 

(150  mg.);  chlorothen  citrate  (25  mg.).  Also  as  SYRUP,  caffeine-free.  wiL  " ■ % 

(1)  Estimate  based  on  epidemiologic  study  by  Van  Volkenburgh,  ^ - v , < 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  19'33.  , - ■ 

J 

LEDERLE  LABORATORIES,  A Division  of  AMERK^  CYANAMfD  caMPANY,  Pearl  River,  New  York 
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Effective  relief  in  rheumatic  disorders 


SlBrazoliAn..... 

prednlsone-phonyibutazone  Geigy 


in  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. ..  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’-^Sterazoiidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  rng.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.26  mg. 

I.  Kuzeil,  W.  C.,  and  others.;  Arch.  Int.  Med. 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  i 


This  is  Panalba 
performance . . . 


pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  ...  A',  pneu- 
moniae, Diplococcus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription ; 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 

Panalba” 

(Panmycin*  Phosphate  plus  Albamycin*) 

The  broad-spectrum 
antibiotic  of 
first  i\  resort 


Upjokit 


The  Upjohn  Company 
Kalamazoo,  Michigan 


K.  >Ea.  u.  <.  Mr.  OFF. 
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A Significant  Statement  about 
Serum  Cholesterol  and  Dietary  Fats 


It  is  now  well  recognized  that  serum  cholesterol  levels  in  man  can  be 
lowered  by  the  judicious  substitution  of  one  type  of  dietary  fat  for 
another.  However,  it  is  relevant  to  inquire  whether  a patient  can  be 
assured  that  such  a radical  change  in  his  dietary  habits  will  prevent  coronary 
occlusion  or  a cerebral  vascular  accident.  This  question  must  unfortunately 
be  answered  in  the  negative,  for  it  has  not  been  proved  that  lowering 
the  level  of  serum  cholesterol  will  prevent  either  the  occurrence  or  the  end- 
results  of  atherosclerosis.  At  the  present  time,  clear  proof  of  this  proposition 
still  seems  many  years  away.  Nevertheless,  there  are  many  reasons  for 
believing  that  there  is  some  connection  between  cholesterol  metabolism 
and  atherosclerosis,  and,  while  waiting  for  elucidation  of  this  relationship 
by  laboratory  workers,  it  seems  justifiable  to  apply  certain  dietary 


procedures  that  are  theoretically  harmless  and  possibly  beneficial. 


{Excerpted  from  J.A.M.A.,  Aug.  29,  1959) 


Where  a poly-unsaturated  oil  is  called  for  in  the  diet,  Wesson  satisfies  the  most 
exacting  requirements  (and  the  most  exacting  appetites). 


To  be  effective,  a diet  must  be  eaten  by  the  patient. 
The  majority  of  housewives  prefer  Wesson,*  particularly 
by  the  criteria  of  odor,  flavor  (blandness)  and  lightness 
of  color. 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated  content  better  than  50%.  Only  the  lightest 
cottonseed  oils  of  highest  iodine  number  are  selected  for 
Wesson,  and  no  significant  variations  in  standards  are 
permitted  in  the  22  exacting  specifications  required 
before  bottling. 

Each  pint  contains  437 — 524  Int.  Units  of  Vitamin  E. 


Wesson's  Important  Ingredients: 

Linoleic  acid  glycerides  50%  to  55% 

Phyfosferol  (predominantly  beta  sitosterol)  0.4%  to  0.7% 
Total  focopherols  0.09%  to  0.12% 

Never  hydrogenated— comptetely  salt  free 


^Reconfirmed  by  recent  tests  against  the  next  leading  brand  with  brand 
identifications  removed,  among  a national  probability  sample. 


basic  in 

cold  control 


formula 

chlorprophenp3aidamine  maleate ...  2 mg. 


aspirin 0.23  Gm. 

w IT  o phenacetin 0.16  Gm. 

rOl  caffeine 30  mg. 


t-089 
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QUtlITT / RtSCtRCM  / INTECRITT 


V-CILLIN  K -twice  the  blood  levels  of  oral  potassium  peniciilin  G 

Infections  resolve  rapidly  with  V-CiUin  K.  All  patients  absorb  this  oral  peniciUin 
and  show  therapeutic  blood  levels  with  recommended  doses.  The  high  blood  levels 
of  V-CUlin  K also  offer  greater  assurance  of  bactericidal  concentration  in  the  tissues 
— a more  dependable  clinical  response. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  In  scored  tablets  of  125  and  250  mg.  (200,000  and  400,000  units). 

Also  available 

V-CUlin  K,  Pediatric:  A taste  treat  for  young  patients.  In  bottles  of  40  and  80  cc. 
Each  5-cc.  teaspoonful  provides  125  mg.  of  V-Cilhn  K. 

V-Cillin  K®  Sulfa:  Each  tablet  combines  125  mg.  of  V-Cillin  K with  0.167  Gm.  each 
of  sulfadiazine,  sulfamerazine,  and  sulfamethazine. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 

V-Cillin  K®  Sulfa  (penicillin  V potassium  with  tripie  sulfas,  Lilly) 


EL!  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

933282 


DUPUYTREN'S  CONTRACTURE 
OF  THE  HAND* 

Robert  E.  Van  Demark,  M.D. 
Sioux  Falls,  S.  Dak. 


Loss  of  more  than  15  to  20  degrees  of  the 
final  extension  of  a finger  constitutes  a source 
of  disability,  whether  it  be  due  to  a severed 
extensor  tendon  or  to  the  check-rein  effect 
of  a contracted  palmar  fascia.  Fortunately, 
the  latter  condition  may  respond  dramatically 
to  surgery,  if  permanent  contractures  have 
not  occurred  in  the  joints  of  the  fingers. 

Dupuytren,  in  1831,  described  the  actual 
pathology  of  the  contracted  palmar  fascia  and 
for  this  his  name  has  since  been  associated 
with  this  pathological  condition.  Normally, 
the  palmar  fascia  (Fig.  1)  is  a triangular 
shaped  thickening  of  the  deep  fascia  in  the 
palm.  Its  apex  is  fused  to  the  transverse 
carpal  ligament  and  to  it  inserts  the  palmaris 
longus  tendon.  Its  base,  directed  distally, 
divides  into  four  slips,  one  at  the  base  of  each 
finger.  The  slips  split  to  attach  to  the  sides 
of  the  metacarpo-phalangeal  capsule  liga- 
ment. In  each  finger  the  palmar  fascia  di- 
vided into  two  principal  bands,  one  running 
down  each  side  of  the  finger  to  be  attached 
laterally  almost  to  the  distal  interphalangeal 
joint.  Laterally  and  medially  the  palmar 
aponeurosis  is  continuous  with  the  deep  fascia 
covering  the  thenar  and  hypothenar  emi- 

* Patient  presentation  at  the  meeting  of  the  Sur- 
gical Staff,  McKennan  Hospital,  May  12,  1959. 


surface  of  the  palmar  fascia  septa  extend- 
ing between  the  tendons  and  the  fascial 
tubes  containing  the  lubrical  muscles,  ves- 
sels and  nerves. 
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nences.  Vertical  septa  extend  backward  from 
the  palmar  fascia  to  divide  the  palm  into  sep- 
arate canals  for  the  tendons  and  for  the  lum- 
brical  muscles. 

In  Dupuytren’s  contracture  a part  or  all 
of  the  palmar  fascia  and  its  vertical  attach- 
ments undergo  thickening  and  contracture 
drawing  the  proximal  and  middle  joints  of 
the  fingers  to  flexion  and  puckering  the  skin 
of  the  palm.  The  greatest  proliferation  is 
usually  at  the  level  of  the  distal  crease  in 
the  palm.  The  ring  finger  is  involved  most 
frequently,  the  little  finger  is  second  in  fre- 
quency and  the  middle  finger  is  third,  fol- 
lowed by  the  index  and  thumb. 

Intensive  research  in  collagen  disease  has 
offered  no  explanation  as  to  the  cause  of  this 
condition.  A definite  hereditary  factor  is 
known  to  be  present.  It  is  more  prevalent  in 
males  and  in  the  aged.  Certain  diseases  have 
been  associated  with  it  such  as  gout,  arthritis, 
rheumatic  tendencies,  diabetes  and  epilepsy. 
Condition  is  usually  bilateral  but  worse  on 
one  side;  in  10%  of  cases  the  plantar  fascia  is 
involved.  Trauma  has  been  blamed,  but  the 
disease  occurs  in  non-workers  more  fre- 
quently than  in  laborers. 

The  most  satisfactory  treatment  consists  in 
surgical  excision  of  the  contracted  palmar 
fascia.  Meyerding,^  of  the  Mayo  Clinic,  prac- 
ticed local  block  excision  of  the  contracted 
fascia  and  the  author  has  always  been  ex- 
tremely impressed  by  the  result  of  his  treat- 
ment as  well  as  the  absence  of  sloughs  which 
is  seen  frequently  in  radical  dissections  of  the 
palm. 

The  case,  (McKennan  Hospital,  No.  155,  583) 
to  be  presented  this  evening  was  treated  by 
the  Meyerding  technique  and  is  reported  as 
follows: 

A white  male,  age  64,  seen  on  April  5,  1959, 
because  of  contracture  of  the  left  ring  finger 
which  had  become  increasingly  worse  during 
the  past  few  years.  There  was  no  history  of 
injury  and  the  onset  was  entirely  spontaneous 
to  his  knowledge.  Examination  showed  a 
severe  Dupuytren’s  contracture  of  the  left 
ring  finger  extending  up  into  the  palm  with  a 
flexion  deformity  at  the  base  of  the  ring 
finger  of  approximately  90  degrees.  (Fig.  2) 
Excision  of  the  palmar  fascia  was  recom- 
mended and  this  was  performed  on  April  6th. 
The  sutures  were  removed  on  the  25th  of 
April  and  the  patient  given  a plaster  night 


Fig.  2.  Preoperative  photograph  of  the  typical 
Dupuytren’s  Contracture  involving  the  ring 
finger  and  distal  palm. 


splint  to  prevent  recurrence  of  the  contrac- 
ture and  he  was  advised  to  exercise  his  finger 
frequently  during  the  day.  An  excellent 
range  of  flexion  and  extension  is  now  present. 
(Fig.  3,  4)  The  patient  has  no  evidence  of  any 
sensory  or  motor  disturbance  of  the  affected 
finger  or  hand. 


Fig.  3.  Post-operative  result  in  the  same  case 
showing  complete  extension  present  in  the 
ring  finger. 


Fig.  4.  Flexion  present  following  surgery.  This 
will  improve  with  the  passage  of  time. 
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The  pathological  specimen  was  required  as 
follows:  Gross  Examination;  The  specimen  is 
represented  by  a fibrous  strand  of  tissue 
measuring  51  mm.  in  length  and  from  6.5  to 
11  mm.  in  width.  Tissue  is  on  cut  section 
fibrous,  greyish-white  limiting  tissue  pink 
stained.  Two  cross  sections  are  submited  for 
microscopic  examination.  Microscopic  Exam- 
ination: Sections  are  through  segments  of 
acellular  densely  fibrous  tissue  with  attached 
segments  of  fat  and  areolar  stroma.  Within 
the  later  structure  are  observed  segments  of 
nerve  and  pacinian  corpuscles.  The  strands 
of  acellular  fibrous  stroma  are  varying  sizes 
with  interspersed  fibrovascular  tissue  septa. 
Diagnosis:  Palmar  Fibromatosis  (Dupuytren’s 
contracture).  A typical  section  is  shown  in 
Figure  5. 


Fig.  5.  Microphotograph  showing  the  acellular 
dense  fibrous  tissue  present  in  this  Dupuy- 
tren’s Contracture. 


This  patient  illustrates  the  value  of  local- 
ized surgical  excision  of  the  palmar  fascia  in 
Dupuytren’s  contracture.  Care  must  be  taken 
in  such  instances  to  prevent  any  injury  to  the 
digital  nerves  which  may  be  located  above, 
below  or  in  the  fascial  contracture  in  the 
finger. 
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THE  MONTH  IN  WASHINGTON 

The  U.  S.  Chamber  of  Commerce  and  two 
key  Congressmen,  all  opponents  of  the  so- 
called  Forand  bill,  recently  issued  separate 
warnings  that  an  all-out  effort  will  be  made 
to  get  the  controversial  legislation  through 
Congress  next  year. 

In  its  weekly  report  to  members,  the 
Chamber  predicted  there  will  be  “a  powerful 
attempt”  in  the  next  session  of  Congress  to 
enact  the  bill  (H.R.  4700)  which  would  in- 
crease social  security  taxes  to  help  pay  the 
cost  of  the  Federal  government  providing 
surgical  and  hospital  care  for  social  security 
beneficiaries. 

The  Chamber  warned  that  passage  of  the 
legislation  would  mark  “a  major  break- 
through into  the  welfare  state.”  It  “probably 
would  lead  to  a compulsory  Federal  program 
providing  complete  medical  care  for  every- 
one,” the  Chamber  said. 

There  would  be  “no  stopping”  of  such  a 
program  once  it  got  started,  the  report  said. 

The  Chamber  called  upon  communities  to 
find  orderly  solutions  to  the  problems  of  the 
aging.  Otherwise,  solutions  “will  surely  be 
imposed  from  Washington,”  the  report  added. 
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We  will  not  belabor  the  point  that  many 
patients  who  complain  principally  of  chronic 
fatigue  have  no  organic  illness.  They  are  not 
effectively  treated  by  physicians  whose 
methods  are  confined  to  traditional  ap- 
proaches; they  are  not  suffering  from  any 
biochemical  deficiency  that  can  be  satisfied 
by  pills  and  injections;  their  glands  are  func- 
tioning properly  by  every  accepted  criterion, 
and  hormonal  therapy  is  useless;  and  not 
being  afflicted  with  “tired  blood”  even 
though  they  are  tired,  hematinic  agents  do 
not  bring  relief. 

Basically,  they  are  unhappy,  maladjusted, 
constitutionally  inadequate,  and  frequently 
unproductive.  Fatigue  is  just  one  symptom 
of  this  psychic  disorder,  and  its  successful 
handling  takes  in  the  treatment  of  psychic, 

* Presented  at  the  Annual  Meeting  of  the  South 
Daktoa  State  Medical  Association,  June  23,  1959, 
Rapid  City. 

**Dr.  Palmerton  is  Dean  of  Students  and  Professor 
of  Psychology  at  the  South  Dakota  School  of 
Mines  and  Technology. 


psychosomatic  adjustment  disorders  in  gen- 
eral. We  do  not  believe  that  we  are  infring- 
ing on  the  field  of  the  psychiatrist  when  we 
suggest  that  we  do  have  a method  for  help- 
ing some  of  these  unhappy  individuals  — an 
approach  which  can  be  used  by  physicians 
and  psychologists  without  foi’mal  psychiatric 
training. 

Recently  a psychologist  stated  that  four- 
fifths  of  Americans  are  “so  sick  of  their  jobs 
they  could  spit  at  them.”  A few  years  ago  an 
industrial  personnel  manager  claimed  that  60 
per  cent  of  gainfully  employed  workers  in 
the  United  States  were  maladjusted  in  their 
jobs.  No  doubt  we  should  heavily  discount 
these  estimates.  From  personal  observation 
of  several  thousand  students  and  job  holders, 
we  would  consider  only  a fraction,  perhaps 
25  per  cent  or  more,  of  our  workers  really 
maladjusted  in  their  work.  But  even  one  of 
four  adds  up  to  about  16  million  unsuccessful 
or  unhappy  workers  in  our  population. 
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ally  maladjusted  workers  to  report  today. 
We  have  no  matched,  experimental  and  con- 
trol groups  to  describe,  no  clear-cut  statis- 
tical findings,  in  fact,  little  if  any  clinical 
proof.  We  do  offer  a set  of  hypotheses  regard- 
ing vocational  maladjustment  and  this  con- 
dition described  as  chronic  fatigue.  Perhaps 
we  are  justified  in  suggesting  that  these 
hypotheses  may  be  challenging  enough  to 
warrant  further  investigation  by  both  the 
physician  and  the  psychologist. 

Before  presenting  the  few  illustrative  cases 
selected  for  this  discussion,  we  should  like  to 
refer  very  briefly  to  two  familiar  conditions 
or  situations  recognized  by  all  of  us:  (1) 
monotony  or  boredom  at  the  work  place,  and 
(2)  the  typical  flunk-out  in  college. 

In  industrial  psychology  we  discuss  three 
kinds  of  fatigue:  (1)  physiological  fatigue, 
which  is  of  medical  concern  if  harmful  effects 
are  involved;  (2)  industrial  fatigue,  which  is 
of  concern  to  management  because  work  de- 
crement usually  is  involved;  and  (3)  phy- 
chological  fatigue,  which  is  of  concern  to 
psychologists  because  it  frequently  takes  the 


form  of  monotony  or  boredom  or  expressed 
feelings  of  tiredness.  In  studying  fatigue  and 
monotony,  psychologists  contrast  the  so- 
called  “typical”  daily  work  curve  with  the 
work  curve  often  reported  for  workers  who 
claim  monotony.  As  illustrated  in  Figure  I, 
the  “typical”  daily  work  curve  rises  rapidly 
in  the  morning,  reaches  its  top  level  about 
10:00  or  10:30  a.m.,  drops  slightly  by  noon  un- 
less held  up  by  a rest  pause,  holds  fairly  well 
through  the  afternoon,  with  a noticeable  drop 
the  last  hour  or  so,  except  perhaps  for  a spurt 
near  quitting  time.  This  curve  is  “normal” 
and  to  be  expected  for  employees  properly 
selected  and  trained  and  assumed  to  be  well 
adjusted  in  their  work. 

By  way  of  contrast  we  describe  the  curve 
for  those  who  report  monotony  as  full  of  de- 
viations or  high  and  low  points  of  production, 
erratic,  with  low  points  mid-morning  and 
mid-afternoon,  a very  noticeable  end  spurt, 
and  similarity  of  characteristics  morning  and 
afternoon.  Support  for  this  position  is  found 
in  a recent  statement  in  a psychiatric  journal: 
“Emotional  fatigue  is  more  intense  in  the 


Figure  1 

THE  "TYPICAL"  OR  "NORMAL"  WORK  CURVE 
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morning,  with  a tendency  to  abate  during  the 
latter  part  of  the  day.”'' 

Recommendations  by  the  industrial  psy- 
chologist for  the  elimination  of  unnecessary 
fatigue  and  for  reduction  of  monotony  are 
quite  different.  Time  does  not  permit  us  to 
go  into  these  recommendations  at  this  time, 
but  the  finding  of  this  odd-shaped  monotony 
or  boredom  curve  in  the  work  day  may  lend 
support  to  our  argument.  There  is  evidence 
that  these  people  who  claim  monotony  are 
more  frequently  absent  from  work  and  re- 
quire more  frequent  visits  to  company  med- 
ical centers. 

Every  college  administrator  has  been 
puzzled  by  the  student  of  good  ability  who 
fails  and  fails  and  finally  drops  out.  This 
student,  too,  is  frequently  absent,  claims  he  is 
tired,  reports  tension  in  examinations,  and 
if  often  referred  to  the  college  physician.  'We 
do  not  propose  to  develop  a psychosomatic  ex- 
planation or  suggest  some  kind  of  modifica- 
tion of  Sigmund  Freud’s  death  instinct,  but 
it  would  seem  at  times  that  these  students 
almost  deliberately  “flunk  out”  as  though  to 
prove  to  themselves  or  to  their  parents  that 
they  do  not  fit  the  educational  program  they 
have  chosen. 

These  bored  workers  and  students  are  illus- 
trations drawn  from  the  thousands  or  mil- 
lions of  our  people  who  have  the  potential  to 
develop  a condition  physicians  would 
describe  as  chronic  fatigue.  We  suggest  the 
tentative  hypothesis  that  many  are  voca- 
tionally maladjusted.  Perhaps  you  might 
prefer  the  term  “situational  neurosis,”  which 
Dr.  Walter  C.  Alvarez^  considered  for  the 
title  of  an  article  related  to  this  subject. 
Interesting,  however,  is  the  title  he  did 
choose,  “Illness  Due  To  Having  Become 
Caught  In  A Trap.”  Dr.  Alvarez  stated,  “I 
very  much  want  non-psychiatrists  to  make 
the  acquaintance  of  this  fairly  common  but 
as  yet  seldom  recognized  disease;”  so  he 
picked  a title  which  “means  something  def- 
inite that  everyone  can  understand.”  He  goes 
on  to  describe  a number  of  cases,  each  of 
which  has  had  thorough  study  by  competent 
physicians,  with  no  sign  of  significant  organic 
disease.  We  shall  not  mention  the  several 
kinds  of  “traps”  Dr.  Alvarez  describes  except 
to  state  that  several  were  of  a vocational 
nature,  but  we  do  wish  to  refer  to  one  ad- 


ditional point  the  doctor  made.  He  wisely 
recognizes  the  many  examples  we  all  observe 
of  persons  caught  in  traps  who  did  not  be- 
come ill.  He  agrees  that  the  person  who  does 
become  ill  “usually  is  the  one  with  an  un- 
stable or  a weak  personality.”  Perhaps  the 
greater  number  of  these  vocationally  mal- 
adjusted persons  are  not  detected  but  carry 
on  through  the  years  as  best  they  can. 

In  support  of  this  hypothesis  we  should  like 
to  present  several  very  brief  case  histories. 
To  save  discussion  time,  let  us  report  (1)  that 
all  have  average  or  better  mental  ability  as 
measured  by  psychological  tests,  not  reported 
here,  (2)  that  those  referred  by  a physician 
gave  no  evidence  of  significant  organic  di- 
sease, and  (3)  that  the  majority  were  admin- 
istered the  Strong  Vocational  Interest  Blank. 

Before  presenting  the  case  histories,  we 
must  explain  briefly  the  nature  of  the  Interest 
Profile.  Dr.  Strong,  a psychologist  at  Stanford 
University,  has  statistical  evidence  gathered 
over  25  years  showing  clusters  of  attitudes, 
likes,  dislikes,  and  preferences  for  different 
occupational  and  professional  groups  of  men 
and  women.  His  keys  are  developed  on  suc- 
cessful members  of  these  professions.  In  in- 
terpreting a profile  like  the  one  illustrated  in 
Figure  H,  we  study  the  A-B  areas,  try  to 
determine  combinations  and  in  some  cases 
compromises,  and  also  describe  the  low  C 
areas  as  negatively  diagnostic  or  occupations 
that  can  be  largely  eliminated  from  consid- 
eration. Basically  this  instrument  attempts 
to  predict  satisfaction  10  to  20  years  in  the 
future  — hence,  its  great  usefulness  in  voca- 
tional counseling  and  perhaps  as  a thera- 
peutic agent. 

Regarding  these  case  histories,  we  should 
explain  that  personal  data  have  been  mod- 
ified slightly  to  make  identification  impos- 
sible. We  have  included  mature  persons  on 
whom  follow-up  records  have  accumulated 
for  a period  of  years. 

It  might  be  noted  also  that  only  one  woman 
is  included  although  we  have  records  on  a 
number.  We  believe  our  hypotheses  apply 
to  women  as  well  as  men,  but  the  feminine 
pattern  is  more  complex  with  the  double 
career  probability.  Furthermore,  the  occu- 
pational keys  and  research  records  on  the 
Strong  Blank  for  women  are  more  limited. 
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Figure  2 

STRONG  VOCATIONAL  INTEREST  TEST-MEN 
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Report  on  Vocational  Interest  Test  for  Men  (Continued} 


Your  occupational  interests  are  recorded  by  heavy 
lines  on  the  scales  opposite  the  appropriate  occupations. 

In  the  example  below  the  man  has  a B rating  in  the 
int^Jiests  of  artists  (note  the  B at  the  too  of  the  report 


blank),  a C rating  in  the  interests  of  psychologists,  an  A 
rating  in  the  interests  of  architects,  and  a B — rating  in 
the  interests  of  physicians. 


C^OUP 

OCCUPATION 
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An  A rating  means  that  the  individual  has  the  inter- 
ests of  persons  successfully  engaged  in  that  occupation, 
a C rating  means  that  the  person  does  not  have  such 
interests;  and  the  ratings  B-j-,  B,  and  B — mean  that  the 
person  probably  has  those  interests  but  we  cannot  be 
so  sure  of  that  fact  as  in  the  case  of  A ratings.  It  is 
seldom  that  persons  with  C ratings  are  found  in  the 
occupation,  and  if  so  engaged  they  are  either  indiffer- 
ent successes  who  are  likely  to  drop  out  or  are  carry- 
ing on  the  work  in  some  more  or  less  unusual  manner. 
The  latter  situation  is  exemplified  by  a physician  with 
a rating  of  C in  the  interests  of  a physician  who  is  en- 
gaged as  superintendent  of  a hospital. 

All  high  ratings  (8+  and  A)  should  be  considered. 
C^e  may  choose  on©  occupation  so  rated  or  plan  to 
utilize  one's  interests  in  two  or  more  such  occupations. 
Thus,  if  one  scores  high  in  both  law  and  engineering 
one  might  prepare  for  both  and  become  a patent  attor- 
ney, or  a lawyer  specializing  in  engineering  problems. 

The  higher  a score  to  the  right  of  the  shaded  area 
the  greater  the  certainty  that  one  has  the  interests  char- 
acteristic of  that  cxrcupation.  TTie  Icwer  the  score  to  the 
left  of  the  shaded  area  the  greater  the  certainty  that  one 
does  not  have  the  interests  of  th®  occupation.  Scores 
falling  within  the  shaded  area  ar«  indeterminate:  they 
help  sometimes  to  show,  along  with  other  scores,  th© 
general  trend  of  one's  interests  in  an  occupational  group. 
But  generally  they  can  be  ignored.  Consequently,  in 
the  above  diagram  the  scores  for  psychologist  and  physi- 
cian are  disregarded,  and  we  conclude  that  the  indi- 
vidual has  an  A rating  in  the  interests  of  an  eirchitect 
and  a B rating  in  the  interests  of  an  artist. 

Occupations  included  in  the  same  group  all  correlate 
highly  with  one  another. 

Men's  interests  change  very  little  from  25  to  55  years 


of  age.  They  change  somewhat  from  20  to  25  yoors  and 
much  more  so  from  15  to  20  years.  Consequently,  th© 
younger  the  man,  particularly  below  20  years  of  age,  th® 
less  certainly  can  his  interests  be  identified  in  terms  of 
soma  occupation.  Such  changes  in  interests  as  tak® 
place  are  more  likely  to  result  in  higher  ratings  than 
the  reverse.  This  is  particularly  true  with  respect  to 
ratings  in  Group  V. 

The  ratings  from  this  test  should  not  be  viewed  as 
conclusive;  they  are  not  guaranteed.  Instead  they  should 
be  viewed  as  merely  suggestive  and  So  be  considered 
in  the  light  of  all  other  information  bearing  upon  one's 
vocational  choice.  Occupations  rated  A and  B-f  should 
be  carefully  considered  before  definitely  deciding 
against  them;  occupations  rated  C.  C-f . and  B — should 
b©  carefully  considered  before  definitely  deciding  to 
enter  them.  Remember  only  a few  from  among  all  the 
hundreds  of  occupations  are  reported  on  here. 

Remember  also  this  is  a test  of  your  interests.  Your 
abilities  must  also  b©  considered.  Interests  point  the 
way  you  want  to  go,  abilities  determine  how  well  you 
can  progress. 

Scores  on  th©  three  special  scales  (see  bottom  of  re- 
port sheet)  are  for  the  use  of  trained  counselors  and 
should  be  explained  personally  by  them.  The  IM  scale 
expresses  maturity  of  interests.  One's  age  must  be 
taken  into  consideration  in  interpreting  this  score.  It 
applies  only  to  men  between  the  ages  of  15  and  20. 
The  OL  scale  indicates  whether  one’s  interests  are  simi- 
lar to  common  workmen  (a  low  score)  or  to  business 
and  professional  men  (a  high  score).  The  MF  scale  in- 
dicates whether  one's  interests  are  similar  to  the  inter- 
ests of  men  or  women.  The  average  man  scores  50  on 
the  OL  and  MF  scales.  See  the  author’s  Vocationai  In 
terests  of  Men  and  Women. 
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CASE  NO.  1 

Male.  Age  32.  No  medical  report  but  lists 
no  physical  disabilities.  Referred  by  Coun- 
seling Bureau,  University  of  Minnesota.  A 
very  fine  appearing,  well  liked,  popular  min- 
ister from  Wyoming.  “Very  unsatisfactory” 
ratings  on  emotional  and  occupational  keys 
of  a personality  inventory.  Brilliant  ability 
and  aptitude  — highly  educated.  Family 
plans  all  focused  on  the  ministry  since  age  14. 


Now  finds  preparation  of  sermons  very  dif- 
ficult; deeply  concerned.  Strong  Blank  in- 
dicates clear-cut  artistic-architectural  pat- 
tern; low  pattern  in  “social  service”  rating  of 
Group  V.  (See  Figure  II,  the  interest  blank 
profile  for  Case  No.  1.)  Reports  fascination 
in  plans  for  a new  church  recently  completed. 
“Felt  desire  to  work  on  building  design  24 
hours  a day,”  found  himself  in  disagreement 
with  the  architect,  trying  to  find  an  outlet 


— 468 


NOVEMBER  1959 


for  his  creative  ideas. 

With  family  responsibility  and  limited  sav- 
ings, adjustment  may  be  difficult.  No  report 
to  date  but  referred  to  Dean  of  the  School  of 
Architecture  in  a good  university;  may  at- 
tempt part  time  supply  work  as  a minister 
while  in  college;  could  become  invaliable  as 
a minister  — architect  with  specialization  in 
church  design. 

CASE  NO.  2 

Male.  Age  31.  Referred  by  physician.  No 
evidence  of  organic  disease  but  nervous,  up- 
set, always  tired,  dissatisfied,  with  noticeable 
speech  defect  — slight  stammer.  Has  done 
well  financially  in  family  business  — a feed 
store.  Happily  married,  two  children,  co- 
operative family  relationships.  Evidence  of 
clear-cut  neurotic  tendencies,  introversion, 
and  lack  of  confidence  on  a personality  inven- 
tory. Strong  Blank  ratings  not  clear  but  sug- 
gest a business-accounting  pattern,  also  a 
social  service  pattern.  Deep  religious  convic- 
tions noted.  After  several  conferences  with 
the  psychologist,  his  physician,  his  minister, 
and  family,  made  a clean  break  — cut  loose 
from  the  family  business.  Completed  college 
B.A.  requirements  with  distinction,  entered 
seminary,  doing  supply  work  on  Sundays. 
Attitude  entirely  changed,  happy,  enthusias- 
tic, sure  of  himself.  Recordings  of  sermons 
shows  no  evidence  of  speech  defect.  Is  def- 
initely planning  a career  in  the  ministry. 

CASE  NO.  3 

Male.  Age  45.  No  medical  report  but 
ratings  “very  unsatisfactory”  on  the  emo- 
tional and  occupational  keys  of  a standard 
personality  inventory.  A well  trained,  ex- 
perienced social  worker.  Very  unhappy  in 
“social  service”  duties  but  enjoys  adver- 
tising and  promotional  activities.  Major  pat- 
tern Groups  IX  and  X on  Strong;  all  ratings 
on  Group  V are  C or  C+.  Within  six  months 
of  conference,  resigned  social  service  position 
to  accept  an  offer  in  insurance  sales  in  an- 
other state.  Progress  to  date  apparently 
satisfactory. 

CASE  NO.  4 

Male.  Age  37.  An  engineering  graduate  of 
1944,  now  vice  president  of  a power  company 
in  a western  state.  No  test  data  available 
but  the  following  quotaion  is  included  to 
demonstrate  the  possibility  that  a person  may 
be  in  the  right  field  but  maladjusted  in  the 


function  he  tries  to  perform.  He  has  been 
successful  but  feels  he  fails  as  an  operational 
leader  — is  now  sincerely  considering  a 
career  in  engineering  education  as  a teacher. 

“Most  of  this  time  I have  had  other  men 
working  for  me;  I have  hated  this,  right  down 
inside  of  me  ...  I am  not  a leader  of  men, 
and  when  I am  in  the  position  of  having  to  be 
— things  aren’t  so  good.  I had  an  ulcer  in 
1952  for  this  reason  and  am  now  in  the  same 
position,  but  have  since  learned  that  having 
an  ulcer  can  be  avoided  by  not  taking  it  quite 
so  seriously.  But  this  does  not  make  me  a 
leader  of  men  . . . Unsolicited,  I am  con- 
stantly being  told  that  I am  a good  teacher, 
and  that  I can  explain  things  to  people  so 
that  they  can  understand.” 

CASE  NO.  5 

Male.  Age  46.  Completed  two  years  of  en- 
gineering training  about  1932,  dropped  out 
in  the  depression;  worked  ten  years  in  bank- 
ing and  was  successful.  Very  clear-cut  tech- 
nical-scientific pattern  on  Strong.  Returned 
to  college,  graduated  with  honors,  has  been 
very  successful  and  well  adjusted  in  en- 
gineering management  — the  field  of  his  orig- 
inal choice.  No  medical  report  but  described 
serious  abdominal  pains  and  medical  treat- 
ment during  banking  experience. 

CASE  NO.  6 

Male.  Age  35.  A design  engineer  for  an 
aircraft  company  who  was  tested  in  1947. 
Serious  scholastic  difficulty;  business-ac- 
counting pattern  very  significant  on  Strong. 
Decided  to  continue  in  engineering  because 
of  favorable  housing  and  wife’s  position  — 
graduated  with  mediocre  record.  Apparently 
fairly  successful  but  report  received  of  ser- 
ious nervous  breakdown  and  great  dissatis- 
faction with  routine  drafting.  Potential  for 
high  level  accounting  would  have  been  ex- 
cellent. No  medical  report. 

CASE  NO.  7 

Male.  Age  40.  Referred  by  physician. 
Very  unhappy  in  hardware  sales — the  family 
business  for  almost  two  generations.  Clear- 
cut  pattern  for  pharmacy  in  which  he  was 
trained  in  college.  With  cooperation  and  en- 
couragement of  his  physician,  his  employer, 
and  the  psychologist,  found  the  courage  to 
quit  the  sales  job  and  accepted  an  excellent 
position  in  pharmacy.  Reports  very  favorable 
for  almost  two  years;  happy  with  the  change. 
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Unknown  to  physician  and  psychologist,  re- 
turned for  several  months  to  sales  work.  Re- 
quest for  psychiatric  treatment  reported.  Now 
back  in  pharmacy  for  the  second  time;  ap- 
parently happy  and  well  adjusted. 

CASE  NO.  8 

Female.  Age  about  40.  Single.  History  not 
in  our  files  but  reported  by  a reliable  pro- 
fessional person.  Could  be  described  as 
“trapped  by  an  invalid  mother.”  Trained  as 
a teacher  but  maladjusted  in  the  classroom. 
Very  run  down  and  nervous,  suspected  ulcers. 
Finally  had  the  courage  to  resign  as  a teacher 
and  has  adjusted  well  as  a receptionist  and 
office  worker.  Physical  appearance  greatly 
improved.  Cheerful  attitude  although  home 
burden  has  not  been  removed. 

CASE  NO.  9 

Male.  Age  32.  Reported  by  physician.  No 
psychological  data.  Expert  mechanic,  highly 
paid.  Complains  that  he  is  weak  and  aching 
all  over.  Thorough  physicial  examination  re- 
vealed no  organic  disease.  States  he  is  un- 
happy with  job,  “No  future,”  “No  chance  for 
advancement.”  Had  always  wanted  to  be  a 
bookkeeper.  Was  encouraged  to  make  a break 
which  he  did.  Went  to  night  school,  holding 


part  time  job  bookkeeping  while  in  training. 
Felt  much  better;  no  more  fatigue,  aches  and 
pains.  Now  employed  full  time  as  a book- 
keeper, happy  with  the  change. 

CASE  NO.  10 

Male.  Age  26.  Reported  by  physician.  No 
psychological  date.  Son  of  well-to-do  and  re- 
spected businessman.  Completely  incapaci- 
tated by  fatigue  and  lassitude,  lay  around 
home  doing  nothing;  had  had  several  phys- 
icals with  complete  studies,  no  organic  di- 
sease found.  Had  taken  many  pills,  vitamin 
injections,  etc.  without  benefit.  Father 
wanted  him  to  follow  him  into  the  business 
and  insisted  that  he  be  a white  collar  man. 
Son  had  absolutely  no  desire  for  this  career. 
When  asked  what  he  really  liked,  he  said 
“Driving  cars.”  Upon  encouragement,  got  a 
job  driving  a truck  for  a wholesale  house. 
Father  unhappy  but  son  was  content.  Com- 
plete change  noted.  Lots  of  energy  and  pep. 
Got  up  early  in  the  morning  and  did  good 
work.  All  complaints  ceased. 

CONCLUSION 

Evidence  has  been  presented  in  support  of 
our  belief  that  many  chronically  fatigued  in- 
dividuals are  basically  maladjusted  vocation- 
(Continued  on  Page  472) 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  1,  2,  3 and  4,  1960 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Ajinual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at 
the  Palmer  House. 
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INJURIES  OF  THE  URINARY  TRACT 
Theodore  H.  Sweetser,  M.D. 
Minneapolis,  Minnesota 


One  could  not  hope  to  cover  this  subject 
in  several  hours.  One  can,  however,  with 
your  close  attention,  stimulate  interest  in 
some  salient  points. 

First,  many  patients  with  serious  injury  of 
the  urinary  tracts  have  one  or  more  serious 
and  easily  demonstrable  injuries  outside  the 
urinary  tract  which  at  the  time  may  com- 
pletely occupy  the  surgeon’s  attention  unless 
he  carefully  looks  for  trouble  in  the  urinary 
tract. 

Second,  patients  with  the  usual  non-pene- 
trating injuries  of  the  kidney  are  best  treated 
conservatively.  At  least  seventy  percent  of 
them  will  recover  with  complete  rest  and 
close  observation  but  without  surgery,  and 
those  who  will  need  early  surgery  for  con- 
tinuing hemorrhage  or  evidence  of  associated 
intraperitoneal  damage  will  need  a very 
guarded  prognosis.  In  conservatively  treated 
cases,  operation  is  sometimes  needed  later  for 
devitalized  renal  tissue  with  or  without  sup- 
puration. Penetrating  wounds  of  the  kidney 
are  relatively  infrequent.  There  will  almost 
certainly  be  some  even  more  serious  asso- 
ciated intraperitoneal,  thoracic,  or  spinal 

* Presented  at  the  Annual  Meeting  of  the  South 
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wound.  Prompt  surgery  will  be  necessary 
and  the  extent  of  the  injury  can  be  then  de- 
termined. 

Third,  prompt  surgical  intervention  is  im- 
perative for  practically  all  injuries  of  the 
ureter,  bladder,  and  deep  urethra. 

The  old  traditional  diagnostic  methods  are 
notoriously  misleading.  Excretory  urography 
(I.V.P.)  and  cystography  are  of  great  value. 
Active  cerebration  on  the  doctor’s  part  is  of 
greatest  value.  Exploratory  operation  is  safer 
than  prolonged  diagnostic  study  for  injuries 
of  the  ureter,  bladder,  and  deep  urethra. 

The  ureter:  Non-penetrating  wounds  of  the 

ureter  are  very  rare,  though  they  may  occur 
from  crushing  against  the  transverse  process 
of  a lumbar  vertebra,  and  wounds  from  out- 
side are  rare  also,  usually  being  gunshot 
wounds.  They  practically  always  involve 
other  organs  and  the  peritoneum. 

The  ureter  is  much  more  often  injured 
during  gynecological  or  bowel  surgery.  This 
introduces  one  of  my  principal  reasons  for 
being  with  you  today.  Surgical  injury  of  the 
ureters  can  usually  be  avoided  by  the  pre- 
operative placing  of  ureteral  catheters;  they 
should  be  placed  before  difficult  gynecological 
operations,  especially  of  the  Wertheim  type. 
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and  before  many  operations  for  carcinoma  of 
the  colon.  Ureteral  injury  discovered  during 
operation  should  be  properly  repaired  at 
once.  If  one  suspects  injury  of  the  ureter 
after  any  abdominal  operation,  prompt  ex- 
cretory urography,  cystoscopy,  and  appro- 
priate prompt  surgery  is  imperative.  Delay 
and  inadequate  treatment  are  tragic,  though 
we  have  occasionally  obtained  a surprising 
salvage  of  neglected  cases.  Dr.  Wm.  Niles 
Wishard  of  Indianapolis  has  written  and 
spoken  on  this  subject  repeatedly,  as  have 
many  other  urologists.  Four  years  ago  he 
published  a review  of  seven  surgically  in- 
jured ureters  which  necessitated  22  cystos- 
copies and  15  additional  operations,  and 
caused  the  loss  of  5 kidneys  and  one  life.  He 
reported  at  the  same  time  that  five  pelvic 
operations  complicated  by  vesicovaginal  fis- 
tula required  31  cystoscopies  and  5 additional 
operations.  His  last  sentence  read;  “Surely, 
such  a record  makes  mandatory  utilization  of 
every  measure  at  hand  to  prevent  these  com- 
plications.”’ 

The  bladder:  Fractures  of  the  pelvis  are  the 
most  common  cause  of  bladder  damage,  but 
the  full  bladder  can  be  ruptured  without 
pelvic  fracture.  All  deserve  prompt  surgery 
after  recovery  from  the  initial  shock  and  after 
excretory  urography,  as  in  the  case  of  a boy 
sixteen  years  old  hurt  in  an  automobile  acci- 
dent: Excretory  urography  showed  filling 
defects  of  the  bladder  due  to  clots,  lacerations 
(one  in  left  wall  containing  a loose  fragment 
of  bone),  compression  of  the  bladder  from 
both  sides  by  hematoma  and  extravasated 
urine,  and  lack  of  definition  of  the  upper 
outline  of  the  bladder  shadow  of  questionable 
cause.  There  were  no  physical  signs  of  peri- 
toneal involvement.  Through  a midline 
suprapubic  incision  (1)  the  peritoneal  cavity 
was  explored  and  closed,  (2)  the  perivesical 
fluid  and  clots  were  removed,  (3)  the  bladder 
was  opened,  the  two  lacerations  sutured  from 
the  outside,  and  the  loose  bone  fragment  re- 
moved, (4)  a catheter  was  passed  from  the 
bladder  through  the  urethra  to  demonstrate 
lack  of  injury  of  the  deep  urethra,  and  (5)  the 
incision  in  the  bladder  was  closed  up  to  a 
French  wing-tipped  right  angled  cystostomy 
tube.  He  made  a very  good  recovery. 

Gunshot  wounds  of  the  bladder  of  course 
demand  immediate  exploration  of  peritoneum 


and  bladder.  We  well  remember  one  man 
who  voided  the  38  cal.  bullet  on  his  way  to 
the  operating  room. 

Rupture  of  the  urethra  at  the  prostatomem- 
branous  junction  often  leaves  the  bladder  un- 
ruptured but  displaced  by  clot.  One  can  feel 
a boggy  tender  mass  by  rectum  and  supra- 
pubically.  Treatment  is  by  suprapublic  cys- 
tostomy, evacuation  of  perivestical  clots  and 
drainage  by  Penrose  drains,  guiding  of  a 
Foley  catheter  through  the  distal  urethra  and 
into  the  bladder,  the  catheter  being  used  to 
draw  the  ruptured  urethra  together.  One  boy 
with  such  an  injury  had  some  urethral  stric- 
ture until  at  puberty  his  urethra  grew  mark- 
edly and  completely  relieved  us  of  the  need 
for  further  periodic  urethral  dilatations. 

Damage  of  the  anterior  (distal)  urethra  is 
usually  crushing  of  the  bulb  by  a fall  astride 
a fence,  wagon  tongue,  or  other  bar. 

We  usually  do  a perineal  urethrotomy, 
splint  the  urethra  with  a Foley  catheter,  and 
drain  the  tissues  with  a Penrose  drain.  Occas- 
ionally the  injury  is  less  severe  as  indicated 
in  these  last  two  urethrograms,  the  last  one 
caused  when  a boy  misjudged  in  leap-frog- 
ging a fire  hydrant. 

To  summarize:  Most  injuries  of  the  kidney 
are  best  treated  conservatively.  All  others,  of 
ureters,  bladder,  and  urethra  demand  prompt 
and  adequate  surgery.  Urography  and  cysto- 
graphy are  most  valuable  diagnostic  aids. 
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VOCATIONAL  MALADJUSTMENT 
AND  CHRONIC  FATIGUE— 

(Continuel  from  Page  470) 

ally.  It  is  suggested  that  many  of  these  pa- 
tients can  be  materially  helped  by  sym- 
pathetic vocational  counseling  with  a psy- 
chologist and  a physician. 
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UNRECOGNIZED  FOREIGN  BODIES 
IN  THE  AIR  AND  FOOD  PASSAGES* 
Paul  G.  Bunker,  M.D. 
Aberdeen,  South  Dakota 


Unrecognized  foreign  bodies  in  the  air  and 
food  passages  are  more  common  than  is  gen- 
erally realized  and  should  be  considered  in 
the  diagnosis  of  any  unexplained  respiratory 
difficulty  or  dysphagia.  The  cases  I am  pre- 
senting in  this  paper  are  not  the  ones  that  I 
am  concerned  about  as  they  all  recovered. 
In  some  of  the  cases  recovery  was  delayed  be- 
cause of  complications  that  had  already  set 
in,  and  in  many  instances  needless  expense 
was  encountered  due  to  the  fact  that  the 
foreign  body  had  not  been  recognized  by  the 
attending  physician.  In  some  cases  the  sec- 
ondary infection  had  improved  under  anti- 
biotic and  chemo-therapy  only  to  reoccur 
when  the  treatment  was  discontinued.  The 
use  of  these  preparations  may  give  rise  to  a 
false  sense  of  security  in  such  cases. 

Not  infrequently  one  can  pick  up  a paper 
and  read  where  some  small  child  had  died  of 
a brief  pneumonia  lasting  24  to  36  hours. 
The  question  always  arises  in  my  mind 
whether  or  not  such  a case  might  not  have 
been  an  unrecognized  foreign  body.  These  are 
the  cases  that  I am  greatly  concerned  about 
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and  provides  the  reason  for  this  presentation. 
I sincerely  hope  that  no  one  will  assume  that 
the  title  of  this  paper  is  an  indictment  against 
the  general  practitioner.  As  a matter  of  fact 
in  almost  every  instance  the  diagnosis  was 
made  through  the  excellent  diagnostic  ability 
of  the  home  physician.  In  only  a very  few  of 
the  cases  was  the  diagnosis  established  by 
myself,  and  in  some  of  these  cases  only  by 
endoscopic  examination. 

Of  paramount  importance  is  the  value  of 
good  x-rays.  In  a small  child,  this  not  only 
requires  first  class  modern  equipment  but 
expert  interpretation  of  the  films.  I have 
been  particularly  fortunate  to  have  the  as- 
sistance of  Dr.  Paul  V.  McCarthy,  our  Roent- 
genologist, and  I wish  to  pay  public  tribute 
to  him  at  this  time.  In  order  to  eliminate  all 
motion  and  obtain  the  necessary  detail  in 
small  children,  our  films  are  all  taken  at  one 
sixtieth  of  a second.  A.P.  and  lateral  views 
should  both  be  made,  not  only  to  show  the 
foreign  body  or  secondary  changes  but  any 
anatomical  variations  which  might  compli- 
cate the  endoscopic  procedure.  A foreign 
body  present  in  the  transverse  position  is  al- 
ways in  the  esophagus,  where  as  in  the  sagit- 
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tal  plane  one  would  suspect  either  the  larynx 
or  trachea. 

Non-opaque  foreign  bodies  in  the  tracheo- 
bronchial tree  do  not  show  as  such,  but  fre- 
quently will  show  secondary  changes  typical 
of  a foreign  body.  The  earliest  sign  is  usually 
an  emphysema  of  the  affected  lung.  If  this  is 
not  relieved  then  atelectasis  followed  by  a 
lung  abscess  or  bronchiectasis  will  develop,  in 
the  event  that  death  does  not  occur  first. 
X-rays  of  non-opaque  foreign  bodies  in  the 
trachea  often  are  negative  even  in  cases 
where  the  child  is  cyanotic  and  gasping  for 
air,  and  the  Doctor  is  often  lulled  into  a false 
sense  of  security  by  such  a report.  This  dan- 
ger is  greatly  enhanced  by  the  fact  that  the 
cough  reflex  fatigues  rapidly  with  a foreign 
body  in  the  tracheal  bronchial  tree.  Em- 
physema is  produced  by  trapped  air  resulting 
in  a hyperventilated  lung  with  a shift  of  the 
mediastinal  structures  to  the  opposite  side. 
In  order  to  demonstrate  this  phenomena  it 
may  be  necessary  to  take  films  both  at  the 
beginning  and  end  of  inspiration.  A foreign 
body  in  a bronchus  always  produces  an  ex- 
cessive amount  of  mucous  and  it  is  not  un- 
common for  a mucous  plug  to  develop  in  the 
opposite  side.  When  this  happens  the  con- 
dition of  the  patient  becomes  desperate.  It  is 
always  our  policy  to  aspirate  the  unaffected 
lung  first  in  order  to  provide  adequate  ven- 
tilation before  removing  the  foreign  body 
from  the  affected  side.  Atelectasis  may  be 
segmental  or  involve  the  entire  lung,  depend- 
ing on  the  location  and  size  of  the  foreign 
body. 

X-rays  should  always  be  made  in  all  cases 
of  respiratory  embarrassment  or  difficulty  in 
swallowing.  Even  with  the  positive  history  of 
choking  on  a foreign  body  it  may  not  be  as 
suspected  by  the  relatives.  Some  years  ago 
we  had  a small  child  die  just  as  it  reached 
. the  hospital  with  a history  of  having  choked 
on  a piece  of  doughnut  four  days  previously. 
The  parents  did  not  consult  their  home  phys- 
ician until  two  days  later  and  he  prescribed 
an  expectorant  without  benefit.  The  autopsy 
disclosed  a small  safety  pin  present  at  the 
bifurcation  with  no  food  particles  what  so 
ever  in  the  air  passage. 

The  importance  of  a wheeze  in  tracheo- 
bronchial foreign  bodies  cannot  be  over  em- 
phasized as  “all  is  not  asthma  that  wheezes.” 
(Jackson’s  dictum)  This  may  be  difficult  to 


evaluate  in  a known  allergic  child.  The 
wheeze  brought  on  by  a foreign  body  is 
usually  coarser  in  quality  and  is  described  as 
asthmatoid  in  character.  Children  who  are 
bedridden  with  respiratory  infections  are  par- 
ticularly prone  to  put  foreign  bodies  in  their 
mouth  which  also  makes  the  diagnosis  more 
difficult.  A bean  is  unquestionably  the  worst 
non-opaque  foreign  body  due  to  the  fact 
that  it  will  swell  rapidly  to  approximately 
two  and  one  half  times  its  normal  size.  A 
carrot  would  rate  as  a close  second  due  to  the 
fact  that  it  becomes  quickly  macerated  and 
softened  into  a complete  plug.,  Peanuts  may 
provoke  an  acute  fulminating  reaction  pro- 
ducing a drowned  lung  or  may  go  unrecog- 
nized for  a period  of  weeks  or  months  until 
secondary  complications  develop.  An  un- 
salted peanut  is  more  apt  to  develop  acute 
symptoms  of  respiratory  distress.  Occasion- 
ally a loose  tooth  is  dislodged  during  a tonsil 
and  adenoidectomy.  When  this  happens  an 
x-ray  of  the  chest  should  always  be  made  as 
the  tooth  might  have  been  aspirated.  When 
this  happens  it  is  best  to  over  expose  the  film 
as  it  might  be  missed  in  the  ordinary  chest 
plate. 


Figure  1.  Case  1 Age  9 years.  Safety  pin  in 
nose  — 7 years  duration. 
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CASE  REPORTS: 

CASE  1:  Safety  pin  in  nose,  7 yrs.  duration. 
Age  9 yrs. 

This  nine  year  old  boy  was  brought  in  to 
me  by  his  parents  with  a history  of  foul 
breath,  unilateral  nasal  discharge  from  the 
right  side  and  frequent  upper  respiratory  in- 
fections since  the  age  of  two  years.  He  was 
both  under-nourished  and  under  developed 
for  his  age.  A tonsil  and  adenoidectomy, 
special  medications  and  special  diets  had  all 
been  tried  at  various  times  without  improve- 
ment. An  x-ray  of  his  sinuses  showed  a large 
safety  pin  present  in  the  right  nasal  cavity. 
This  was  removed  with  complete  relief  of  all 
symptoms.  The  child  gained  ten  pounds  in 
weight  in  a period  of  six  weeks  following  the 
removal. 


Figure  2.  Case  2.  C.  G.  Age  12  mos.  Penny  in 
esophagus  — IVz  wks.  duration. 


CASE  2:  Penny  in  esophagus,  V-k  wks. 
duration.  C.  G.  age  12  mos. 

This  child  had  been  sick  for  a period  of 
two  and  one  half  weeks,  with  vomiting  and 
excessive  salivation.  She  had  been  unable  to 
take  solid  foods  during  this  time.  An  x-ray 
was  taken  by  her  home  physician  which 
showed  a coin  in  the  esopagus,  and  she  was 
referred  to  me  for  esophagoscopy.  She  had  an 


extensive  esophagitis  so  that  when  the  eso- 
phagoscope  was  introduced  she  had  marked 
difficulty  in  breathing.  I thought  at  first  that 
it  might  be  necessary  to  introduce  an  intra- 
tracheal tube  to  provide  an  air  way.  How- 
ever, we  were  able  to  remove  the  coin 
promptly,  with  complete  relief  of  all  symp- 
toms. She  made  an  uncomplicated  recovery. 


Figure  3.  Case  3.  J.  K.  — Age  8 mos.  Penny  in 
esophagus  — 3 mo’s,  duration. 


CASE  3:  Penny  in  esophagus,  3 mos.  dura- 
tion. J.  K.  age  8 mos. 

According  to  his  parents  this  child  had  had 
a rattle  in  his  throat  for  three  months  prior 
to  consulting  his  home  physician.  In  addition 
he  had  some  difficulty  in  swallowing  and  his 
growth  had  been  retarded  as  a result.  An 
x-ray  was  taken  which  showed  a penny  in 
his  esophagus.  He  had  a moderate  secondary 
esophagitis.  The  coin  was  removed  without 
difficulty  and  he  made  a complete  and  un- 
complicated recovery. 

CASE  4:  Penny  in  esophagus,  3 mo’s  dura- 
tion. L.  H.  Age  12  mo’s. 

This  child  gave  a history  of  difficulty  in 
swallowing  for  a period  of  at  least  three 
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months.  Four  days  prior  to  admission  to  St. 
Lukes  hospital  he  developed  symptoms  of 
respiratory  distress,  and  would  choke  on  any 
attempt  to  swallow.  An  x-ray  taken  this 
time  showed  a coin  in  the  upper  third  of  the 
esophagus.  The  removal  of  the  coin  was  un- 
eventful, in  spite  of  an  extensive  esophagitis 
and  there  were  no  secondary  complications. 

CASE  5;  Open  safety  pin,  hypopharynx. 
J.  S.  Age  71/2  mos.  4 days  duration. 

This  child  gave  a history  of  choking  and 
difficulty  in  swallowing  along  with  excessive 
salivation  for  four  days  prior  to  admission  to 
the  hospital.  The  first  x-ray  by  his  home 
physician  failed  to  reveal  any  evidence  of  a 
foreign  body,  due  to  the  fact  that  the  film 
included  only  the  chest  and  did  not  include 
the  hypopharynx.  Due  to  his  home  doctors 
alertness,  when  the  child  did  not  respond  to 
treatment  a second  film  was  made  which 
showed  an  open  safety  pin  the  the  hypo- 
pharynx. The  pin  was  removed  by  rotating  it 
around  the  tip  of  an  anterior  commisurescope, 
using  my  own  technique.  He  made  a prompt 
and  uneventful  recovery. 


Figure  4.  Case  6.  J.  K.  — Age  3 yrs.  Tack  in  R. 
main  bronchus  — 7 mo’s,  duration,  with  secondary 
atelectasis  and  early  cavitation. 


CASE  6:  Tack,  right  main  bronchus.  7 mo’s 
duration.  J.  K.  age  3 yrs. 

This  child  gave  a history  of  a persistant 
cough  of  seven  months  duration  with  no  asso- 
ciated wheeze.  His  trouble  was  first  diag- 
nosed as  pertussis,  which  did  not  respond  to 
treatment.  Later  he  developed  Measles  with 
a high  fever,  dyspnea  etc.  X-rays  taken  at 
this  time  showed  a tack  present  in  the  right 
main  bronchus  with  a secondary  atelectasis 
and  possibly  some  cavitation.  At  broncho- 
scopy the  tack  was  found  surrounded  by 
granulation  tissue  with  the  point  buried  in 
the  bronchial  wall.  It  was  removed  with  a 
Tucker  forceps.  He  made  a gradual  but  com- 
plete recovery  from  his  secondary  compli- 
cations. 

CASE  7:  Popcorn,  Left  main  bronchus. 
4 mo’s  duration.  J.  J.  age  15  mo’s. 

The  patient  gave  a history  of  a wheeze  of 
four  months  duration.  At  the  end  of  this 
time  the  patient  became  acutely  ill,  and  x- 
rays  showed  an  emphysema  of  the  left  lung 
with  a marked  atelectasis  on  the  right  side. 
At  bronchoscopy  a large  mucus  plug  was 
removed  from  the  right  main  bronchus,  and 
an  old  maid  (Pop  corn)  which  was  buried  in 
granulation  tissue  was  removed  from  the 
left  main  bronchus.  The  child  made  a slow 
but  complete  recovery  following  this  pro- 
cedure. 

CASE  8:  22  shell,  left  main  bronchus.  1 yrs. 
duration.  G.  E.  age  4 yrs. 

This  four  year  old  child  had  had  a per- 
sistant wheeze  and  a slight  cough  for  at 
least  a year  prior  to  his  admission  to  our  hos- 
pital. During  this  time  he  had  been  under 
treatment  for  bronchial  asthma  with  no  clin- 
ical improvement.  An  x-ray  of  his  chest 
showed  a 22  shell  cartridge  in  the  left  main 
bronchus.  The  cartridge  was  removed  at 
bronchoscopy,  using  a forward  grasping  for- 
ceps. One  blade  was  placed  within  the  cart- 
ridge and  the  other  externally.  He  made  a 
prompt  recovery. 

CASE  9;  Penny  in  esophagus.  1 yrs.  dura- 
tion. J.  M.  age  17  mo’s. 

This  child  had  given  a history  of  dysphagia 
for  one  plus  years  duration.  During  this  time 
her  parents  had  consulted  several  doctors  and 
had  received  various  medications  without  re- 
lief of  her  symptoms.  They  then  consulted 
another  doctor  who  promptly  took  an  x-ray, 
revealing  a coin  in  the  mid-esophagus.  The 


— 476  — 


NOVEMBER  1959 


removal  of  the  coin  was  uneventful,  but  the 
child  had  already  developed  a stricture  at  the 
site  of  the  foreign  body.  Several  times  fol- 
lowing this  it  was  necessary  to  remove  a 
bolus  of  food  from  the  stricture  at  which  time 
the  latter  would  be  dilated.  She  has  been  free 
of  trouble  now  for  several  years,  and  I do  not 
believe  she  will  have  any  further  difficulty. 

The  next  two  cases  represent  the  shortest 
and  longest  unrecognized  foreign  bodies  in 
my  experience. 

CASE  10:  Marble  in  hypopharynx.  10  min. 
duration. 

Our  janitor,  who  lives  in  our  building,  came 
rushing  into  my  office  holding  his  eleven 
month  old  baby.  The  child  was  black  and 
barely  breathing.  This  condition  had  de- 
veloped suddenly  while  he  was  playing  on 
the  floor.  I thought  I would  have  to  do  an 
emergency  tracheotomy,  and  took  him  back 
to  my  minor  surgical  room.  His  throat  was 
full  of  saliva,  which  was  quickly  aspirated. 
I thought  I could  see  something  bobbing  up 


and  down,  and  with  the  curved  aspirating 
tip,  I gave  it  a flip  and  out  popped  a marble 
with  complete  relief. 


Figure  6.  Case  11.  Mrs.  F.  R.  — Age  40  yrs. 
Safety  pin  — R.  main  bronchus  — 35  years  dura- 
tion. The  x-ray  shows  an  atelectasis  of  the  R. 
lower  lobe,  greatly  increased  capacity  of  the  L. 
lung,  and  marked  secondary  curvature  of  the 
spine. 
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CASE  11:  Pin  in  right  main  bronchus.  Mrs. 
F.  R.  35  yrs.  duration. 

This  case  was  a forty  year  old  ranchers 
wife,  who  gave  a history  of  a chronic  cough 
with  dyspnea,  low  grade  fever  and  hemopto- 
sis  since  the  age  of  five  years.  During  this 
time  she  had  gone  through  four  pregnancies, 
uneventfully.  Tuberculosis  had  been  suspec- 
ted but  never  proven  in  her  case.  She  finally 
consulted  Dr.  C.  E.  Lowe  of  Mobridge  who 
promptly  made  a chest  x-ray.  This  showed 
the  pointed  shaft  and  ring  of  a safety  pin 
in  the  right  main  bronchus.  As  the  result  of 
the  pin  having  been  in  the  lung  for  thirty  five 
years  there  were  many  secondary  changes  in- 
cluding atelectasis,  greatly  reduced  size  of 
the  right  chest  and  a marked  curvature  of 
her  thoracic  spine.  The  removal  of  the  pin 
was  accomplished  without  difficulty,  even 
though  there  was  a great  deal  of  granulation 
tissue  present  which  oozed  on  any  instrumen- 
tation. Following  the  bronchoscopy  her 
hemoptysis  subsided  and  her  cough  became 
greatly  reduced,  so  that  she  has  gotten  along 
reasonably  well  in  the  eighteen  years  that 
have  elapsed  since  the  removal  of  the  pin. 


Figure  7.  Case  12.  G.  H.  — Age  11  mos.  Safety- 
pin  in  hypopharynx  — 31/2  mo’s,  duration. 


CASE  12:  Safety  pin  in  hypopharynx,  SVg 
mo’s  duration.  G.  H.  age  11  mo’s. 

This  eleven  months  old  baby  gave  a history 
of  marked  dysphagia,  excessive  salivation  and 
dyspnea  in  the  prone  position  for  three  and 
one  half  months,  prior  to  admission  to  our 
hospital.  Later  huskiness  developed,  as  well 
as  swelling  in  the  left  side  of  the  neck.  Sev- 
eral doctors  were  consulted  and  the  child  was 
treated  with  antibiotics  etc.  with  only  tem- 
porary improvement.  The  parents  finally 
consulted  Dr.  Garberson  of  Miles  City  who 
promptly  took  x-rays.  This  showed  an  open 


safety  pin  in  the  hypopharynx.  The  pin  was 
removed  by  rotating  it  around  the  tip  of  an 
anterior  commisurscope.  The  point  was  em- 
bedded in  the  soft  tissues  of  the  neck.  The  in- 
fection promptly  subsided  under  antibiotic 
treatment,  and  no  external  drainage  was  re- 
quired. 


Figure  8.  Case  13.  A.  H.  8y2  mos.  Button  in 
esophagus  — 6 mo’s,  duration. 


CASE  13:  Button  in  esophagus.  6 mo’s  dura- 
tion. A.  H.  age  81/2  mo’s. 

This  eight  and  one  half  months  old  baby 
gave  a history  of  dysphagia,  for  six  months 
prior  to  admission  to  St.  Lukes  hospital.  Dur- 
ing this  time  he  would  have  intermittant 
episodes  of  acute  respiratory  distress  with 
high  fever.  X-rays  of  the  chest  by  the  home 
physician  did  not  show  the  button  in  the 
esophagus,  due  to  the  fact  that  his  x-ray 
equipment  was  not  fast  enough  to  stop  mo- 
tion. The  infection  would  subside  under  anti- 
biotic therapy,  only  to  reoccur  when  it  was 
discontinued.  Much  credit  is  due  to  the  home 
physician  for  fluoroscoping  the  child,  as  this 
showed  the  button  present  in  the  esophagus. 


— 478  — 


NOVEMBER  1959 


Our  x-rays  taken  at  1/60  sec.  clearly  showed 
the  button.  The  removal  of  the  button  was 
quite  difficult  due  to  the  secondary  eso- 
phagitis, as  the  baby  could  not  breath  with 
the  esophagoscope  in  place.  However,  we 
were  successful  in  removing  the  button  and 
the  child  made  an  uncomplicated  recovery 
with  no  secondary  stricture  formation. 

CASE  14:  Peanut  in  trachea,  1 mo’s  dura- 
tion. M.  K.  age  18  mo’s. 

This  eighteen  months  old  baby  from  wes- 
tern South  Dakota  had  had  a pronounced 
wheeze  for  the  past  four  weeks  prior  to  ad- 
mission to  the  hospital,  which  culminated  in 
a marked  dyspnea  and  high  fever.  X-rays  of 
the  chest  showed  none  of  the  typical  signs 
of  a foreign  body,  due  to  the  fact  that  non- 
opaque foreign  bodies  in  the  trachea  fre- 
quently do  not  show  marked  secondary 
changes.  A large  peanut  was  found  in  the 
lower  part  of  the  trachea,  and  removed  with 
prompt  recovery. 

CASE  15:  Watermelon  seed,  right  main 
bronchus,  21/2  mo’s  duration.  R.  R.  age  25 
mo’s. 

This  twenty-five  month  old  baby  gave  a 
history  of  an  asthmatic  wheeze  for  two  and 
one  half  months  prior  to  my  seeing  him.  He 
was  referred  to  me  by  his  home  physician  for 
allergy  tests,  as  he  had  not  responded  well  to 
the  usual  asthmatic  therapy.  We  made  some 
allergy  tests  on  the  child  which  were  entirely 
negative,  and  I then  decided  to  bronchoscope 
him.  A watermelon  seed  was  found  and  re- 
moved from  the  right  main  bronchus.  The 
child  made  an  uncomplicated  recovery.  In 
one  of  those  strange  coincidences  that  we  en- 
counter in  medicine,  a close  friend  of  theirs 
brought  their  baby  in  to  me  one  month  later 
with  a somewhat  similar  history.  We  pro- 
ceeded with  the  bronchoscopy  immediately 
and  also  found  a watermelon  seed  in  the 
same  location. 

CASE  16:  Chicken  bone  in  esophagus,  5 
days  duration.  J.  D. 

This  fifty-two  year  old  woman  was  referred 
to  me  by  her  home  physician  at  Miles  City 
with  a history  of  high  fever,  associated  chills 
and  severe  back  ache  of  five  days  duration. 
She  was  able  to  swallow  comfortably,  and 
there  was  no  history  of  choking  on  a foreign 
body.  X-rays  showed  some  evidence  of  med- 
iastinitis.  She  was  treated  for  several  days 
to  bring  the  infection  under  control,  at  which 


time  she  was  esophagoscoped.  In  the  lower 
third  of  the  esophagus,  a large  triangular 
piece  of  bone  was  identified  and  removed 
with  the  forward  grasping  forceps.  The  fan 
shaped  end  of  the  bone  had  completely  per- 
forated the  esophagus  so  that  only  a small 
part  of  the  stalk  could  be  visualized.  With 
the  aid  of  antibiotics  she  made  a complete 
recovery  following  the  removal  of  the  bone. 

CASE  17:  Tooth  in  right  main  bronchus,  7 
days  duration. 

This  nine  year  old  child  gave  a history  of  a 
tonsil  and  adenoidectomy  seven  days  prior  to 
bronchoscopy.  Following  the  tonsil  and  ad- 
enoidectomy she  developed  a cough  and 
wheeze  with  some  elevation  of  temperature. 
An  x-ray  taken  by  her  home  physician 
showed  a tooth  present  in  the  right  main 
bronchus.  This  was  removed  at  bronchoscopy 
with  complete  and  prompt  relief. 


Figure  9.  Case  18.  Age  12  years.  Safety  pin  in 
esophagus  — 6 mo’s  duration.  A.  Shows  open 
safety  pin  in  mid-esophagus.  Point  has  perforated 
esophagus.  B.  Shows  pin  after  carrying  it  into 
stomach  prior  to  surgical  removal  by  Drs.  C.  L. 
and  A.  C.  Vogele. 

CASE  18:  Safety  pin  in  esophagus,  6 mo’s 
duration.  K.  T. 

This  twelve  year  old  girl  was  an  institu- 
tional case,  with  no  mental  development. 
She  had  been  completely  bedridden  all  of 
her  life  and  was  under-developed  physically 
for  her  age.  She  had  had  some  difficulty  in 
swallowing  for  approximately  six  months 
prior  to  esophagoscopy,  and  had  been  able  to 
swallow  only  liquids  for  two  weeks  before 
her  admission  to  St.  Lukes  Hospital.  Her 
mother  thought  that  she  might  possibly  have 
swallowed  the  pin  when  she  was  home  for  a 
visit  six  months  previously.  There  was  an 
extensive  esophagitis  present  at  the  site  of 
the  foreign  body,  so  that  any  manipulation 
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was  impossible  particularly  since  the  point 
had  already  perforated  the  esophageal  wall. 
It  was  therefore  carried  down  into  the 
stomach,  where  it  was  removed  surgically.  A 
small  pin  in  the  stomach  will  usually  pass  on 
through,  but  because  of  the  large  size  of  this 
one  I did  not  feel  that  this  would  be  either 
safe  or  possible.  She  had  a small  amount  of 
bleeding  several  days  later  but  this  required 
no  particular  care  and  it  subsided  sponstan- 
eously. 


Figure  10.  Case  19.  This  is  an  X-ray  of  another 
bean  case  which  shows  the  type  of  pathology  sus- 
pected in  case  19,  had  there  been  time  to  take  a 
film  of  the  latter  child.  The  substituted  case  was 
also  a desperately  ill  baby.  Time  was  only  taken 
to  snap  X-ray  A.  before  proceeding  with  the 
bronchcoscopy  which  shows  a complete  atelectasis 
of  the  R.  lung.  The  bean  was  removed  and  X-ray 
B.  taken  before  A.  was  completely  developed.  This 
dramatically  shows  the  atelectasis  completely  re- 
lieved. 

CASE  19:  Bean  in  right  bronchus.  2 weeks 
duration.  R.  H.  Age  2 yrs. 

This  child  had  been  hospitalized  for  twelve 
days  with  what  appeared  to  be  an  acute  ful- 
minating laryngo  tracheo-bronchitis.  He  had 
been  treated  with  oxygen,  high  humidity, 
chemotherapy  etc.,  with  apparently  good  re- 
sult, and  was  allowed  to  return  home.  There 
had  been  no  history  of  choking  on  a foreign 
body.  Upon  his  return  home,  his  condition 
became  rapidly  worse,  and  his  physician  then 
rushed  him  to  Aberdeen,  a distance  of  200 
miles.  It  was  necessary  to  administer  oxygen 
and  stimulants  to  maintain  life  during  the 
trip.  The  child  was  practically  dead  upon 
arrival,  and  there  was  no  time  for  x-rays. 
Prompt  bronchoscopy  revealed  a bean  in  the 
right  main  bronchus  which  was  quickly  re- 
moved, with  complete  relief  of  all  symptoms. 
One  cannot  state  with  certainty  whether  the 
bean  was  the  cause  of  the  original  illness  or 


a secondary  development.  I have  never 
known  of  a bean  to  be  tolerated  in  a baby’s 
air-way  for  two  weeks,  which  leads  me  to  be- 
lieve that  it  probably  was  aspirated  after  the 
child’s  return  home. 


Figure  11.  Case  20.  S.  S.  — Age  12  mos.  Walnut 
shell  — L.  main  bronchus  — 2 days  duration.  A. 
Shows  marked  emphysema  of  L.  lung  with  sec- 
ondary compression-type  of  atelectasis  of  R.  lung. 
B.  This  film  taken  several  minutes  later  following 
removal  of  the  shell  shows  the  emphysema  com- 
pletely relieved,  and  the  mediastinal  structures 
back  in  their  normal  position. 

CASE  20:  Walnut  shell  in  left  main  bron- 
chus, 2 days  duration.  S.  S.  Age  12  mo. 

This  little  girl  was  left  alone  in  her  yard 
for  a few  minutes  while  her  mother  went  on 
an  errand.  Her  mother,  upon  her  return, 
found  the  child  choking  and  coughing,  and 
rushed  her  to  her  doctor.  Her  condition  im- 
proved rapidly  and  it  was  logically  assumed 
that  the  foreign  body  had  been  coughed  out 
— even  though  it  was  noted  that  the  left  lung 
was  poorly  ventilated.  Two  days  later  the 
condition  of  the  child  became  worse,  and  an 
x-ray  taken  at  this  time  showed  a marked 
emphysema  of  the  left  lung  plus  what  I 
choose  to  call  a compression  type  of  atelec- 
tasis of  the  right  lung.  Ausculatation  revealed 
no  interchange  of  air  in  the  left  lung.  It  was 
impossible  to  pass  a 4 m.m.  bronchoscope  into 
the  left  main  bronchus  due  to  the  anular 
edema  above  the  foreign  body.  A SVe  m.m 
bronchoscope  was  then  successfully  intro- 
duced, and  a large  piece  of  nut  shell,  instead 
of  a suspected  pebble,  was  removed  intact 
from  the  lower  part  of  the  left  main  bron- 
chus, with  prompt  relief.  Only  the  alertness 
of  the  home  physician  saved  this  child  from 
serious  consequences. 
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I would  like  to  conclude  my  paper  with 
some  general  statements  which  not  only  will 
help  to  prevent  these  accidents,  but  will  facil- 
itate their  care  when  they  do  happen. 

1.  Always  x-ray  any  unexplained  cases  of 
dyspnea,  wheeze  or  dysphagia.  Every 
asthmatic  case  should  have  a chest  x-ray 
to  rule  out  a foreign  body,  or  other  causes 
of  bronchial  obstruction. 

2.  Advise  patient  or  relative  to  bring  a dup- 
licate of  the  foreign  body.  This  allows 
the  Endoscopist  to  select  the  best  forceps 
for  the  removal  of  the  original. 

3.  Holding  pins,  tacks,  etc.  in  the  mouth  by 
a parent  is  a bad  practice  which  children 
quickly  initate,  and  occasionally  with  dis- 
asterous  results. 

4.  Children  under  four  years  of  age  should 
not  be  allowed  to  eat  nuts,  as  the  chewing 
habit  has  not  been  firmly  established 
until  this  age. 

5.  Be  careful  of  loose  teeth  when  inserting 
a mouth  gag,  especially  during  tonsillec- 
tomies as  it  is  easy  to  dislodge  a tooth 
with  secondary  aspiration. 

6.  General  examination  should  always  be 
carried  out  before  endoscopic  examination 
to  determine  the  presence  of  aneurism, 
high  blood  pressure  or  any  other  cardio- 
vascular diseases.  The  deformity  of  the 
spine  from  arthritic  conditions  also  con- 
stitutes an  important  factor  which  should 
be  recognized  before  endoscopy  is  done. 

7.  Do  not  reach  into  the  mouth  for  foreign 
bodies  with  fingers,  as  this  may  convert  a 
simple  foreign  body  into  a difficult  one. 

8.  Do  not  hold  the  patient  up  by  his  heels, 
and  slap  his  back  in  an  effort  to  remove 
a foreign  body  from  the  trachea  as  this 
may  cause  asphyxia  due  to  the  impinging 
of  the  foreign  body  against  the  glottis. 

9.  Do  not  pass  instruments  blindly  into  the 
esophagus  in  an  effort  to  dislodge  a 
foreign  body  as  such  an  instrument  will 
usually  over-ride  the  foreign  body  and 
may  force  it  through  the  esophageal  wall. 

10.  Foreign  bodies  should  be  removed  as  soon 
as  possible  as  increasing  edema  makes  re- 
moval more  difficult.  Only  2 to  4%  of  all 
foreign  bodies  in  the  tracheo-bronchial 
tree  are  coughed  out  spontaneously,  while 
99%  of  them  can  be  removed  successfully 
by  bronchoscopy. 


11.  Do  not  give  Morphine  to  patients  with  a 
foreign  body  in  the  tracheo-bronchial  tree 
if  there  is  any  evidence  of  laryngeal  ob- 
struction. This  depresses  the  respiratory 
center  and  the  patient  needs  all  of  his 
strength  in  order  to  breath. 

12.  Advise  parents  to  keep  all  safety  pins 
closed,  as  a closed  safety  pin  usually  pre- 
sents no  hazard. 

13.  Do  not  give  dry  bread  or  crackers  to  a 
patient  with  a foreign  body  in  the  eso- 
phagus, as  this  stimulates  gastric  secre- 
tions which  may  greatly  interfere  with 
esophagoscopy. 

14.  Allow  the  patient  to  assume  the  position 
most  comfortable  to  him  until  the  re- 
moval has  been  carried  out. 

15.  Insist  on  proper  care  in  the  preparation 
of  chicken  salads,  sandwiches  and  soup, 
as  it  is  in  these  special  dishes  that  the  pa- 
tient unexpectedly  encounters  and  swal- 
lows a bone.  This  is  particularly  apt  to 
occur  in  older  people  who  wear  dentures. 
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ROSS  M.  KILGARD.  M.D. 

1903—1959 

Dr.  Ross  M.  Kilgard,  prominent  Watertown  physician  associated  with  the  Bartron  Clinic 
since  1933,  passed  away  September  22  following  a long  illness. 

Dr.  Kilgard  was  born  Nov.  11,  1903,  at  Santiago,  Minn.,  son  of  Mr.  and  Mrs.  Christ  Kil- 
gard, He  graduated  from  high  school  at  Becker,  Minn. 

In  1923  he  entered  Valparaiso  University  in  Indiana.  He  began  his  pre-medical  training  at 
the  University  of  North  Dakota  in  1925.  In  1927  he  entered  the  University  of  Minnesota  School 
of  Medicine,  graduating  there  in  1931.  He  then  served  his  internship  in  Miller  Hospital  in  St. 
Paul.  He  moved  to  Watertown  in  1933  and  became  associated  with  the  Bartron  Clinic  where  he 
had  practiced  until  his  death. 

He  married  Ann  Fouquette  at  Minneapolis  on  Aug.  22,  1942. 

Last  spring  Dr.  Kilgard  was  honored  by  the  South  Dakota  State  Medical  Association  when 
he  was  named  to  receive  that  group’s  Distinguished  Service  Award,  “in  recognition  of  his  years 
of  devoted  service  to  the  public  and  the  medical  profession  in  South  Dakota.” 

Another  significant  honor  came  to  Dr.  Kilgard  in  1950  when  he  was  chosen  by  vote  of  city 
residents  to  receive  the  “Tops  In  Our  Town”  award  given  by  the  radio  program,  “Betty 
Crocker  Magazine  of  the  Air.” 

During  his  medical  career  in  Watertown  he  delivered  6,840  babies  between  the  years  of 
1937  and  1958,  a figure  which  represents  more  than  one  third  of  the  city’s  present  population. 

He  was  at  one  time  president  of  the  Bartron  Hospital  Association  and  chief  of  staff  at 
Bartron  Hospital  Association  and  chief  of  staff  at  Bartron  Clinic.  Following  the  death  of  Dr. 
Harry  J.  Bartron,  Sr.,  in  1953,  and  while  Dr.  G.  Robert  Bartron  was  in  military  service.  Dr. 
Kilgard  directed  the  affairs  of  the  clinic. 

Dr.  Kilgard  was  licensed  to  practice  in  both  South  Dakota  and  Minnesota  and  was  a 
member  of  the  state  medical  association  of  both  states.  He  was  a past  president  of  the  Water- 
town  District  Medical  Society,  a member  of  the  Rotary  club  for  18  years  and  of  the  Elks  Lodge 
for  20  years.  He  was  a member  of  the  Holy  Name  Catholic  Church. 

Because  of  ill  health.  Dr.  Kilgard  retired  from  active  practice  last  December. 

Besides  his  wife,  he  is  survived  by  one  daughter,  Patricia,  and  one  son,  Donald,  both  at 
home;  three  sisters.  Miss  Stella  Kilgard  of  Clear  Lake,  Minn.,  Mrs.  Vin  Malone  of  Bloomer, 
Wise.,  and  Mrs.  Charles  Anderson  of  Minneapolis;  three  brothers.  Dr.  F.  M.  Kilgard  of  Phoenix, 
Ariz.,  Walter  Kilgard  of  Clear  Lake,  Minn.,  and  Erwin  Kilgard  of  Foley,  Minn. 
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If  the  Medical  Profession  is  going  to  be  able  to  defeat  Socialized  Medicine  we  must  make 
more  friends  among  the  people  that  we  serve. 

We  do  not  make  friends  by  refusing  to  make  house  calls  in  an  emergency  nor  do  we  make 
friends  when  our  charges  are  excessive. 

The  stories  of  excessive  charges  are  perhaps  more  common  in  those  states  that  have  a 
large  transient  population  but  the  fact  that  the  patient  is  a transient  does  not  justify  an  ex- 
cessive charge.  By  execessive  charge  I have  reference  to  a charge  of  $40.00  for  a hotel  visit  by 
a physician  only  a few  blocks  from  his  office  and  only  taking  a short  time  away  from  his 
office. 

If  you  think  that  the  medical  profession  does  not  lack  friends,  read  ‘The  Case  for  the 
Chiropractors’  in  the  October  issue  of  McCall’s  Magazine.  The  article  is  full  of  hate  for  Med- 
ical Men  and  Medical  Organizations.  Some  doctor  at  some  time  must  have  made  this  author 
bitter  towards  the  medical  profession. 

R.  A.  Buchanan,  M.D. 

President 
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OLD  PROBLEM  — NEW  EMPHASIS 

A recent  regional  meeting  in  Minneapolis 
on  problems  of  the  aging  brought  into  focus 
the  intense  interest  of  many  groups  and  in- 
dividuals in  what  appeared  to  some  of  them 
to  be  a brand  new  problem. 

Actually  the  problem  of  aging  has  been 
with  us  always.  Several  factors  have  served 
to  change  our  attitudes  towards  to  a great 
extent.  Before  Social  Security,  children  of 
those  parents  who  had  been  improvident  or 
unfortunate  took  care  of  them.  Today,  with 
larger  families  and  smaller  houses,  the  chil- 
dren have  not  the  opportunity  to  give  this 
assistance.  More  than  likely,  many  children 
have  not  the  desire  to  take  care  of  their 
parents  as  they  did  a few  years  ago. 

Increased  life  span  has  accented  the  prob- 
lem and  will  continue  to  do  so.  Early  or  en- 


forced retirement  adds  fuel  to  the  situation. 
Housing,  adequate  income,  medical  care, 
nursing  care,  are  but  a few  of  the  areas  that 
are  coming  under  close  scrutiny  by  interested 
parties  to  see  if  problem  solutions  are  avail- 
able. 

Unfortunately,  some  people  feel  that  solu- 
tions lie  in  governmental  action.  These  aging 
people  are  not  all  necessarily  indigent,  in  fact, 
just  a small  portion  of  them  have  failed  to 
provide  something  for  their  later  years.  In- 
flation is  the  thief  of  retirement  income  and 
any  study  of  solutions  to  problems,  the  ex- 
tent of  which  may  not  yet  be  known,  must 
consider  the  economic  problems  of  our  times. 
A dynamic  capitalistic  country  can  solve  any 
problems  that  may  exist  within  the  frame- 
work of  the  type  of  government  that  made  it 
dynamic.  To  do  it  otherwise  is  to  court  disas- 
ter. 
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THE  JOINT  COMMISSION  FOR 
IMPROVEMENT  OF  CARE  OF  THE 
PATIENT 


(Editor’s  Note:  The  work  of  the  Joint  Commission 
is  such  that  all  of  its  recommendations  can  be  im- 
plemented only  by  action  of  the  organization  in- 
volved. For  your  information  the  minutes  of  its 
September  Meeting  are  presented  here.) 

The  tenth  meeting  of  the  SDJCICP  was 
held  as  a luncheon  meeting  at  the  Marvin 
Hughitt  Hotel  in  Huron  on  September  23, 
1959.  Attendance  included  the  following: 
two  members  from  the  SDMA;  five  members 
from  the  SDHA;  one  member  from  the  SDLN; 
three  members  from  the  SDNA;  one  ex-officio 
member;  two  participating  group  members 
and  five  guests. 

The  meeting  was  called  to  order  by  Dr.  J. 
Muggley,  chairman,  at  12:40  p.m. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

Miss  Messner  reported  for  the  committee 
on  hospital  regulations.  Questionnaires  were 
sent  to  SDJCICP  members  this  summer  and 
this  information  has  been  compiled.  Later 
this  year,  a placard  of  suggested  regulations 
will  be  available. 

It  was  decided  that  the  next  meeting  of 
the  group  will  be  on  March  16th,  1960,  as  a 
luncheon  meeting  in  the  Marvin  Hughitt 
Hotel.  In  the  interim.  Dr.  Muggly  will  ap- 
point a committee  to  plan  a program  and 
make  necessary  arrangements  with  the  Hotel. 
Dr.  Muggly  will  also  appoint  a nominating 
committee  to  prepare  a slate  of  officers  to  be 
presented  for  the  election  of  officers  to  be 
held  at  the  next  meeting. 

It  was  moved  by  Sister  Rose  Marie  and 
seconded  by  Sister  Rosaria  that  this  group 
send  a telegram  to  Mr.  Frank  Kraft,  chairman 
of  the  Board  of  Charities  and  Corrections, 
regarding  the  situation  at  the  Yankton  State 
Hospital;  this  telegram  should  be  sent  prior  to 
the  Governor’s  conference  to  be  held  on  Sep- 
tember 25th  and  express  the  concern  of  this 
group  for  the  patients’  welfare  and  harm  to 
the  institution  as  an  educational  facility  for 
student  nurses.  A lengthy  discussion  followed 
in  which  the  following  points  were  brought 


out:  we  must  inform  our  legislators  of  our 
willingness  to  pay  higher  taxes,  if  necessary, 
to  provide  adequate  funds  for  the  Hospital; 
custodial  care  seems  less  expensive  but  in  the 
long  run,  it  is  no  bargain;  more  than  adequate 
funds  is  needed,  adequate  supervision  is  a 
must;  improvement  will  not  be  immediate, 
we  must  begin  where  we  are  and  not  be  dis- 
couraged in  working  for  improvement.  The 
motion  was  carried.  The  chairman  appointed 
the  following  committee  to  meet  after  the 
meeting  and  compose  the  wire;  Miss  David- 
son, Mrs.  Ulberg,  Mr.  Rogers,  Sister  Disidera 
(guest).  Miss  Boyd  and  Dr.  Muggly. 

The  Chairman  asked  the  group  if  the  by- 
laws of  the  organization  had  ever  been  of- 
ficially accepted.  It  was  generally  agreed 
that  the  by-laws  had  been  in  a more  or  less 
continual  state  of  revision  since  the  inception 
of  the  organization  in  1953  and  while  the 
original  by-laws  had  been  accepted,  the  re- 
visions had  not  all  been  officially  approved. 
Moved  by  Mr.  Rogers  and  seconded  by  Sister 
Heliodore  and  the  by-laws  be  accepted  as  re- 
vised. Carried. 

Mr.  Rogers  will  participate  on  a joint  com- 
mittee of  AHA  and  ADA  at  which  dietetic 
problems  will  be  discussed;  he  asked  the 
group  for  suggestions  of  problems  which  they 
thought  might  be  presented  for  discussion  by 
this  committee.  The  following  suggestions 
were  made;  what  to  do  about  the  shortage  of 
dietitians?  (Miss  Davidson  suggested  that 
smaller  hospitals  might  consider  sharing  a 
dietitian  as  well  as  other  key  personnel);  what 
about  the  use  of  dietetic  technicians?  What 
can  we  do  to  get  physicians  interested  in 
utilizing  the  services  of  a registered  dietitian? 

Miss  Messner  reminded  the  group  that  a 
White  House  Conference  on  Aging  is  to  be 
held  in  1961.  She  stated  that  South  Da- 
kota has  two  persons  appointed  to  this  Con- 
ference and  that  various  meetings  will  be 
held  in  our  state  prior  to  the  Conference;  we 
should  all  be  thinking  about  this  and  be  pre- 
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pared  to  participate  in  these  state  meetings. 

Miss  Davidson,  program  chairman,  an- 
nounced that  the  program  would  consist  of 
reports  of  four  conventions  held  this  year  and 
introduced  the  reporting  persons.  Miss  Inez 
Hinsvark  of  the  State  College  in  Brookings 
reported  on  the  National  League  for  Nursing 
convention  held  in  Philadelphia;  Dr.  E.  B. 
Morrison  of  the  crippled  Children’s  Hospital 
in  Sioux  Falls,  reported  on  the  American  Hos- 
pital Association  Convention  and  Mrs.  Olga 
Ulberg,  executive  secretary  of  the  SDLPNA, 
reported  on  the  National  Association  for 
Practical  Nurse  Education  Association  con- 
vention and  the  South  Dakota  Licensed  Prac- 
tical Nurse  Association  convention.  Dr. 
Muggly  reported  on  the  convention  of  the 
American  Medical  Association.  The  follow- 
ing points  from  the  reports  seemed  to  be  the 
most  interesting  to  this  group: 

The  National  League  for  Nursing  voted  not 
to  continue  an  investigation  directed  toward 
a merger  of  the  League  and  the  American 
Nurses’  Association.  The  American  Hospital 
Association  is  preparing  criteria  for  institu- 
tions other  than  hospitals,  presumably  nurs- 
ing homes  or  convalescent  homes.  The  AHA 
continues  to  go  on  record  as  being  against 
collective  bargaining  in  hospitals.  Both  the 
AHA  and  the  AMA  would  approve  of  the 
accrediting  of  hospitals  having  osteopaths  on 
their  staffs,  if  the  hospital  otherwise  meets 
the  requirements  and  if  the  state  law  requires 
that  the  staff  be  left  open  to  osteopaths.  The 
AHA  and  the  NLN  have  agreed  to  a seven 
member  (from  each  organization)  committee 
to  discuss  the  problems  of  accreditation  of 
hospital  schools  of  nursing.  The  South  Dakota 
Licensed  Practical  Nurse  Association  has  ac- 
cepted a code  of  ethics  and  has  agreed  that 
in  the  future  the  identifying  insignia  of  the 
practical  nurse  shall  be  worn  on  the  left 
sleeve  rather  than  on  the  left  breast  pocket  of 
the  uniform. 

At  3:45  p.m.  it  was  moved  by  Miss  Davidson 
and  seconded  by  Mrs.  Ulberg  that  the  meet- 
ing be  adjourned.  Carried. 

Respectfully  submitted, 
Helen  R.  Boyd 
Secretary,  SDJCICP 

Text  of  telegram  sent  on  September  23, 
1959  to  Mr.  Frank  Kraft,  Chairman  of  the 
Board  of  Corrections  and  Charities: 

The  South  Dakota  Joint  Commission  for  the 


Improvement  of  the  Care  of  the  Patient,  rep- 
resenting the  South  Dakota  Hospital  Asso- 
ciation, the  South  Dakota  Medical  Associa- 
tion, the  South  Dakota  Nurses’  Association, 
the  South  Dakota  League  for  Nursing  and  the 
South  Dakota  Licensed  Practical  Nurse  Asso- 
ciation met  in  Huron  on  September  23rd,  1959 
and  expressed  sincere  concern  over  the  two 
major  resignations  at  the  State  Hospital;  Dr. 
Cecil  Baker  and  Mrs.  Eldora  King.  We  beg 
your  sincere  consideration  and  early  decision 
for  safeguarding  of  medical  treatment  and 
nursing  care  and  strengthening  the  educa- 
tional opportunities  at  the  Yankton  State 
Hospital. 


PHYSICIAN  WANTED: 

VA  Center,  Sioux  Falls  has  vacancy  for  full- 
time physician  in  a very  active  270-bed 
GM&S  hospital.  Duties  will  entail  general 
physicals,  care  of  geriatric  patients  and  ad- 
ministrative details.  Applicant  must  be  a 
U.  S.  citizen,  licensed,  and  under  55  years 
of  age.  Salary  dependent  on  qualifications. 
Apply:  VA  Center,  Sioux  Falls,  South  Dakota. 


JUST  ONE  TABLET  DAILY 


provides  therapeutic  levels  ...  for  24  hours  • . . 
with  low  incidence  of  sensitivity  reactions  . . . 

WHENEVER  SULFAS  ARE  SNDICATED  ® 

KYNEX 

Sulfamethoxypyridazine  Lederle 

0.5  Gm.  TABLETS/ NEW  ACETYL  PEDIATRIC  SUSPEfISION 

LEDERLE  LABORATORIES,  a Division  of 
AMERICAN  CYANAiWIO  COMPANY,  Pearl  River,  New  York  •' 
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POISON  CONTROL  CENTERS 

Children  under  five  years  of  age  who  con- 
stitute about  10  per  cent  of  the  population 
accounted  for  24.3  per  cent  of  the  deaths  dur- 
ing 1955  from  ingestion  of  solid  and  liquid 
substances. 

According  to  a survey  made  in  1950  by  the 
American  Academy  of  Pediatrics  Committee 
on  Accident  Prevention,  fully  half  of  the 
accident  cases  treated  by  pediatricians  were 
patients  who  had  been  poisoned  by  household 
substances.  Ingested  were  internal  medica- 
tions including  aspirin,  laxatives  and  seda- 
tives; cleaning  agents  and  other  chemicals, 
lye,  kerosene  and  other  petroleum  distillates; 
pesticides,  and  paints  containing  lead. 

The  wide  variety  and  use  being  made  of 
natural  and  synthetic  chemicals  adds  many 
more  poisonous  substances  to  the  list.  The 
A.M.A.  reports  that  about  250,000  new  chem- 
ical products  are  now  available  for  industrial, 
farm,  and  home  use.  Some  of  these  contain 
poisonous  ingredients.  The  Food  and  Drug 
administration  requires  complete  studies  on 
drugs  and,  due  to  the  Federal  Insecticide, 
Fungicide  and  Rodenticide  Act  of  1947,  the 
Department  of  Agriculture  which  administers 
this  Act  requires  that  toxicity  studies  be  done 
on  all  new  chemicals  used  in  these  products. 
Adequate  information  on  other  substances  is 
often  difficult  to  find  or  is  unobtainable. 


Because  of  the  need  for  study  and  control 
of  accidents  caused  by  ingestion  of  poisons, 
the  Illinois  chapter  of  the  American  Academy 
of  Pediatrics  initiated  a pilot  project  in 
Chicago  some  years  ago.  In  1953  a Poison 
Control  Center  was  established  for  informa- 
tion, treatment  and  prevention  of  accidents 
being  the  main  objectives. 

Supported  by  the  American  Academy  of 
Pediatrics  and  its  Accident  Prevention  com- 
mittee similar  centers  were  established 
throughout  the  country.  At  present  there  are 
172  centers  in  41  states.  These  are  located  in 
various  places.  Some  are  in  children’s  hos- 
pitals or  university  pediatric  departments 
with,  in  some  cases,  the  chief  pediatric  resi- 
dent acting  as  executive-secretary  and  with 
residents  answering  calls  on  poisoning.  Some 
are  in  the  emergency  room  of  a local  hospital 
with  competent  medical  authorities  on  con- 
tinuous call.  Fourteen  are  located  in  Univer- 
sity Medical  Schools  or  Centers  where  labora- 
tories and  medical  libraries  are  valuable  facil- 
ities and  where  members  of  the  house  staff  or 
medical  faculty  make  it  possible  to  operate  on 
a 24  hour  basis. 

Some  centers  such  as  New  York  utilize  the 
City  Health  Department  as  the  major  focal 
point.  The  advantages  in  this  setup  include 
the  facilities  for  reporting,  analyzing  and 
summarizing  the  cases  reported  from  par- 
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ticipating  hospitals  and  the  use  of  the  de- 
partmental personnel  for  follow-up  home 
visits;  also  for  gathering  epidemiological  data 
and  for  giving  information  which  may  aid  in 
prevention  of  future  cases. 

The  New  York  State  Journal  of  Medicine 

publishes  a series  of  articles  from  the  Poison 
Control  Center  entitled  “Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City.”  The 
thirty-eighth  article  in  the  series  in  the  Sep- 
tember 15th  journal  is  on  “Poisonings  With 
Alarming  Symptoms.”  One  incident  reported 
was  from  a “panicky”  physician  at  the  Mili- 
tary Hospital  in  Monterey,  Mexico  who 
sought  an  antidote  in  the  treatment  of  a large 
number  of  patients  involved  in  a mass  methyl 
alcohol  poisoning  occurring  through  the  theft 
of  synthetic  methyl  alcohol  from  a damaged 
railroad  car.  Thirty-one  were  reported  dead 
and  an  additional  number  partially  blind  and 
severely  ill.  Information  on  current  mode  of 
therapy  such  as  the  administration  of  fluids, 
bicarbonate,  sodium  lactate,  and  ethyl  alcohol 
were  related  to  the  physician.  Since  the  Cen- 
ter knew  that  a current  study  on  the  mechan- 
ism methyl  alcohol  poisoning  and  metabolic 
products  is  being  carried  on  by  Dr.  Cooper  of 
the  Department  of  Pharmacology  of  Yale 
Medical  School  he  was  contacted  and  his 
suggestion  was  that  hypertonic  glucose  solu- 
tion might  be  of  some  value.  Although  num- 
erous toxicologic  studies  on  this  product  have 
been  carried  out,  the  exact  mechanism  of  its 
action  and  the  nature  of  the  metabolic  by- 
products, and  effective  therapy  is  still  un- 
known. 

As  the  number  of  poison  control  centers  in- 
creased, the  need  arose  for  a focal  point  for 
the  dissemination  of  material  and  case  reports 
between  the  various  centers.  On  November 
12,  1956,  the  subcommittee  on  Chemical 
Poisons  of  the  Committee  on  Research  and 
Standards  of  the  American  Public  Health 
Association  met  with  a group  of  represen- 
tatives of  National  Agencies  and  Poison  Con- 
trol Centers  to  discuss  the  establishment  of  a 
National  Clearing  House.  On  February  25, 
the  National  Clearing  House  was  officially 
established  in  the  Public  Health  Service, 
Bureau  of  State  Services,  and  assigned  to  the 
Accident  Prevention  Program  of  the  Division 
of  Special  Health  Services.  This  is  a service 
organization  to  aid  and  abet  the  poison  con- 


trol centers  in  decreasing  the  number  of  acci- 
dental poisonings  by  an  active  program  of 
treatment  and  prevention. 

The  National  Clearing  House  plans,  through 
an  active  campaign,  to  contact  manufacturing 
units  for  information  on  all  formulations  of 
household  articles  they  market.  Reports  from 
local  poison  centers  showing  items  ingested 
is  another  source  of  information  on  new 
products,  particularly  those  marketed  in  local 
areas. 

The  National  Clearing  House  has  developed 
in  conjunction  with  the  American  Public 
Health  Association  a proposed  standard 
poison  reporting  form  to  be  filled  out  and 
returned  from  Poison  Control  Centers.  This 
shows  the  trade  name  of  preparation,  type 
of  product,  manufacturer,  ingredients  if  furn- 
ished, toxicity  of  substances,  signs  and  symp- 
toms and  treatment.  These  cards  form  a basic 
file  and  are  made  available  to  poison  centers 
at  regular  intervals. 

In  summary  the  general  purposes  of  the 
Poison  Control  Centers  are  to  supply  informa- 
tion to  inquiring  professional  people,  to  co- 
ordinate the  various  types  of  general  and 
specific  treatment  measures  required  in  the 
hospital,  the  physicians  office,  and  the  pa- 
tients home;  to  make  resources  for  treatment 
more  readily  and  widely  available;  finding 
methods  for  making  the  initial  treatment 
more  prompt  and  effective  and,  in  the  area 
of  prevention,  development  of  more  complete 
information  regarding  the  distribution,  type 
and  toxicity  of  the  various  poisons  as  well 
as  circumstances  in  which  they  are  likely  to 
be  harmful. 

Much  of  the  information  in  this  report  on 
poisons  was  taken  from  the  following  ref- 
erences: 

“National  Clearing  House  for  Poison  Con- 
trol Centers”  by  Henry  L.  Verhulst;  assist- 
ant director  of  the  National  Clearing  House 
for  Poison  Control  Centers.  Military  Med- 
icine, V.  122,  1958,  pp.  320-322. 

“Poison  Control  Centers”  by  Edward  Press, 
Nursing  Outlook,  v.  5,  1957,  pp.  29-31. 

Physicians  Desk  Reference,  Medical  Eco- 
nomics Inc.,  1959,  p.  933. 

Mrs.  Esther  Howard 
Medical  Librarian 
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:This  is  your 

MEDICAL  ASSOCIATION 


Pop's  Proverbs 

The  best  knowledge  of  all 
is  to  know  your  limita- 
tions, and  to  Stay  Within 
Them. 


FIRST  NATIONAL 
CONFERENCE  ON 
MEDICAL  ASPECTS 
OF  SPORTS  INJURIES 
TO  BE  HELD  IN  DALLAS 

Chicago — The  first  national 
Conference  on  the  Medical 
Aspects  of  Sports,  sponsored 
by  the  American  Medical 
Association,  will  be  held 
Nov.  30  in  Dallas,  Texas. 

The  one-day  meeting  is  for 
college  and  high  school 
athletic  directors,  coaches, 
trainers,  and  doctors.  “These 
are  the  individuals  who  are 
charged  with  responsibility 
for  the  health  of  athletes,” 
said  Dr.  Allan  J.  Ryan,  Meri- 
den, Conn.,  chairman  of  the 
A.M.A.  Committee  on  the 
Medical  Aspects  of  Sports. 


Dr.  Ryan  pointed  out  that 
the  conference  will  deal  with 
a wide  variety  of  medical 
subjects  which  affect  the 
athlete’s  total  well  being. 
These  include  training,  con- 
ditioning, prevention  and 
treatment  of  injuries,  and 
the  physiology  of  exercise. 

Highlights  of  the  program 
will  be  panel  discussions  of 
on-field  responsibilities  of 
the  team  physician  and  pre- 
vention of  head  injuries  in 
athletics.  Other  discussions 
will  concern  amphetamines 
and  the  attitudes  of  athletes; 
a medical  program  for  high 
school  football;  exercise  and 
the  oxygen  debt;  the  bio- 
dynamic potential  of  the 
American  male;  exercise  and 
the  kidney,  and  the  path- 
ology of  trauma. 

The  national  Conference  on 
the  Medical  Aspects  of 
Sports  will  precede  the  clin- 
ical meeting  of  the  A.M.A., 
which  begins  Dec.  1 in  Dallas 
and  continues  for  four  days. 


I EYES  IN  INDUSTRY 

The  Institute  of  Industrial 
Health  of  the  University  of 
Cincinnati  announces  a 
course  of  instruction  in  In- 
dustrial Eye  Problems  will 
be  given  during  the  week  of 
January  18-22,  1960.  It  will 
be  presented  by  the  Institute 
of  Industrial  Health  in  co- 
operation with  the  Depart- 
ment of  Ophthamology. 

The  objective  of  the  course 
is  to  enable  the  industrial 
physician  to  recognize  sig- 
nificant eye  pathology,  un- 
derstand the  limitations  and 
abilities  of  persons  with  de- 
fective vision  and  perform 
basic  eye  examination  pro- 
cedures. Emphasis  through- 
out will  be  on  the  needs  of 
the  industrial  physician. 

Current  concepts  regard- 
ing vision  requirements  for 
specific  job  categories  will  be 
discussed.  Eye  examination 
procedures  and  vision  screen- 
ing devices  will  be  demon- 
strated. Opportunity  for  in- 
formal discussion  of  practical 
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problems  will  be  provided. 

Physicians  interested  in  at- 
tending the  course  should 
write  for  an  application 
blank  to: 

A/60 

Institute  of  Industrial 
Health 

Kettering  Laboratory 

Eden  and  Bethesda 
Avenues 

Cincinnati  19,  Ohio 

The  registration  fee  will 
be  $100. 


SAMA  ELECTS 

DR.  SMITH 

Dr.  Austin  E.  Smith,  Presi- 
dent of  the  Pharmaceutical 
Manufacturers  Association  of 
Washington,  D.  C.,  has  accep- 
ted appointment  to  the  Na- 
tional Advisory  Council  of 
the  Student  American  Med- 
ical Association,  world’s  lar- 
gest independent  association 
of  resident  physicians,  in- 
terns and  medical  students. 
Doctor  Smith’s  acceptance, 
which  fills  the  vacany  caused 
by  the  death  of  Dr.  Warren 
E.  Furey,  Chicago,  was  an- 
nounced by  R.  F.  Staudacher, 
Executive  Director  of  SAMA. 

Serving  with  Doctor  Smith, 
former  editor  of  The  Journal 
of  the  American  Medical  As- 
sociation, on  the  Council  are: 
David  Buchanan,  M.D..  Past 
National  President  of  SAMA, 
Huron,  South  Dakota;  Ward 
Darley,  M.D.,  Executive  Di- 
rector, Association  of  Amer- 
ican Medical  Colleges,  Evan- 
ston, Illinois;  Mark  R. 
Everett,  Ph.D.,  Dean,  Univer- 
sity of  Oklahoma  School  of 
Medicine,  Oklahoma  City; 
Hugh  H.  Hussey,  Jr.,  M.D., 
Dean,  Georgetown  Univer- 


sity School  of  Medicine, 
Washington,  D.  C.,  and  Ed- 
ward L.  Turner,  M.D.,  Direc- 
tor, Division  of  Scientific 
Activities,  American  Medical 
Association,  Chicago,  Illinois. 


NEWS  NOTE 
Dr.  J.  H.  Shaeffer,  Jr.,  has 

become  associated  with  Drs. 
Billingsley  and  Volin  in 
Sioux  Falls. 

Dr.  Shaeffer  graduated 
from  the  Marquette  Univer- 
sity School  of  Medicine  in 
1955.  He  interned  at  Sacred 
Heart  Hospital  in  Spokane, 
Washington,  where  he  also 
took  a residency  in  General 
Medicine.  He  has  just  re- 
turned from  Fairbanks, 
Alaska,  where  he  served  in 
the  Medical  Corps. 


Dr.  W.  J.  R.  Kilpatrick, 

Huron  was  named  a Fellow 
in  the  American  College  of 
Surgeons  at  its  recent  meet- 
ing in  Atlantic  City. 

* * * 

Dr.  Andrew  DeBoer,  form- 
erly of  the  Netherlands  and 
now  at  Cincinnati,  Ohio,  has 
indicated  that  he  will  locate 
in  Lennox,  taking  over  the 
practice  of  Dr.  Lyman  Low. 
* * ^ 

Dr.  G.  J.  Bloemendaal,  Ip- 
swich was  elected  president 
of  the  S.  D.  Chapter  of  the 
American  Academy  of  Gen- 
eral Practice  at  its  annual 
meeting  in  September. 

❖ ^ ❖ 

Dr.  Brooks  Ranney,  Yank- 
ton, presented  a report  on 
prenatal  mortality  studies  at 
the  meeting  of  the  Central 
Association  of  Obstetricians 
and  Gynecologists  in  Chicago. 


S.  D.  SOCIETY  OF 
INTERNAL  MEDICINE 
MEETS 

The  South  Dakota  Society 
of  Internal  Medicine  met  in 
Vermillion  on  October  2 and 
3.  Fifty  South  Dakota  doc- 
tors attended  and  elected 
President,  Robert  Thompson, 
M.D.;  President  Elect,  Don- 
ald Driver,  M.D.;  Sec.  Treas., 
Gordon  Paulson,  M.D.  and 
two  Delegates,  C.  J.  Clark, 
M.D.  and  D.  L.  Kegaries, 
M.D.  Dr.  Jones  from  Sioux 
Falls  and  Dr.  Bareis  from 
Rapid  City  attended  the 
meeting  on  the  Aged  in 
Minneapolis. 


OB-GYN  BOARDS 
MEET  IN  JANUARY 

The  Part  I Examinations 
of  the  American  Board  of 
Obstetrics  and  Gynecology, 
are  to  be  held  in  various 
parts  of  the  United  States 
and  Canada,  on  Friday,  Jan- 
uary 16,  1960,  at  2:00  P.M. 

Candidates  notified  of  their 
eligibility  to  participate  in 
Part  I must  submit  their  case 
abstracts  within  thirty  days 
of  notification  of  eligibility. 
No  candidate  may  take  the 
Written  Examination  unless 
the  case  abstracts  have  been 
received  in  the  office  of  the 
Secretary. 

Current  Bulletins  outlining 
present  requirements  may  be 
obtained  by  writing  to  the 
Secretary’s  office. 

Robert  L.  Faulkner,  M.D. 

American  Board  of  Ob- 
stetrics and  Gynecology 

2105  Adelbert  Roard 

Cleveland  6,  Ohio 
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THE  SEARCH  FOR  NEW  WEAPONS 
OF  LIFE* 
by 

John  T.  Connor** 

Rahway,  New  Jersey 


I should  like  to  begin  my  talk  today  on 
pharmaceutical  research  by  looking  at  it  first 
through  the  perspective  of  time.  Twenty- 
four  centuries  have  gone  by  since  Hippo- 
crates, the  father  of  medicine.  As  to  the 
amount  of  progress  that  had  taken  place  in 
the  first  twenty-three  of  these,  I should  like 
to  call  as  an  expert  witness  the  nineteenth 
century  physician.  Dr.  Oliver  Wendell 
Holmes,  “Autocrat  of  the  Breakfast  Table” 
and  father  of  the  Supreme  Court’s  great  dis- 
senter. 

Speaking  before  the  Massachusetts  Medical 
Society  on  May  30,  1860,  Dr.  Holmes  listed  the 
then  existing  weapons  of  life  as  follows: 
“Opium  ...  a few  specifics  which  our  doc- 
tor’s art  did  not  discover  . . . wine,  which  is 
a food,  and  the  vapours  which  produce  the 
miracle  of  anesthesia.”  As  for  the  rest,  he 
thundered: 

“I  firmly  believe  that  if  the  whole 
materia  medica,  as  now  used,  could 

*Address  delivered  before  the  Annual  Meeting  of 
the  American  Association  of  Medical  Clinics  at 
the  Sheraton-Blackstone  Hotel,  Chicago,  Illinois, 
on  September  26,  1959  at  approximately  11  a.m. 

**President  of  Merck  & Co.,  Inc. 


be  sunk  to  the  bottom  of  the  sea,  it 
would  be  all  the  better  for  mankind 
— and  all  the  worse  for  the  fishes.” 

In  recent  years  the  pharmaceutical  industry 
has  done  better  for  mankind.  I cannot  speak 
for  the  fishes.  If  today’s  materia  medica  (or 
pharmaceuticals)  were  thrown  into  the  sea, 
it  might  still  displease  the  residents.  But  the 
damage  to  human  beings,  measured  in  pain, 
suffering  and  shorter  life  expectancy,  would 
be  enormous. 

This  change  is  due  mainly  to  the  operation 
of  one  of  the  most  powerful  forces  in  modern 
society:  research.  I cannot  claim  that  the 
pharmaceutical  industry’s  significant  contri- 
bution to  that  research  is  more  than  very 
recent;  it  actually  dates  back  only  about  a 
quarter  of  a century.  As  recently  as  then  the 
idea  that  a commercial  company  could  do 
professionally  competent  medical  research 
was  treated  with  much  disdain.  At  least  one 
member  was  expelled  by  the  American  So- 
ciety for  Pharmacology  and  Experimental 
Therapeutics  when  he  went  to  work  for  in- 
dustry. Consequently,  when  George  Merck 
asked  Dr.  A.  N.  Richards  to  find  a first  rank 
scientist  to  head  the  new  Merck  Institute  for 
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Therapeutic  Research,  Dr.  Richards  had  to 
go  to  Europe  to  get  him. 

This  attitude  has  changed  so  fast  that  today 
we  have  a research  staff  of  over  1,000,  many 
of  whom  have  international  reputations.  Four 
Nobel  Prize  winners  are  associated  with  us 
as  consultants  and  we  won’t  be  surprised  if 
one  of  our  own  scientists  someday  wins  that 
coveted  award.  We  have  some  who  have  both 
the  talent  and  the  ability  to  do  it. 

Having  learned  how  to  create  the  kind  of 
environment  that  would  attract  and  hold  such 
talent,  what,  you  might  ask,  are  we  doing 
with  it?  What,  in  other  words,  has  the  phar- 
maceutical industry  contributed  through  re- 
search in  the  twenty-five  years  since  it  en- 
tered the  field  in  an  organized  fashion?  There 
are  several  ways  to  answer  that  question. 

An  excellent  yardstick  to  use  in  measuring 
our  contribution  is  the  yardstick  of  dollars. 
The  pharmaceutical  industry  is  one  industry 
in  which  the  profit  motive  works  quite  effec- 
tively for  the  benefit  of  the  consumer.  We 
grow  and  prosper  almost  directly  in  relation 
to  the  number  of  new,  needed  and  effective 
discoveries  that  come  from  our  laboratories. 
You  people,  members  of  the  most  carefully 
trained  professional  group  in  the  world,  de- 
cide whether  these  discoveries  are  really  new, 
needed  and  effective.  If  you  decide  they  are 
not,  you  do  not  prescribe  them  for  your  pa- 
tients and  they  remain  unsold.  If  enough  of 
them  failed  to  win  your  approval,  the  indus- 
try’s laboratories  would  become  unprofitable 
burdens  and  we  would  have  to  slash  our  re- 
search budgets  accordingly. 

In  the  long  run,  then,  the  dollars  we  spend 
for  research  are  an  accurate  reflection  of  the 
extent  of  our  contribution  to  medicine.  Since 
World  War  II  the  industry’s  expenditures 
have  been  rising  rapidly.  They  will  amount  to 
almost  $200  million  in  1959.  Last  year  our  own 
company  spent  $17  million  for  research  — a 
jump  of  75%  in  five  years.  For  some  time 
now  we  have  been  putting  more  money  into 
our  research  than  we  have  been  paying  out 
to  our  30,000  stockholders  in  dividends.  Our 
stockholders  seem  pleased  with  the  results. 

But  dollars,  no  matter  how  good  they  are 
as  a yardstick,  are  only  one  way  to  measure 
the  contribution  of  the  industry’s  research. 
Our  laboratories  could  be  turning  out  useful 
discoveries  by  merely  drawing  from  the  stock 
of  existing  knowledge  and  not  adding  any- 


thing new  in  return.  This  could  have  serious 
effects  on  the  long-run  progress  of  medicine, 
particularly  if  we  diverted  a disproportionate 
amount  of  scarce  scientific  talent  from  basic 
research  in  the  universities  into  applied  re- 
search in  our  laboratories. 

It  is  therefore  pertinent  to  ask  this  ques- 
tion: Are  we  adding  anything  to  the  growth 
of  fundamental  knowledge?  Several  attempts 
have  been  made  to  find  enough  facts  to 
answer  this  question.  Perhaps  the  most  suc- 
cessful is  the  painstaking  analysis  reported 
in  an  article  entitled  “Basic  Research  in  In- 
dustry” that  appeared  this  summer  in  the 
June  19th  issue  of  Science,  the  official  jour- 
nal of  the  American  Association  for  the  Ad- 
vancement of  Science.  J.  C.  Fisher,  author  of 
the  article,  analyzed  a whole  year’s  contri- 
bution by  scientists  in  industrial  laboratories 
to  the  basic  research  papers  published  in  the 
literature.  He  came  up  with  some  interesting 
information. 

As  you  might  expect,  the  huge  chemical  in- 
dustry produced  the  largest  number  of 
papers.  But  the  pharmaceutical  industry  was 
second,  contributing  two-thirds  as  many 
articles,  though  we  are  only  one-tenth  the 
size.  Fifty-nine  American  companies  pro- 
duced more  than  ten  papers  each.  Out  of 
these  59  scientific  giants,  a total  of  16,  or  27%, 
were  from  our  tiny  industry. 

I take  great  pride  in  that  record.  I take 
even  greater  pride  in  the  fact  that  Merck, 
with  90  articles,  stood  fifth  on  this  honor  roll 
— right  behind  General  Electric,  Bell  Tele- 
phone, DuPont  and  Cyanamid.  These  four 
averaged  about  a third  more  basic  research 
papers  than  we,  but  they  also  average  over 
30  times  our  financial  resources. 

One  of  reasons  for  this  success  can  be  found 
in  the  promise  of  scientific  freedom  George 
Merck  made  to  the  company’s  research  staff 
when  he  dedicated  our  new  laboratories  in 
1933.  “Freedom”  is  a key  word  in  the  growth 
of  new  knowledge  and  freedom  to  publish  is 
the  best  guarantee  of  its  existence.  In  the 
years  since  Mr.  Merck  made  that  promise  our 
researchers  have  contributed  more  than  2,000 
professional  articles  to  the  scientific  journals. 

A third  way  to  judge  pharmaceutical  in- 
dustry research  is  by  its  fruits.  What  has  it 
added  to  the  health  of  the  American  people  in 
the  past  quarter  of  a century?  What  has  it 
added  to  your  ability  as  physicians  to  cope 
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with  disease?  You  can  call  off  the  list  of 
honored  drugs  as  well  as  I — from  the  sulfas, 
the  vitamins  and  penicillin  to  streptomycin, 
the  broad  spectrum  antibiotics,  cortisone,  the 
tranquillizers,  and,  most  recently,  the  di- 
uretics. 

But  where  did  they  come  from  — from  the 
laboratories  of  our  industry  or  from  those  of 
the  universities,  medical  schools,  research  in- 
stitutes and  government?  The  answer  is:  they 
came  from  all  five.  Some  drugs  are  born,  al- 
most full-grown,  in  the  mind  of  a single  man 

— that  lonely,  intuitive  creation  of  the  Al- 
mighty. But  the  trail  of  most  of  them  goes 
back  through  scores  — sometimes  hundreds 

— of  laboratories.  It  is  difficult  to  judge 
where  along  the  line  came  the  most  sig- 
nificant contribution.  It  is  quite  clear,  though, 
that  in  the  case  of  several  of  the  major  drugs 
developed  in  recent  years  the  research  con- 
tribution of  the  pharmaceutical  industry  was 
among  the  most  significant  and  that  in  the 
rest  it  was  substantially  greater  than  is  gen- 
erally known. 

Discovery  and  Development  of  a Drug 

Perhaps  the  best  way  for  you  to  understand 
and  to  judge  the  contribution  of  our  industry 
is  through  none  of  the  three  ways  I have  sug- 
gested but  simply  through  the  unvarnished 
story  of  the  discovery  and  development  of  a 
single  drug.  Better  than  any  static  descrip- 
tion, this  will  tell  what  we  do,  how  we  do  it 
and  why.  It  should  give  you  a sort  of  motion 
picture  of  the  anatomy  of  pharmaceutical  re- 
search. 

I have  picked  a story  that  is  not  yet  a twice- 
told  tale.  I have  picked  a drug  that  is  a sig- 
nificant breakthrough,  not  only  because  of 
its  unique  contribution  to  therapy  but  also 
because  the  fundamental  research  that  made 
its  discovery  possible  has  opened  up  several 
new  areas  of  knowledge.  I have  picked  one 
that  is  fairly  recent  and  with  which  nearly 
all  of  you  have  had  direct  experience.  It  has 
had  to  be  a Merck,  Sharp  & Dohme  product, 
since  I could  not  properly  talk  about  some- 
one else’s. 

Most  of  you  first  heard  authoritatively 
about  this  drug  when  you  read  the  January 
11,  1958  issue  of  the  Journal  of  the  American 
Medical  Association  and  found  that  it  con- 
tained four  articles  on  the  rather  spectacular 
results  achieved  with  a new  compound  dur- 
ing clinical  trials.  If  you  had  then  checked 


with  your  druggist  you  would  have  learned 
that,  though  it  had  been  released  only  the 
week  before,  it  was  immediately  available 
for  use  in  treating  your  patients.  At  the  time 
some  of  you  may  have  wondered  who  was 
responsible  for  bringing  this  to  pass.  The 
answer  is:  it  took  the  coooperation  of  thous- 
ands of  people,  probably  including  a number 
of  you  in  this  room. 

My  story  starts  as  far  back  as  1943  when 
Sharp  & Dohme,  which  through  merger  later 
became  Merck  Sharp  & Dohme,  decided  to 
launch  a basic  research  project  hat  came  to 
be  known  as  the  Renal  Program.  It  was 
started  because  progress  in  the  treatment  of 
certain  diseases  by  chemotherapy  was  being 
severely  handicapped  by  lack  of  fundamental 
knowledge  of  how  the  kidney  worked.  Dur- 
ing the  next  sixteen  years  the  Renal  Program, 
combining  basic  research  and  drug  develop- 
ment, produced  two  major  results.  First,  it 
produced  two  medically  significant  new  drugs 
along  with  several  times  as  many  that  were 
dismal  failures.  More  important,  however, 
the  program  produced  such  an  amount  and 
quality  of  new  concepts  about  kidney  phys- 
iology that  whole  areas  of  textbook  teaching 
and  theory  were  significantly  advanced. 
Several  times  during  the  long  evolutionary 
course  of  this  research  new  concepts  had  to 
be  invented  before  the  hunt  for  the  next 
step  could  even  begin.  In  fact,  this  is  almost 
a classic  case  for  the  thesis  that  drugs  are 
first  discovered  in  the  mind*  of  man. 

But  I am  getting  ahead  of  my  story.  To  be 
in  charge  of  the  chemical  phase  of  the  new 
Renal  Program  the  company  chose  Dr.  James 
M.  Sprague,  its  Director  of  Organic  Chem- 
istry. To  head  up  the  biological  phase,  the 
company  hired  Dr.  Karl  H.  Beyer;  then  a 
young  M.D.  who  had  earned  his  doctorate  in 
physiology.  He  was  immediately  assigned  to 
work  for  a short  time  with  a basic  research 
group  at  Goldwater  Memorial  Hospital  in 
New  York  that  was  under  the  direction  of 
Dr.  James  A.  Shannon,  now  Director  of  the 
National  Institutes  of  Health.  Dr.  Shannon 
at  the  time  was  investigating  the  renal  elima- 
tion  of  sulfa  drugs. 

After  Dr.  Beyer  came  back  to  the  company, 
one  of  the  first  projects  he  and  Dr.  Sprague 
tackled  was  that  of  the  excessive  excretion  of 
penicillin  through  the  kidneys.  Many  of  you 
will  remember  that  in  the  early  days  we  were 
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plagued  because  as  much  as  four-fifths  of  this 
precious  antibiotic  is  eliminated  before  it  can 
do  its  life-saving  work  at  the  site  of  infection. 
Penicillin  was  then  so  scarce  that  it  was 
sometimes  extracted  from  the  urine  of  pa- 
tients to  be  used  over  and  over  again. 

After  nearly  a year’s  work,  Beyer  and 
Sprague  hit  upon  an  old  drug  called  PAH.  It 
slowed  down  the  excretion  of  penicillin  all 
right,  but  it  went  out  through  the  kidneys  so 
fast  itself  that  it  required  the  ridiculous  daily 
dose  of  200  grams  to  be  effective.  This  was 
the  Renal  Program’s  first  dismal  failure. 

Defeat  Turned  into  Victory 

Though  a failure,  PAH  demonstrated  the 
validity  of  a new  theory.  A chemical  com- 
pound, the  group  found,  could  block  the 
secretion  of  a single  substance  by  the  kidney 
without  at  the  same  time  blocking  the  excre- 
tion of  everything  else.  They  decided  to  build 
on  this  discovery  by  hunting  for  a kissing 
cousin  of  PAH  — one  that  would  block  peni- 
cillin without  being  excreted  so  fast  itself. 

They  concentrated  on  the  sulfonamides  — 
a broad  group  of  chemicals  in  which  the  com- 
pany had  had  considerable  experience.  Dr. 
Sprague  probably  knew  as  much  about  sul- 
fonamides as  anyone  in  the  scientific  com- 
munity. He  had  been  awarded  the  basic 
patent  for  being  the  first  chemist  to  syn- 
thesize sulfa  drugs  of  the  sulfapyrimidine 
group.  Many  of  you  will  recognize  this  as  the 
group  that  includes  the  most  successful  of  all 
the  sulfa  drugs  — sulfadiazine. 

From  then  on  over  the  long  course  of  the 
Renal  Program  Dr.  Beyer  and  Dr.  Sprague 
held  regular  Friday  afternoon  conferences 
and  they  and  the  other  members  of  their  re- 
search teams  were  often  in  daily  contact  with 
each  other.  Such  close  cooperation  between 
physiology  and  chemistry  hardly  exists  out- 
side the  pharmaceutical  industry.  Our  scien- 
tific achievements  would  be  impossible  with- 
out it. 

It  took  nearly  three  more  years  for  this  new 
team  to  produce  the  next  new  drug  in  the 
program  — Caronimide.  It  turned  out  to  be 
the  second  big  flop.  It  was  far  better  than  its 
predecessor  but  it  brought  the  inhibitor  dose 
down  only  to  20  grams  a day.  But  it  added 
one  more  building  block  to  knowledge  of  how 
the  kidney  worked.  It  showed  that  the  kid- 
ney could  do  three  things  to  a single  com- 
pound. It  could  filter  it;  it  could  secrete  it 


through  the  tubules,  and,  finally,  it  could  re- 
verse this  action  and  reabsorb  it  into  the 
blood  stream.  This  was  such  unorthodox  new 
theory  that  it  was  not  immediately  accepted 
by  the  scientific  community.  In  time  the 
theory  came  to  be  accepted  and  it  opened  a 
whole  new  horizon  for  renal  physiology  and 
therapeutics. 

In  1951  — nearly  eight  years  after  the  start 
of  the  Renal  Program  — The  Beyer-Sprague 
team  finally  came  up  with  a compound  that 
was  effective  in  inhibiting  the  excretion  of 
penicillin  on  a dosage  of  only  two  grams  a 
day.  The  only  trouble  was  that  time  had 
robbed  the  new  drug  Benemid  of  much  of  its 
charm.  It  was  born  too  late.  During  those 
eight  years  the  industry  had  learned  how  to 
make  penicillin  so  abundantly  and  cheaply 
that  there  no  longer  was  any  pressing  need 
for  a drug  to  inhibit  its  excretion. 

So  Benemid  became  a remedy  in  search  of 
a condition  to  relieve.  Fortunately  for  the 
company  exchequer  — for  eight  years  can 
seem  a long  time  to  a treasurer  to  pay  and 
pay  when  not  a single  penny  returns  — 
fortunately,  Benemid  found  a new  condition 
in  serious  need  of  a remedy.  Clinical  investi- 
gators had  learned  that  Benemid  affected  an- 
other mechanism  of  the  kidney,  which  in- 
creased the  excretion  of  uric  acid.  And  ex- 
cess uric  acid  retention  was  one  of  the  effects 
of  gout,  which  is  a chronic,  excruciating,  in- 
curable disease.  Until  that  time  treatment 
was  available  only  for  the  acute  attack.  Since 
its  discovery,  Benemid,  by  maintaining  lower 
uric  acid  levels,  has  proven  to  be  a boom  to 
thousands  of  persons  suffering  from  the  di- 
sease. 

Meanwhile,  an  important  discovery  came 
out  of  the  work  of  Dr.  William  B.  Schwartz  at 
the  Peter  Brent  Brigham  Hospital  in  Boston. 
It  immediately  caught  the  eye  of  those  work- 
ing on  the  Renal  Program.  Dr.  Schwartz  had 
announced  that  sulfanilamide  showed  prom- 
ising diuretic  properties.  Thus,  it  might  be 
helpful  in  relieving  edema,  the  abnormal  re- 
tention of  fluids  in  the  body  that  our  parents 
used  to  call  dropsy.  Edema,  associated  with 
heart  failure  and  other  diseases,  affected 
more  than  a million  Americans.  It  was  al- 
ways debilitating  and  often  fatal.  As  you 
know,  clinicians  had  long  been  aware  of  the 
pressing  need  for  an  effective  and  non-toxic 
oral  diuretic  that  would  relieve  edema  by  in- 
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creasing  the  excretion  of  excess  fluids 
through  the  kidneys. 

Sulfanilamide  was  much  too  toxic  to  be 
used  for  this  purpose  but  Dr.  Schwartz  did 
show  that  a chemical  substance  could  select 
excess  sodium  for  excretion  through  the  kid- 
neys. As  you  know  better  than  I,  sodium  is 
the  villian  in  edema,  since  it  acts  as  a binding 
agent  for  water.  When  an  excess  of  sodium 
accumulates  in  the  body,  an  excess  of  water 
develops.  But  sulfanilamide  had  another 
drawback.  It  excreted  large  quantities  of 
bicarbonate  along  with  sodium,  thus  causing 
acidosis. 

Dr.  Schwartz’s  discovery  plus  the  pent-up 
demand  of  you  clinicians  for  an  effective  and 
safe  diuretic  set  off  a race  between  several 
pharmaceutical  companies  to  see  which  one 
could  reach  the  goal  line  first.  Most  of  the 
companies  launched  mass  screening  pro- 
grams. The  Sprague-Beyer  team,  which  con- 
sisted of  people  from  several  different  scien- 
tific disciplines,  chose  a more  selective  ap- 
proach. They  felt  they  had  accumulated 
enough  theory,  knowledge  and  experience 
under  the  Renal  Program  to  go  directly  after 
exactly  what  they  wanted. 

What  they  wanted  was  a drug  that  would 
excrete  sodium  and  chloride  — or  table  salt  — 
not  sodium  and  bicarbonate.  Current  doctor- 
ine  about  the  kidney  held  that  this  objective 
was  unattainable.  But  the  Beyer-Sprague 
team  had  developed  its  own  doctrine  and 
finally  produced  a drug,  Dirnate,  that  would 
do  what  others  said  was  impossible. 

The  excitement  mounted  as  the  pharma- 
cologists announced  that  the  animal  tests 
showed  that  Dirnate  was  an  effective  oral 
diuretic.  The  pathologists  and  toxicologists 
pronounced  it  safe  enough  for  evaluation  in 
human  beings. 

When  the  first  clinical  reports  came  in,  the 
team  working  on  the  Renal  Program  was  in 
for  a shock.  Despite  all  the  early  optimism, 
Dirnate  had  turned  out  to  be  medical  failure 
number  three.  Too  many  people  could  not 
absorb  it  into  the  blood  stream  when  it  was 
administered  in  tablet  form.  Despite  its  med- 
ical failure,  however,  the  new  drug  turned 
out  to  be  a scientific  success.  It  demonstrated 
that  a saluretic  agent  such  as  they  envisioned 
could  be  produced. 

A saluretic  agent,  that  is,  one  that  will  cause 
the  excretion  of  salt,  attracted  Beyer  and 


Sprague  for  a special  reason.  If  they  could 
get  a satisfactory  such  agent,  they  just  might 
hit  upon  a drug  that  would  be  a great  boon 
to  sufferers  from  hypertension,  many  of 
whom  were  sentenced  to  a tasteless  low-salt 
diet  to  keep  their  blood  pressure  down.  In- 
creasing the  elimination  of  salt  should  have 
the  same  effect  as  not  eating  it  in  the  first 
place,  they  reasoned.  Seven  years  later  they 
had  the  satisfaction  of  finding  out  that  their 
reasoning  was  sounder  than  their  fondest 
dreams. 

When  the  Renal  Program  reached  its  tenth 
anniversary  in  the  middle  of  1953,  it  ran  into 
heavy  weather.  Nothing  that  Would  help  pay 
for  the  cost  of  such  a long-range  basic  project 
had  developed  from  it  except  Benemid.  Dr. 
Beyer’s  description  of  the  ideal  drug  he  was 
looking  for  had  been  denounced  as  visionary, 
when  his  paper  on  this  subject  was  published 
in  a scientific  journal.  The  decision  was  about 
to  be  reached  that  it  would  be  best  to  call  it 
a da}'’  and  go  in  search  of  more  hopeful  pros- 
pects. A pharmaceutical  company  cannot 
help  anyone  — including  physicians  and  pa- 
tients — • unless  it  practices  the  art  of  the 
possible  and  produces  drugs  that  doctors  need 
and  will  prescribe. 

Into  the  middle  of  this  dilemma  a Merck 
Sharp  & Dohme  competitor  — Lederle  — 
dropped  a bombshell,  a new  diuretic  called 
acetazalamide  or  Diamox.  It  was  such  an 
immediate  medical  and  commercial  success 
that  it  made  two  things  apparent.  First,  it 
showed  the  eagerness  of  physicians  for  an 
improved  diuretic,  and,  second,  it  showed  that 
continuation  of  the  Renal  Program  would  be 
a lot  better  financial  gamble  than  anyone 
had  previously  thought. 

Industry  Sensitive  to  Medical  Needs 

This,  of  course,  is  exactly  the  kind  of  situa- 
tion to  which  the  pharmaceutical  industry  is 
organized  to  react.  In  essence,  we  are  a sensi- 
tive mechanism  for  translating  the  needs  of 
physicians  into  new  research  projects.  The 
hope  of  the  profit  we  might  reap,  if  our  lab- 
oratory is  successful  in  finding  the  needed 
product,  is  enough  to  justify  the  risk  that  we 
might  fail,  as  we  do  again  and  again  and 
again. 

The  new  turn  of  events  had  turned  the 
Renal  Program  into  just  such  a risk  and  it 
was  not  only  continued,  its  pace  was  accel- 
erated. Dr.  Sprague  put  four  groups  of  chem- 
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ists  on  the  job  of  synthesizing  new  com- 
pounds hoping  one  of  them  would  crack  the 
problem.  A young  chemist  named  Dr.  Fred- 
erick C.  Novello  was  put  in  charge  of  the 
group  that  was  given  the  aromatic  sulfon- 
amides, one  of  the  least  promising  territories. 

Dr.  Novell’s  group  worked,  ate  and  slept 
aromatic  sulfonamide  chemistry  for  six  in- 
tensive months  until,  in  October  1954,  they 
were  encouraged  by  finding  a sulfonamide 
which  produced  a high  order  of  sodium  ex- 
cretion. Then  in  May  1955  came  a real  break- 
through: synthesis  of  the  first  compound  of 
the  chlorothiazide  class.  It  showed  a high 
order  of  chloride  as  well  as  sodium  excretion. 
Dr.  Novell’s  reaction  to  this  change  is  worth 
hearing  in  his  own  words: 

“Working  in  this  field,”  he  said  later,  “is 
extremely  exciting  to  the  chemist.  Most 
areas  of  organic  chemistry  are  pretty  well 
worked  over  but  here  was  a very  obscure  one. 
This  was  a class  of  chemistry  that  was  all 
ours.  We  had  a nice  secret  all  to  ourselves.  It 
was  a chemist’s  dream  come  true.” 

The  other  three  groups  were  shifted  to  this 
new  type  of  chemical.  Getting  closer  to  their 
goal  with  each  new  compound  they  synthe- 
sized, they  finally  reached  it  five  months  later 
when  they  hit  chlorothiazide  itself,  which  ex- 
creted sodium  and  chloride  in  almost  equal 
amounts.  We  gave  it  the  trade  name  Diuril. 
The  patent  has  Dr.  Novell’s  name  on  it. 

Synthesizing  Diuril  was,  of  course,  only  the 
first  step.  Before  it  could  be  clinically  tested 
on  human  beings,  it  had  to  be  exhaustively 
proved  on  animals.  This  was  the  province  of 
Dr.  John  E.  Baer,  the  pharmacologist  who  had 
already  been  working  with  the  Renal  Pro- 
gram for  four  years.  He  had  charge  of  a team 
of  pharmacologists,  pharmacological  chemists, 
physiologists,  pathologists,  enzymologists  and 
toxicologists  who  had  been  working  as 
closely  together  as  had  Beyer  and  Sprague. 

Large  numbers  of  mice,  rats  and  dogs  were 
chosen  for  the  experiments.  The  dogs  were 
examined  for  blood  and  urine  chemistry  and 
hemoglobin  and  were  given  complete  phys- 
ical work-ups,  including  electrocardiograms, 
several  times  before  being  put  on  Diuril.  This 
was  done  in  order  to  establish  absolute  norms. 
Then  they  were  given  enormous  doses  of  the 
new  drug  — sixty  times  those  that  would 
later  be  prescribed  for  humans.  None  died. 
None  was  even  sick. 


Every  day  for  months  they  were  kept  on 
massive  Diuril  therapy  and  Dr.  Baer’s  group 
periodically  checked  hundreds  of  physical 
factors,  looking  for  changes.  The  drug  was 
traced  through  the  body  to  make  sure  that 
it  had  no  long-range  deleterious  effects  and 
that  it  was  not  accumulating  anywhere. 
Finally,  exactly  one  painstaking  year  after 
its  synthesis,  the  pharmacologists  announced 
that  Diuril  was  ready  for  clinical  testing  on 
man.  In  animals  it  was  not  only  effective;  it 
was  quite  safe. 

Diuril  was  then  unveiled  for  a select  group 
of  seven  kidney  physiologists  — two  of  whom 
were  from  the  National  Heart  Institute  — at 
a day-long  meeting  in  October  1956.  They 
were  asked  whether  they  would  like  the  new 
drug  for  clinical  testing.  Their  response  was 
so  favorable  that  not  enough  Diuril  was  avail- 
able to  satisfy  their  demands. 

Anatomy  of  Pharmacy  Research 
Includes  Physicians 

Then  began  the  careful,  painstaking  clinical 
testing  on  as  wide  a scale  as  possible  which 
the  Company  always  requires  before  putting 
a drug  on  the  market.  The  clinical  testing 
went  on  for  14  months,  giving  the  medical 
profession  ample  time  to  learn  from  the  best 
investigators  all  about  the  drug’s  strengths 
and  weaknesses  before  it  was  released  for 
prescription  use.  By  June  1957  Dr.  Augustus 
Gibson,  our  Medical  Director,  had  distributed 
it  to  250  selected  clinicians  in  the  United 
States  and  54  physicians  in  18  foreign  coun- 
tries. It  went  to  physicians  in  every  teaching 
hospital  in  the  nation.  The  specialties  of  these 
investigators  included  internal  medicine,  gas- 
troenterology, obstetrics  and  gynecology,  en- 
docrinology, cardiology,  pharmacology,  oph- 
thalmology and  pediatrics.  As  Dr.  James 
Watt,  Director  of  the  National  Heart  Institute, 
who  will  follow  me  on  this  platform,  has 
pointed  out  elsewhere,  several  of  these  men 
were  already  working  in  the  cardiovascular 
field  under  grants  from  the  National  Insti- 
tutes of  Health.  By  the  time  we  released 
Diuril  to  the  medical  profession,  following  its 
careful  consideration  and  subsequent  release 
by  the  U.  S.  Food  & Drug  Administration, 
over  1,000  physicians  had  tested  it  on  patients. 

Even  though  Diuril  had  come  all  the  way 
from  its  first  synthesis  to  clinical  trials,  it 
still  had  some  distance  to  go  before  it  could 
be  administered  to  patients.  It  had  to  be 
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manufactured  on  a large  scale.  Whole  new 
sets  of  disciplines  then  came  into  play  — from 
financial  planners  to  chemical  engineers. 

The  process  had  to  be  worked  out  and  con- 
stantly improved.  Pharmacists,  chemists  and 
others  had  to  work  out  usable  dosage  forms 
— an  exciting  and  difficult  assignment  in  try- 
ing to  forecast  the  forms  of  a new  drug  the 
practicing  physician  will  decide  are  most  con- 
venient and  effective  for  him  and  his  patient. 
Sales  had  to  be  forecast  and  then  upped  al- 
most weekly  as  the  encouraging  results  of  the 
clinical  investigation  began  to  come  in.  A 
new  plant  had  to  be  built  at  the  cost  of  more 
than  $1.5  million.  Distribution  and  marketing 
plans  had  to  be  developed.  And,  toughest  of 
all,  the  production  people  had  to  face  rapidly 
mounting  estimates  of  the  targets  they  had 
to  meet.  In  the  end  they  had  to  raise  output 
from  a 300-kilograms-a-month  pilot  plant  to 
facilities  for  turning  out  650,000  kilograms  a 
year.  In  addition,  we  went  forward  as  quickly 
as  possible  with  plans  for  producing  the  drug 
in  several  foreign  countries. 

Part  of  the  anatomy  of  pharmaceutical  in- 
dustry research  involves  all  of  you  doctors. 
I am  not  talking  about  you  as  clinical  in- 
vestigators but  as  practising  physicians.  The 
rate  at  which  we  are  able  to  contribute  to 
the  improvement  of  the  health  of  the  Amer- 
ican people  with  new  and  effective  remedies 
is  dependent  in  large  measure  on  how  fast  we 
can  get  them  from  the  stage  of  clinical  test- 
ing to  the  patients  who  need  them.  It  is  one 
thing  to  make  a great  discovery  in  a labora- 
tory. It  is  quite  a different  thing  to  trans- 
late that  discovery  into  the  actual  relief  of 
pain  and  suffering  for  several  hundred  thous- 
and men,  women  and  children  scattered 
across  the  land. 

Our  research,  production  and  distribution 
teams  did  their  best.  They  found  the  drug, 
synthesized  it,  tested  it,  produced  it  against 
a frightful  schedule  and  had  enough  ready  so 
that  it  could  be  prescribed  by  every  doctor  in 
this  room  the  day  it  was  released  in  January 
1958.  In  the  meantime  Merck  Sharp  & Dohme 
had  done  its  conservative  best  to  tell  you 
what  was  coming.  It  was  now  up  to  you  to 
evaluate  the  clinical  reports  and  decide 
whether  Diuril  would  stay  on  the  drugstore 
shelves  or  whether  you  would  give  it  to  your 
patients. 

Before  the  first  month  was  out,  half  the 


patients  in  the  country  on  diuretic  therapy 
were  getting  Diuril.  Its  use  in  the  treatment 
of  hypertension  — bettering  the  prediction 
Dr.  Beyer  made  even  before  the  drug  was 
born  — has  also  been  quite  impressive.  About 
50%  of  the  Diuril  prescriptions  now  written 
are  for  that  purpose.  We  estimate  that  today 
in  the  United  States  alone  over  one  million 
diuretic  patients  and  about  500,000  with  hy- 
pertension are  benefiting  from  this  drug. 

With  the  discovery,  production  and  use  of 
Diuril,  the  Renal  Program,  now  in  its  seven- 
teenth year,  has  by  no  means  come  to  the  end 
of  its  journey.  The  release  in  January  of  this 
year  of  HydroDiuril  — a more  potent  chloro- 
thiazide analogue  — is  an  indication,  I hope, 
of  good  things  yet  to  come. 

Molecular  Manipulation  Race  on 

The  repercussions  of  the  Renal  Program, 
however,  are  not  confined  to  Merck  Sharp  & 
Dohme.  The  competitive  energies  of  the  in- 
dustry have  been  aroused.  The  success  of 
Diuril  has  set  off  one  of  the  most  exciting 
races  in  molecule  manipulation  in  recent 
times. 

Patents  protect  our  past  research  and  thus 
enable  us  to  recoup  our  costs  when  we  hit  a 
new  and  effective  remedy.  But  they  are  not 
an  iron-clad  protection  against  the  future.  As 
a matter  of  fact,  even  before  the  issuance  of 
the  Diuril  patent,  two  scientific  papers  dis- 
closed its  exact  chemical  structure  to  our 
competitors  and  the  molecule  manipulation 
began  even  before  we  could  put  our  product 
on  the  market. 

The  results  are  already  beginning  to  pour 
in.  Ciba  came  out  with  hydrochlorothiazide 
almost  at  the  same  time  we  did.  The  past  few 
months  have  seen  a growing  tide  of  an- 
nouncements about  new  compounds  — all  of 
which  have  a structural  relationship  to  Diuril. 
To  date  such  announcements  have  already 
come  from  the  laboratories  of  Squibb,  Scher- 
ing,  Bristol-Myers  and  Pfizer.  And  Abbott 
has  become  the  third  company  to  market  hy- 
drochlorothiazide. The  patent  lawyers  are 
pretty  busy  these  days.  Theirs  is  an  important 
discipline  in  a pharmaceutical  company,  for 
any  industry  that  depends  as  much  as  we  do 
on  research  needs  patent  protection  for  its 
past  discoveries  in  order  to  be  able  to  finance 
its  future  contributions  to  the  growth  of  med- 
ical knowledge. 
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Pharmaceutical  Research  is  Teamwork 

Though  the  final  returns  to  medicine  from 
the  Renal  Program  will  not  be  known  for 
many  years  to  come,  this  is  as  good  a time  as 
any  to  look  back  and  try  to  understand  what 
we  have  learned.  We  could  pick  out  many 
things  on  which  to  focus  our  attention.  I 
should  like  to  mention  just  two. 

The  first  is  the  constant  interaction  — run- 
ning all  the  way  through  the  years — between 
fundamental  and  applied  research,  each  one 
feeding  on,  and,  in  turn,  nourishing  the 
other.  This  is  the  result  of  what  I believe  to 
be  one  of  the  great  achievements  of  the  phar- 
maceutical industry  - — the  happy  marriage 
that  has  been  made  between  two  strong  hu- 
man incentives:  the  quest  for  new  knowledge 
on  the  one  hand  and  the  pursuit  of  financial 
success  on  the  other.  This  speaks  well,  I 
think,  for  the  future  of  our  society,  so  de- 
pendent as  it  is  on  the  cooperation  of  industry 
and  science. 

Finally,  I would  like  to  focus  our  attention 
on  something  that  is  perhaps  even  more  im- 
portant. That  is  the  way  so  many  diverse 
disciplines,  loyalties,  and  objectives  — repre- 
sented by  a vast  number  of  people  — worked 
together  under  considerable  pressure  and  at 
impressive  speed  to  produce  a beneficial  re- 
sult. 

Within  Merck  alone,  men  and  women 
trained  in  some  50  professional  specialties  — 
from  mathematics  to  pharmacology  to  chem- 
ical engineering  — have  developed  a kind  of 
teamwork  that  is  not  found  today  on  a uni- 
versity campus.  In  fact  you  would  be  hard 
put  to  find  its  equal  in  peacetime  anywhere 
except  in  an  industrial  company. 

But  our  people  would  hardly  have  gotten 
anywhere  had  it  not  been  for  the  organized 
and  at  the  same  time  voluntary  cooperation 
of  countless  outside  individuals  and  groups  — 
from  the  pioneers  of  scientific  thought  to  the 
pharmacist  who  owns  a corner  drug  store  in 
Iowa. 

Nikita  Krushchev,  Anastas  Mikoyan,  and 


other  Soviet  leaders  have  been  going  up  and 
down  our  land  telling  everyone  who  would 
listen  that  communism  will  supplant  capital- 
ism as  capitalism  supplanted  feudalism.  The 
reason  this  will  happen,  they  say,  is  because 
communism  can  do  a better  job  of  organizing 
the  productive  resources  of  society  for  the  ad- 
vancement of  the  human  race. 

I challenge  them.  Specifically,  I challenge 
Soviet  communism  to  do  a better  job  than 
U.  S.  capitalism  of  discovering,  developing, 
producing  and  distributing  new  and  effective 
drugs  to  alleviate  the  diseases  that  plague 
mankind. 

I will  even  give  the  Soviets  a ten-year 
handicap  for  this  peaceful  competition.  If 
their  pharmaceutical  industry  — including  its 
research — is  doing  a better  job  for  the  Soviet 
people  by  1969  than  we  did  for  ours  in  1959, 
we  shall  declare  them  the  victors.  In  this 
peaceful  competition  there  will  be  no  victim 
except  disease. 

In  the  42  years  since  their  October  Revolu- 
tion, Soviet  science  and  technology  have  been 
unable  to  come  up  with  a single  major  drug 
discovery.  Every  one  of  them  has  come  from 
the  West. 

Communism  is  still  pirating  the  results  of 
our  research  instead  of  developing  its  own. 
The  Russian  bureaucratic  machinery  for  pro- 
ducing these  copies  creaks  along  at  a miser- 
ably slow  rate.  Its  distribution  system  is 
snarled  up  with  red  tape  and  recurring  short- 
ages. The  Soviet  pharmaceutical  industry  is 
a show  piece  for  the  inefficiency  of  com- 
munism. 

In  contrast,  I submit  that  the  most  impres- 
sive aspect  of  the  story  I have  told  you  today 
is  that  it  is  a spectacular  demonstration  of 
efficiency  in  a democratic  environment.  This 
efficiency  was  not  the  result  of  force,  fear  or 
totalitarian  control  — it  was  due  entirely  to 
the  willing  collaboration  of  free  men  and  free 
institutions  working  together  to  discover,  to 
produce  and  to  use  new  weapons  of  life  for 
the  common  good  of  mankind. 
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Fellow  Pharmacists: 

“Today  change  moves  at  a speed  never  known  before  in  the  history  of  mankind.”  — This  was 
the  theme  of  a message  presented  recently  by  NARD  President  Angus  Taylor.  “Developments 
in  recent  years  have  caused  a revolution  in  distribution  of  commodities.  Large  shopping  cen- 
ters, discount  houses  and  supermarkets  have  developed  as  giant  outlets  for  drug  and  cosmetic 
items.  Today  every  drug  store  operator  must  be  alert  to  change  and  we  must  make  individual 
and  collective  adjustment  to  progress.  If  not  we  will  soon  be  living  in  the  past  and  be  lost  in 
the  onrush  of  change,”  he  added.  I know  you  will  agree. 

One  of  the  problems  facing  you  as  store  operators  now  is  the  status  of  the  National  Fair 
Trade  Proposal.  Your  state  and  national  organizations  have  sponsored  such  legislation  and 
have  been  pushing  it  in  both  the  House  and  Senate.  For  the  present  it  is  stymied  in  both 
groups.  Why?  Lack  of  individual  support.  The  decision  rests  in  your  hands.  You  must  make 
that  decision  and  act  now.  Gather  your  business  friends  and  neighbors  and  contact  your  sen- 
ators and  representatives  now  while  they  are  home.  Contact  them  again  next  year  in  Washing- 
ton. The  outcome  of  fair  trade  depends  on  your  efforts. 

Today  you  are  a part  of  every  change.  They  affect  you  as  a citizen  and  in  numerous  in- 
stances impinge  on  success  in  business.  Let  us  take  an  active  part  in  these  changes  and  grasp 
the  bright  future  that  pharmacy  offers. 

Willis  Hodson 
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LIFE  DATA  ON  FAMOUS  PHARMACISTS 
ASKED  BY  A.LH.P. 

What  have  pharmacists  of  the  past  and 
present  generation  done  that  contributes  in 
an  unusual  or  outstanding  way  to  society  or 
to  the  profession  of  pharmacy?  A new  four- 
page  questionnaire  nov/  going  out  from  the 
office  of  the  American  Institute  of  the  His- 
tory of  Pharmacy  here  is  designed  to  make 
sure  this  information  is  not  lost  or  ignored. 

The  instruction  and  biographical  queries 
appear  in  both  French  and  English  to  help 
assure  precise  understanding  and  informa- 
tion, whether  the  recipient  is  a pharmacist  in 
Sweden,  Kansas,  Yugoslavia,  or  Japan.  Fun- 
neling  into  the  Institute’s  classified  collection 
will  be  biographical  data,  photographs,  pub- 
lications, and  personal  records  concerning 
“men  of  recent  history,  in  or  from  pharmacy, 
who  have  achieved  much  or  dared  much  and 
thus  add  a memorable  bit  to  a record  that 
helps  make  pharmacists  proud  of  their  pro- 
fession.” 

Thus  the  Director  of  the  Institute,  Dr. 
Glenn  Sonnedecker,  characterizes  the  aim  of 
the  project,  pointing  out  that  it  will  be  an  on- 
going effort  in  the  years  ahead.  “To  under- 
stand the  significance  of  social  and  scientific 
contributions  coming  from  the  field  of  phar- 
macy requires  more  than  a news  report  or 
data  from  a man’s  laboratory  or  his  grand- 
daughter’s hazy  recollections,”  he  pointed  out. 
“The  present  effort  represents  only  a small 
new  facet  of  an  old  effort.  It  is  an  attempt 
to  make  sure  that  we  today,  and  tomorrow’s 


historians,  have  firm  evidence  to  make  clear 
pharmacy’s  many-sided  role  in  history,  inter- 
nationally.” 

Dr.  Sonnedecker  indicated  that  requests  for 
biographical  material  would  go  out  to  that 
man,  licensed  as  a pharmacist  in  any  country, 
whose  work  seemed  to  hold  promise  of  being 
historically  memorable.  Somewhat  more 
comprehensive  records  on  American  contri- 
butions are  attempted;  and  anyone  interested 
in  aiding  the  project  may  obtain  copies  of  the 
leaflet  containing  instructions  and  biograph- 
ical queries  by  addressing  the  American  In- 
stitute of  the  History  of  Pharmacy  at  Madison 
6,  Wisconsin. 

CHANGES  IN  PARENTERAL  INDUSTRY 
PREDICTED 

A prediction  that  technically  and  scien- 
tifically trained  personnel  will  play  a more 
important  role  in  the  policy-making  and 
management  levels  of  the  drug  industry  was 
made  by  Robert  H.  Hardt,  president  of  the 
Armour  Pharmaceutical  Company,  before  the 
Parenteral  Drug  Association  meeting  last 
spring. 

Businessmen-industrialists  have  a place  in 
the  pharmaceutical  industry,  he  said,  but  they 
need  the  guidance  of  men  “with  a grasp  of 
our  objectives”  producing  the  world’s  best 
pharmaceuticals  while  recognizing  the  need 
for  payment  of  dividends. 

Mr.  Hardt  made  six  separate  predictions  re- 
garding the  industry,  as  follows: 
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1.  “Parenteral”  is  a word  well-known  to 
physicians,  pharmacists  and  other  technically 
trained  persons.  As  we  know,  it  means  the 
administration  of  drugs  by  other  than  the  in- 
testinal route.  For  a number  of  reasons  too 
involved  for  discussion  here,  I predict  that 
some  bright  person  of  vision  will  find  or 
evolve  a better  word  to  describe  such  admin- 
istration of  drugs.  Perhaps  it  would  be  well 
if  this  lexicographer  were  to  be  a member 
of  the  Parenteral  Drug  Association  . . . even 
if  a change  in  the  name  of  the  association  be- 
came necessary. 

2.  Although  many  drugs  originally  de- 
veloped for  administration  by  injection  only, 
ultimately,  through  development,  find  their 
way  to  the  blood  stream  via  the  oral  route, 
injectibles  will  always  be  important.  The 
fact  remains  that  administration  by  injection 
is  the  most  direct  of  all  the  routes  although 
not  always  the  most  convenient  or  the  most 
pleasant.  The  rapid  assimilation  of  parenteral 
medicaments  will  continue  to  make  them  im- 
portant to  the  physician  in  conditions  of  em- 
ergency and  stress. 

3.  I predict  that  electronics  and  radio- 
activity will  play  an  increasingly  important 
role  in  the  production  and  testing  of  products 
for  parenteral  administration. 

4.  I predict  that  ways  and  means  will  be 
found  to  reduce  the  incidence  and  severity  of 
reactions  to  drugs  administered  by  injection. 
This  should  be  a challenge  to  all  of  us  who 
produce  products  in  this  category. 

5.  I believe  that  Government  and  industry 
will  learn  to  work  together  in  research  pro- 
jects to  the  point  where  more  basic  research 
will  be  undertaken  by  Government  in  certain 
fields.  The  pharmaceutical  industry’s  role  in 
such  cases  will  be  the  stupendous  and  often 
difficult  project  of  translating  the  results  into 
usable  and  effective  products. 

6.  I predict  that  technically  or  scientifically 
trained  personnel  will  play  a more  important 
role  in  the  policy-making  and  management 
echelons  in  our  industry.  Businessmen-indus- 
trialists  assuredly  have  their  place,  for  the 
pharmaceutical  industry  is  “big  business.” 
However,  our  responsibilities  are  such  that 
we  need,  and,  in  fact,  must  have,  the  guidance 
of  men  with  a grasp  of  our  objectives;  pro- 
ducing the  world’s  best  products  for  the  pre- 
vention and  treatment  of  disease,  and  at  the 
same  time  recognizing  the  need  for  payment 
of  just  dividends  on  the  risk  capital  involved. 
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IS  YOUR  STORE 
FIRE  SAFE? 

Sadly  enough,  the  Yuletide 
has  always  been  the  time  of 
year  when  Fire  takes  a 
heavy  toll,  due  to  increased 
fire  hazards  brought  on  by 
holiday  decorations  and  in- 
creased stocks.  Druggists 
Mutual  again  brings  you 
this  annual  note  to  take 
precautionary  measures 
against  ‘holiday  fire’  . . . 
and  most  important  of  all, 
this  urgent  reminder  that 
you  make  sure  you  have  full 
and  adequate  insurance  cov- 
erage for  your  store. 


SERVING  DRUGGISTS 
IN  10  MIDWESTERN  STATES 
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UPJOHN  AN  EXAMPLE  OF  VIGOHOUS 
FAIR  TRADE  ENFORCEMENT 

On  August  25th  Judge  Ross  Rizley  of  the 
U.  S.  District  Court  for  the  Western  District 
of  Oklahoma  signed  an  injunction  prohibiting 
the  American  Mutual  Company,  an  Oklahoma 
City  discount  house,  from  selling  products  of 
The  Upjohn  Company  below  Fair  Trade 
prices. 

In  a letter  to  Oklahoma  pharmacists  ad- 
vising them  of  this  action,  Upjohn’s  director 
of  sales,  W.  G.  Freeman,  assured  them  that 
this  is  “the  first  step  in  Upjohn’s  current  Fair 
Trade  enforcement  program  in  Oklahoma 
City.”  He  noted  that  the  program,  involved 
the  shopping  of  all  retailers  in  the  city  carry- 
ing any  Upjohn  products. 

This  was  but  the  latest  step  in  Upjohn’s 
nationwide  enforcement  of  its  Fair  Trade 
prices. 

Vigorous  debate  in  the  86th  Congress  un- 
derscored the  vital  stake  of  the  retail  phar- 
macist in  Fair  Trade  legislation  as  a means  of 
assuring  every  community  a wide  choice  of 
pharmaceuticals  at  reasonable  prices. 

The  Fair  Trade  Council  says  that  along 
with  the  druggist,  the  pharmaceutical  indus- 
try has  always  been  in  the  lead  for  Fair  Trade 
legislation  because  it  was  the  first  “to  become 
aware  of  the  evils  of  predatory  pricing  prac- 
tices.” 

In  a letter  to  Senator  Clair  Engle  of  Cali- 
fornia, in  support  of  the  Harris  Fair  Trade 
Bill,  The  Upjohn  Company  stated  the  position 
of  one  member  of  the  industry. 

“We  believe,”  the  letter  said,  “that  in  the 


long  run  small  business  is  necessary  in  order 
to  have  a healthy  community  in  which  the 
citizens  will  have  ample  job  opportunities, 
will  be  supplied  with  all  the  goods  which  they 
need  and  will  be  able  to  select  from  a wide 
choice  within  each  class  of  goods.  In  our 
opinion,  Fair  Trade  laws  accomplished  this 
desirable  result  by  permitting  all  retailers  to 
compete  fairly  and  to  make  a reasonable 
profit.” 

“We  feel  that  a community  should  have 
many  sources  from  which  its  citizens  may 
obtain  drug  products  in  times  of  need,”  it 
continued.  “The  public  health  requires  that 
there  will  be  some  source  of  drug  products  at 
all  hours  of  the  day  and  that  there  be  some 
retailer  who  carries  the  brand  of  drug  that 
may  be  prescribed  by  the  physician.  Numer- 
ous small  druggists  perform  these  services.” 

In  further  support  of  its  position,  Upjohn 
has  developed  a four-point  program  for  deal- 
ing with  discount  houses  and  other  price  cut- 
ters in  states  which  have  effective  Fair  Trade 
laws.  It  includes  these  steps: 

• Store  shopping  in  response  to  complaints. 

• Warning  letters  to  price  cutters. 

• Personal  visits  to  violators. 

• Legal  action  as  a last  resort. 

Between  January  1956  and  mid-1959, 

Upjohn  representatives  investigated  nearly 
3,000  stores.  All  price  cutters  received  warn- 
ing letters  and/or  personal  visits.  In  260  cases, 
the  situation  was  corrected  without  litigation, 
122  injunctions  have  been  obtained,  44  suits 
are  still  pending.  About  200  stores  are  still 
under  investigation. 
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MANY  CANCERS  ARE  CURABLE . . . NOW.  These  are  words  of  hope 
for  the  thousands  of  cancer  patients  who  see  their  physicians  in  time. 

Tremendous  gains  can  be  made  . . . now  ...  in  three  of  the  most  common 
cancer  sites:  breast,  cervix,  rectum.  The  annual  health  checkup  can 
often  detect  early  cancers  in  these  sites  at  a time  when  presently  avail- 
able methods  of  treatment  can  effect  many  more  cures  than  are  being 
achieved  today. 

The  American  Cancer  Society,  therefore,  in  its  broad  public  education 
program,  emphasizes  the  importance  of  annual  physical  examinations 
for  all  adults. 

Together  an  alerted  public  and  the  medical  profession  can  win  a major 
victory  over  cancer  . . . now. 
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In  16  of  the  30  states  where  Fair  Trade  pro- 
visions are  enforceable,  the  Company  has  un- 
covered problems  of  varying  magnitude.  In 
the  New  York  area,  for  example,  over  1,500 
stores  were  shopped  in  the  boroughs  of  Man- 
hattan, Brooklyn,  Bronx  and  Queens.  After 
warning  letters  had  been  out  for  10  days, 
areas  of  the  most  flagrant  violations  were  re- 
shopped. Court  action  has  already  been 
started  against  75  price  cutters.  About  50  in- 
junctions have  been  obtained,  25  suits  are 
pending,  and  other  suits  are  being  prepared. 

“We  don’t  want  to  injure  anyone,”  says 
Herbert  McDade,  sales  manager  for  Upjohn’s 
New  York  branch.  “We  give  violators  any 
number  of  warnings.  Also,  we  operate  on  a 
sectional  basis;  that  is,  we  go  after  the  most 
aggressive  price  cutters  first.  Usually,  this  is 
enough.  You  don’t  have  to  sue  the  average 
pharmacist  if  you  can  convince  him  that  you 
are  protecting  him  from  price  cutting.” 

Those  who  continue  to  undercut  Fair  Trade 
prices  after  formal  warnings  receive  a sum- 
mons to  appear  in  court  from  Upjohn  attor- 
neys, stating  that  they  are  being  sued  for 
damages. 

They  then  have  two  choices: 

A.  Sign  a formal  consent  decree  which  is 
also  signed  by  a judge  of  the  court,  and 
prohibits  them  from  price  cutting.  Viola- 
tion of  such  a decree  would  be  contempt 
of  court. 

B.  Go  to  court.  This  alternative  is  often 
very  costly  to  both  sides.  In  the  past 
three  years  Upjohn  has  taken  six  cases 
to  court  and  won  all  six. 

M.  D.  Welch  of  Upjohn’s  legal  department 
in  Kalamazoo  says  that  by  far  the  greater 
number  of  pharmacists  are  selling  at  Fair 
Trade  prices  and  that  “discount  houses  are 
the  chief  sources  of  existing  problems.” 

Extent  of  the  program  can  be  visualized 
from  these  figures  for  individual  states: 

Maryland — 225  stores  shopped,  39  found 
price  cutting;  39  received  warning  letters 
and/or  personal  visits,  36  corrected  situa- 
tion without  litigation;  1 injuction  ob- 
tained, 2 suits  pending. 

California — 135  stores  investigated,  66 
found  price  cutting,  of  whom  all  received 
warning  letters  and/or  personal  visits;  60 
corrected  the  situation  without  litigation, 
6 injunctions  obtained. 

Pennsylvania — 194  stores  investigated, 


125  stores  found  price  cutting,  125  re- 
ceived warning  letters  and/or  personal 
visits,  95  corrected  the  situation  without 
litigation,  28  injunctions  obtained,  1 suit 
pending. 

Similar  actions  have  been  taken  in  Ala- 
bama, Arizona,  Connecticut,  Hawaii,  Illinois, 
Massachusetts,  Minnesota,  Montana,  New 
Jersey,  Oklahoma,  Rhode  Island,  Tennessee, 
Virginia  and  Washington. 

In  Oklahoma  City,  Welch  said  that  local 
pharmacists  were  dissuaded  from  starting  a 
price  war  with  the  discount  houses,  to  give 
the  Upjohn  program  a chance  to  work.  Up- 
john received  the  first  complaint  from  Okla- 
homa City  about  August  1.  Shopping  of  all 
retail  outlets  began  immediately  and  local 
counsel  in  the  Oklahoma  capital  was  instruc- 
ted to  take  action  against  the  discount  houses 
and  anyone  else  found  price  cutting.  The  in- 
junction noted  earlier  resulted  from  this  pro- 
gram. 

Another  interesting  situation  arose  in  Mary- 
land where  a trial  was  scheduled  to  begin 
September  28  against  a drug  chain  which  was 
selling  Upjohn’s  products  at  the  Fair  Trade 
price  but  was  giving  trading  stamps  with 
each  purchase.  The  chain  has  since  decided 
not  to  take  the  issue  to  court  and  has  agreed 
to  stop  giving  stamps  to  customers  buying 
Upjohn  products. 

In  all  cases,  Upjohn  salesmen  are  armed 
with  facts  and  figures  to  keep  pharmacists 
fully  informed  on  the  Fair  Trade  program. 
Store  owners  and  operators  are  encouraged 
in  every  way  possible  to  report  apparent 
violations.  All  complaints  are  investigated 
promptly  and  thoroughly. 

“Our  experience  has  been  most  favorable,” 
McDade  says.  “The  truly  professional  phar- 
macists are  really  gratified  that  we’re  doing 
what  we  say  we’ll  do,  instead  of  merely  pay- 
ing lip  service  to  the  principles  of  Fair 
Trade.” 

Citing  a specific  case,  McDade  said  the 
president  of  an  upstate  New  York  pharma- 
ceutical society  complained  that  a local  store 
was  cutting  the  price  of  Upjohn  vitamins  and 
advertising  the  fact  in  the  newspapers. 

Investigation  showed  the  store  to  be  part  of 
a chain  with  headquarters  in  Massachusetts 
and  local  management  was  only  acting  under 
orders.  Nevertheless,  Upjohn  attorneys  were 
able  to  get  an  injunction  shortly  thereafter. 
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Advances  In 
Drug  Research 


ANTI-INFLAMMATORY  ACTIVITY 
OF  CITRUS  BIOFLAVONOIDS 

An  expert  in  inflammatory  diseases  reports 
that  a water-soluble  bioflavonoid  extract  from 
citrus  “appears  to  possess  the  anti-inflamma- 
tory capacity  of  cortisone  and  ACTH”  and 
exhibits  a “larger  range  of  inhibitory  poten- 
tialities than  either.” 

This  conclusion  is  recorded  by  Dr.  Valy 
Menkin,  director  of  the  department  of  ex- 
perimental pathology  of  Temple  University 
School  of  Medicine,  Philadelphia.  It  is  based 
on  the  results  of  a series  of  experiments 
which  he  reports  in  the  June  issue  of  the 

American  Journal  of  Physiology. 

The  substance  investigated  by  Dr.  Menkin 
is  the  active  water-soluble  bioflavonoids  of 
the  drug  CVP,  developed  for  medical  use  by 
U.  S.  Vitamin  & Pharmaceutical  Corp.,  New 
York.  In  testing  the  drug,  vitamin  C was 
eliminated  to  demonstrate  the  activity  of  the 
bioflavonoid  compound  alone. 

Dr.  Menkin  reports  that  the  water-soluble 
bioflavonoid  extract  provided  “an  almost 
complete  suppression  of  local  increased  capil- 
lary permeability”  — the  condition  in  which 
fluids  and  blood  cells  escape  through  vessel 
walls  into  surrounding  tissues  to  produce  in- 
flammation, with  pain,  redness,  and  swelling, 
commonly  seen  in  injury  and  disease. 

Though  water-soluble  bioflavonoids  have 


been  reported  as  effective  when  given  pro- 
phylactically  to  prevent  or  control  inflamma- 
tion and  bleeding  in  certain  disease  con- 
ditions, this  is  the  first  report  offering  a basic 
explanation  for  its  anti-inflammatory  effec- 
tiveness. In  his  experiments.  Dr.  Menkin 
compared  this  extract  with  the  hormones 
cortisone  and  ACTH  which  are  known  to  re- 
duce capillary  permeability  in  relief  of  in- 
flammatory symptoms. 

Dr.  Menkin  injected  a substance  known  to 
cause  excessive  capillary  permeability  into 
rabbits  with  a dye  which  made  possible  meas- 
urement of  vessel  leakage.  He  combined  this 
substance  with  cortisone,  ACTH  and  water- 
soluble  bioflavonoids  respectively  for  com- 
parison. 

He  concluded  first  that  “capillary  perme- 
ability ...  is  significantly  diminished”  when 
the  extract  is  added  to  the  irritating  sub- 
stance. 

He  then  established  that  the  water-soluble 
bioflavonoids  are  effective  whether  the  in- 
flammation producing  substance  is  acid  or 
alkaline,  whereas  cortisone  is  effective  in  cor- 
recting capillary  permeability  caused  by 
alkaline  substances  only,  and  ACTH  is  effec- 
tive only  when  the  trigger  substance  is  acid. 

“The  foregoing  facts  may  prove  to  have 
significant  clinical  implications,”  Dr.  Menkin 
comments.  “There  have  been  already  a num- 
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ber  of  reports  on  the  clinical  benefits  of  the 
water-soluble  bioflavonoids.  The  disadvan- 
tages of  the  corticoids  in  some  patients  are 
well  known.  Among  other  untoward  effects 
(of  the  corticoids),  the  possible  development 
of  sodium  retention  and  ulcerogenesis  loom 
as  of  marked  significance.  The  clinical  use- 
fulness of  the  water-soluble  bioflavonoids  as 
an  anti-inflammatory  agent  deserves  further 
exploration.” 

NEW  TETRACYCLINE  DERIVATIVE 

A new  broad  spectrum  antibiotic  with 
greater  antibacterial  activity  and  more  pro- 
longed effectiveness  than  tetracycline  has 
been  marked  by  Lederle  Laboratories  Di- 
vision, American  Cyanamid  Company. 

Trademarked  Declomycin  demethylchlor- 
tetracycline,  the  new  antibiotic  has  been 
shown  to  be  gram  for  gram  two  to  four  times 
as  potent  as  tetracycline.  As  a result  it 
achieves  higher  antibiotic  activity  in  the 
blood  with  significantly  less  drug. 

Investigators  have  demonstrated  that  Dec- 
lomycin retains  antimicrobial  activity  in  the 
blood  24  to  48  hours  longer  than  tetracycline 
upon  cessation  of  therapy.  In  addition,  the 
new  drug  provides  a more  sustained  and  uni- 
form level  of  antibiotic  activity  in  the  blood, 
eliminating  the  alternating  highs  and  lows 
of  antibacterial  activity  which  may  occur 
with  other  broad  spectrum  antibiotics. 

Declomycin’s  more  sustained  and  longer 
lasting  activity  in  the  blood  may  be  due  to 
its  unique  properties  of  greater  stability  in 
body  fluids  and  slower  excretion  by  the  kid- 
ney, Lederle  researchers  believe. 

The  new  antibiotic  is  the  result  of  six  years 
of  research  and  development  by  Lederle 
scientists.  While  Declomycin  was  produced 
from  a mutant  strain  of  the  same  organism 
that  produced  chlortetracycline,  it  is  an  en- 
tirely new  chemical  entity. 

The  daily  adult  dose  of  Declomycin  is  600 
mg.  divided  into  two  or  four  doses.  The 
recommended  children’s  dosage  is  3 mg.  per 
pound  of  body  weight  daily  in  divided  doses. 
Up  to  the  present  time  clinical  investigators 
have  reported  no  significant  side-effects  with 
Declomycin. 

ASPIRIN  AND  INSULIN  SEEN  USEFUL 
IN  DIABETES 

A prominent  clinical  investigator  in  Glas- 
gow, Scotland,  believes  that  diabetes  can  be 
treated  more  effectively  by  combining  aspirin 


with  insulin,  the  standard  drug  for  over  30 
years. 

Results  of  a study  with  14  diabetic  patients 
are  published  in  the  British  Medical  Journal 
(1:897,  1959).  The  trials  were  conducted  by 
Dr.  James  Reid  of  the  Medical  Research  Unit, 
Western  Infirmary,  Glasgow.  Ages  of  the  pa- 
tients ranged  from  33  to  74  years. 

After  an  initial  control  period  of  at  least 
10  days  during  which  the  patients  received  in- 
sulin, aspirin  was  given  in  doses  to  obtain 
maximum  therapeutic  blood  salicylate  levels. 
Insulin  therapy  was  continued,  according  to 
Dr.  Reid. 

The  major  finding,  he  notes,  was  that  “it 
was  possible  to  reduce  the  insulin  require- 
ment of  every  patient  after  two  to  three 
weeks’  treatment  with  aspirin.”  Eight  pa- 
tients with  an  initial  requirement  of  12  to  48 
units  of  insulin  zinc  suspension  were  able  to 
do  without  insulin  completely  while  aspirin 
was  being  given. 

“Their  fasting  blood  sugars  at  the  end  of 
the  insulin  and  aspirin  periods  were  quite 
steady,  indicating  stable  control  with  both 
insulin  and  aspirin,  though  the  sugar  levels 
with  aspirin  tended  to  be  lower  and  nearer 
normal  than  with  insulin.” 

Aspirin  was  found  to  be  most  effective  in 
patients  who  responded  well  to  insulin,  and 
vice  versa.  In  patients  well  controlled  by  in- 
sulin, Dr.  Reid  notes  that  the  “higher  the  in- 
sulin requirement  the  greater  was  the  amount 
of  hormone  that  may  be  replaced  by  aspirin.” 

Calling  aspirin  a promising  antibiotic  agent, 
he  urges  further  study  to  find  out  how  it  acts. 

ACTION  OF  ANTIDEPRESSANT  IN 
BRAIN  POSTULATED 

A scientific  paper,  published  recently  as 
part  of  a written  symposium  on  newly  dis- 
covered drugs  now  being  used  in  the  treat- 
ment of  mental  depressions,  offers  a chemical 
explanation  of  the  manner  in  which  phenel- 
zine (Nardil)  acts  to  achieve  its  results. 

The  explanation  of  its  chemical  action  was 
offered  by  Dr.  L.  Earle  Arnow,  president  of 
Warner-Lambert  Research  Institute  under 
whose  direction  the  phenelzine  was  dis- 
covered and  developed. 

His  paper  is  one  of  eight  on  drugs  with  anti- 
depressant activity  published  in  the  Septem- 
ber issue  of  Clinical  Medicine.  It  postulates 
that  the  brain  levels  of  two  amines  — sero- 

(Continued  on  Page  38) 
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SOUTH  DAKOTA 


HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


Here’s  what  peace  is  all  about. 

A world  where  busy  little  girls 
like  this  can  stand,  happily  ab- 
sorbed in  painting  a bright  pic- 
ture that  mother  can  hang  in 
the  kitchen  and  daddy  admire 
when  he  gets  home  from  work. 

A simple  thing,  peace.  And  a 
precious  one.  But  peace  is  not 
easy  to  keep,  in  this  troubled 
world.  Peace  costs  money. 

Money  for  strength  to  keep 
the  peace.  Money  for  science 
and  education  to  help  make 
peace  lasting.  And  money  saved 
by  individuals  to  keep  our 
economy  sound. 

Every  U.S.  Savings  Bond  you 
buy  helps  provide  money  for 
America’s  Peace  Power — the 
power  that  helps  us  keep  the 
things  worth  keeping. 

Are  you  buying  as  many  as 
you  might! 

HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising  .The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 
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A.  O.  Bittner 


BITTNER  APPOINTED 
PHARMACY  BOARD 
MEMBER 

A.  O.  Bittner,  prominent 
Aberdeen  pharmacist,  has 
been  appointed  a member  of 
the  South  Dakota  State 
Board  of  Pharmacy.  An- 
nouncement of  the  appoint- 
ment was  made  by  Governor 
Ralph  Herseth  recently.  Mr. 
Bittner  replaces  Tom  Hag- 


ger,  Watertown,  whose  term 
expired  September  30. 

Born  at  Chelsea,  South  Da- 
kota, in  1895,  he  attended 
Concordia  College  in  St.  Paul 
four  years  followed  by  a year 
of  practical  drug  store  exper- 
ience at  Northville,  South 
Carolina.  Bittner  attended 
State  College  where  he 
graduated  in  pharmacy.  In 
1918,  a hurried  state  board 
exam  was  taken  in  Sioux 
Falls  followed  by  military 
draft.  His  military  service 
varied  from  hospital  work 
during  the  flu  epidemic  to  a 
tour  of  duty  with  a machine 
gun  battalion. 

Following  military  service, 
Mr.  Bittner  was  employed  by 
C.  D.  Kendall  of  Brookings 
for  a short  time  after  which 
he  purchased  a store  in  Cres- 
bard.  In  1946,  after  26  years 
of  professional  service  in 
Cresbard,  he  moved  to  Aber- 
deen, where  he  is  now  presi- 
dent of  Bittner  Pharmacies, 
Inc. 

Married  in  1920,  he  has  two 


children.  His  son,  Bernard, 
is  associated  with  him  in  the 
operation  of  the  Aberdeen 
stores.  His  daughter,  Geral- 
dine, is  a registered  nurse  in 
Aberdeen. 

Mr.  Bittner  has  been  an 
active  member  of  the  South 
Dakota  State  Pharmaceutical 
Association  since  1918.  He 
has  attended  most  of  the 
state  conventions  and  all  but 
one  of  the  pharmacy  insti- 
tutes held  by  the  Division  of 
Pharmacy,  South  Dakota 
State  College  in  cooperation 
with  the  Pharmaceutical  As- 
sociation. In  1951,  he  was 
elected  president  of  the 
South  Dakota  State  Pharma- 
ceutical Association. 


TODD  MARTIN  NEW 
LILLY  SALESMAN 

Eli  Lilly  and  Company’s 
new  salesman  in  Rapid  City, 
South  Dakota,  is  E.  Todd 
Martin,  announces  J.  O. 
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Ising,  manager  of  the  Den- 
ver District. 

A native  of  South  Dakota 
and  a registered  pharmacist 
in  the  state,  Martin  was  em- 
ployed from  1957  until  re- 
cently by  Mills  Drug,  Inc., 
Rapid  City.  Previously,  he 
had  spent  two  years  in  Ger- 
many with  the  United  States 
Army. 

Martin  was  graduated  from 
high  school  in  Rapid  City  in 
1950.  He  received  a Bachelor 
of  Science  degree  in  phar- 
macy from  South  Dakota 
State  College  in  1954. 

He  is  a member  of  Rho 
Chi,  pharmacy  honor  society. 

In  Rapid  City,  Martin  suc- 
ceeds the  late  R.  Max  Arm- 
strong. 


ESTABLISH  NEW 
PHARMACY 
SCHOLARSHIPS 
AT  SDSC 

Three  new  scholarships  for 
pharmacy  students  at  South 
Dakota  State  College  have 
been  given  this  fall. 

Dean  Floyd  J.  LeBlanc  said 
that  two  scholarships,  valued 


at  $300  each,  were  given  by 
the  South  Dakota  Rexall 
Club  and  the  Rexall  Drug 
and  Chemical  Co.  of  Los 
Angeles.  The  awards  may  be 
continued  on  an  annual  basis. 

The  scholarships  were 
awarded  to  junior  or  senior 
pharmacy  students  who  are 
residents  of  South  Dakota. 
Those  receiving  the  awards 
this  fall  were  Duane  Gam- 
berg,  Sioux  Falls,  and 
Roberta  Herzog,  Mitchell. 

Officers  of  the  South  Da- 
kota Rexall  Club  which  ar- 
ranged for  the  scholarships 
are  Ernest  Trantina,  Sioux 
Falls,  president,  Fred  R.  Scal- 
lin,  Mitchell,  vice-president, 
and  Fred  L.  Vilas,  Pierre, 
secretary-treasurer. 

A $100  scholarship  was  re- 
ceived from  Rowell  Labora- 
tories, pharmaceutical  manu- 
facturer of  Baudette,  Minn- 
esota. The  award  will  be 
made  yearly  to  the  highest 
ranking  member  of  the 
sophomore  or  junior  class  in 
pharmacy. 

The  scholarship  for  the 
1959-60  year  was  awarded  to 
Miss  Excellda  Watke,  Alvord, 
Iowa. 

Other  scholarships  offered 
through  the  Division  of  Phar- 


macy and  the  1959-60  re- 
cipients are: 

O'Connell  Bros.  Scholarship 

Ida  Engelhard!,  Hartford 
Allan  Riley,  Dell  Rapids 

Alice  Locke  Scholarship 

Sharon  Larson,  Wakonda 

South  Dakota  State  Board  of 
Pharmacy  Scholarship 

Lola  Schuman,  Stratford 

South  Dakota  Pharmaceu- 
tical Association  Scholar- 
ship 

Verna  Johnson,  De  Smet 

Lewis  Drug  Scholarship 

Larry  Detmers,  Canton 
William  Billman,  Sioux 
Falls 

American  Foundation  for 
Pharmaceutical  Educa- 
tion Scholarship 

Sharon  Mix,  Brookings 
Vernon  Henrich,  Le  Mars, 
Iowa 

Osco  Drug  Inc. 

Terrie  Teuber,  Redfield 
Maurice  Tobin,  Sturgis 

Pepsodent  Scholarship 

Connie  Cottrell,  Aberdeen 

Northern  Ohio  Alumni 

Rodney  Nickander,  Mad- 
ison, Minnesota 
Robert  Rotschafer,  Worth- 
ington, Minnesota 

Stella  McMillan  Scholarship 

Patricia  Hauck,  Rapid  City 
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Pro-Banthine’with  Dartaf  moderates  both 
mood  and  gastrointestinal  spasm 


slow  simmer  of  anxiety  frequently  causes 
kindred  gastrointestinal  overactivity.  The 
spasticity  and  the  accompanying  distress  of 
excess  acid  lead  to  loss  of  efficiency.  Patients 
subject  to  such  psychoenteric  upsets  require 
therapy  to  calm  both  ends  of  the  vagus. 

Pro-Banthlne  with  Dartal  contains  two 
agents  required  for  such  dual  therapy:  Pro- 
Banthlne  to  control  and  curtail  the  flare-ups 
of  spasm,  excess  acidity  and  excess  motility, 


and  Dartal  to  smother  simmering  anxiety  and 
tension. 

Pro-BanthTne  with  Dartal  contains  15  mg. 
of  Pro-Banthlne  (brand  of  propantheline  bro- 
mide) and  5 mg.  of  Dartal  (brand  of  thio- 
propazate  dihydrochloride)  in  each  tablet. 

Dosage:  One  tablet  three  times  a day. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


tranquilization 


greater  specificity 
of  tranquiiizing  action 
— divorced  from  such 
"diffuse”  effects  as 
anti-emetic  action 
— expiains  why 


THIORIDAZINE  HCI 


"Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazine,  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiazines,  ...This  drug  appears  to  rep- 
resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological-  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner.”* 


new  advance  in  tranquilization: 

'eater  specificity  of  tranquilizing  action  results  in  fewer  side  effects 


The  presence  of  a thiomethyl  radical  (S-CHj)  is  unique  in 
Mellaril  and  could  be  responsible  for  the  relative  absence  of  . ! 

side  effects  and  greater  specificity  of  psychotherapeutic  action. 

This  is  shown  clinically  by:  ' f 


MELLARIL 


CHIC  RELA 


Psychic  relax 


Dampen! 
sympathetl 
parasympat 
nervous  sy 


of  vomiting 


lening  of  blood  pressure 
temperature  regulation 


DAMPENi 
3YMPATHETI 
’ARASYMPA 
NERVOUS  S 


inimal  suppression  of  vomiting 


ttle  effect  on  blood  pressure 
id  temperature  regulation 


Other 

phenothiazine-type 

tranquilizers 


A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


Less  “spill-over”  action  to  other  brain  areas  — 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 


3 

4 

5 


A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS;  Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 
holism, intractable  pain,  senility,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE—  in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.; 

Ambulatory 

Hospitalized 

100  mg.  t.i.d. 

100  mg.  t.i.d. 

200-400  mg. 
200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

JELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 

Ostfeld,  A.  M.:  Scientific  Exhibit,  American  Academy 
Of  General  Practice,  San  Francisco,  April  6-9,  1959 


SANDOZ 


If  one  . . . or  all . . . needs  nutritional  support . . . 


GEVRAL" 

Vitamin  - Mineral  Supplement  Lederle 


capsules-14  vitamins  and  ii  minerals 

For  Complete  Formula  see  PDR  (Physicians'  Desk  Reference),  page  689 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Triaminic* 

the  leading  oral  nasal  decongestant 

• in  nasal  and  paranasal  congestion 

• in  sinusitis 

• in  postnasal  drip 

• in  allergic  reactions  of  the  upper  respiratory  tract. 

safer  and  more  effective  than  topical  medication''^’" 

• systemic  transport  to  all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of  rebound  congestion 

• avoids  “nose  drop  addiction” 


running  noses  ^ 

and  open  stuffed  noses  orally 


Relief  with  Triaminic  is  prompt 
and  prolonged  because  of  this 
special  timed-release  action  . . , 
beneficial  effect  starts  in 
minutes,  lasts  for  hours 


/irsf— the  outer  layer 
dissolves  within  minutes 
to  produce  3 to  4 hours 
of  relief 

tfcen— the  core  disintegrates 
to  give  3 to  4 more  hours 
of  relief 


Each  TRIAMINIC  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


One-half  of  this  formula  is  in  the  outer 
layer,  the  other  half  is  in  the  core. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon and  at  bedtime. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112: 
259  (Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T, 
Monthly  37:460  (July)  1958.  3.  Farmer^  D,  F.: 
Clin.  Med.  5:1183  (Sept.)  1958. 


TRIAMINIC  JUVELETS : Each  timed-release 
Juvelet  is  equivalent  in  formula  and  dosage  to 
one-half  of  a TRIAMINIC  tablet,  for  the  adult 
or  child  who  requires  only  half  strength  dosage. 

TRIAMINIC  SYRUP  is  recommended  for 
adults  and  children  who  prefer  liquid  medica- 
tion. Each  5 ml.  tsp.  is  equivalent  to  yi  of  a 
Triaminic  Tablet.  Adults:  2 tsp.  3-4  times  a 
day;  children  6-12:  1 tsp.  3-4  times  a day; 
children  under  6:  in  proportion. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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immortals  of  Chinese  mythology: 


Chang  Kiio-lao 


This  itinerant  sage  impressed  the  court  of  the 
Emperor  by  growing  a new  set  of  teeth 

..  .this  potent  corticosteroid  has  impressed  the  med- 
ical profession  with  its  repeated  success  in  countless 
steroid-responsive  indications 

METIGORTEN 

Meticorten  ® brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a full-color,  handmade, 
three-dimensional  figure  of  this  Chinese  Immortal,  mounted 
and  suitable  for  framing. 


THE  MONTH  IN  WASHINGTON 

Similar  warnings  were  voiced  by  Reps. 
Richard  M.  Simpson  (R.,  Pa.)  and  Thomas  B. 
Curtis  (R.,  Mo.),  key  members  of  the  House 
Ways  and  Means  Committee  where  the  bill 
was  put  on  the  shelf  last  session. 

Rep.  Curtis  urged  that  the  medical  pro- 
fession and  other  leading  opponents  make  a 
strong  counter-drive  in  an  all-out  effort  to 
block  passage  of  the  bill  next  session.  Unless 
there  is  such  action,  he  said  he  would  have 
to  “regretfully”  predict  that  legislation  along 
the  lines  of  the  pending  bill  probably  will  be 
enacted  in  1960. 

Rep.  Simpson  said  that  H.R.  4700,  and  sim- 
ilar legislation  affecting  the  medical  profes- 
sion, “make  it  imperative  that  every  doctor 
keep  informed  on  legislative  issues  before 
Congress.”  He  also  urged  that  physicians 
“become  patriotic  political  forces”  by  giving 
“their  informed  viewpoint”  to  lawmakers  at 
all  levels  of  government. 

Rep.  Simpson  said  it  “is  important”  that 
opponents  of  H.R.  4700  develop  “appropriate 
alternatives”  to  solve  the  health  care  needs 
of  the  aged. 

He  promised  to  continue  to  cooperate  with 
the  medical  profession  to  guard  “against  the 
disastrous  consequences  of  compulsory  na- 
tional health  insurance. 

“House  Democratic  Leader  John  McCor- 
mack of  Massachusetts  expressed  hope  that 
Congress  next  year  will  stamp  final  approval 
on  another  bill  of  particular  interest  to  phys- 
icians. He  praised  the  Keogh-Simpson  bill 
(H.R.  10)  as  “meritorious  legislation”  and  said 
it  “should  be  enacted  into  law  next  year.”  The 
measure,  which  was  passed  by  the  House  last 
spring  but  left  hanging  in  the  Senate  Finance 
Committee,  would  provide  incom.e  tax  defer- 
rals for  self-employed  persons  setting  aside 
money  for  private  retirement  plans. 

A National  Republican  Committee  on  “Pro- 
gram and  Progress”  proposed  a far-reaching 
health  program  to  be  carried  out  by  the  Fed- 
eral government  in  partnership  with  states 
and  local  governments. 


(Continued  on  Page  53) 
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internal  and/or  external  attack 

Whatever  the  bacterial  infection  seen  in  EENT,  the  foci  respond  rapidly  to  a suitable 
form  of  broad-spectrum  ACHROMYCIN.  In  superficial  cases,  local  therapy  is  often 
dramatic.  In  deep-seated  conditions,  ACHROMYCIN  V capsules  complement  topical  ■ 
control  for  fast  relief  and  remission. 

ACHROMYCIN- 


Tetracycline  Lederie 


Ophthalmic  Oii  Suspension  1% 

Ophthalmic  Ointment  1%  Suspension 

Ophthalmic  Ointment  1%  f Ear  Solution  I I with  Hydrocortisone 
with  Hydrocortisone  1.5%  And  Phenylephrine 

Ophthalmic  Powder  Sterilized  ACHROMYCIN  V (Tetracycline  with  Citric  Acid)  Capsules 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


PHARYNGETS®  Troches 
Troches 
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when  upper 
respiratory  congestion 

is  complicated 
by  bacterial  invaders 

TRISULFAMINIC  provides  logical  therapy 

• for  the  patient  ill  with  congestion  and  infection  of  the  upper  respira-» 
tory  tract,  as  in  purulent  rhinitis,  sinusitis,  tonsillitis  and  otitis 
media,  when  caused  by  sulfa-susceptible  bacteria ; 

• because  secondary  invasion  by  such  bacteria  so  frequently  follows 
the  common  cold.^ 


the  reasons  for  combining  Triaminic  with  tripie  suifas 


Triaminic  and  triple  sulfas  are  not  only 
pharmacologically  compatible,  they  are  a 
therapeutically  logical  combination  for 
upper  respiratory  infections:  Triaminic  for 
effective  decongestant  relief  from  rhinitis, 
rhinorrhea  and  sinusitis  triple  sulfas  for 
well-established  antibacterial  action. 


The  advantages  of  Trisulfaminic  in  upper 
respiratory  infections  include:  proved 
effectiveness;  safety;  economy;  ease  of  ad- 
ministration; less  likelihood  of  sensitivity 
reactions  compatibility  with  antibiotics 
and  other  antibacterial  therapy.  Provided 
also  as  Suspension  for  additional  convenience. 


Trisulfaminic 


WAMINIO  WITH  TRIPLE  SULFAS 


Available  as  TABLETS  and  SUSPENSION 

Each  easy-to-swallow  Trisulfaminic  Tablet 
or  5 ml.  teaspoonful  of  Suspension  provides: 


Triaminic®  25  mg. 

(phenylpropanolamine  HCl  12.5  mg. 

pheniramine  maleate  6.25  mg. 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P 0.5  Gm. 


Dosage : 

Adults— 2 to  4 tablets  or  tsp.  ini- 
tially, followed  by  2 tablets  or  tsp. 
every  4 to  6 hours  until  the  patient 
has  been  afebrile  3 days.  Children 
8 to  12  — 2 tablets  or  tsp.  initially, 
followed  by  1 tablet  or  tsp.  every 
6 hours.  Children  under  ^—dosage 
according  to  weight. 


The  palatability,  convenience  and  effectiveness  of  the  Suspension  make  it  especially  suitable 
for  children  and  for  those  older  patients  ■who  prefer  liquid  medication. 

References:  1.  Cecil,  R.  L.,  et  al.:  J.A.M.A.  124:8  (Jan.  1)  1944.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly 
37:460  (July)  1958.  3.  Beckman,  H.:  Drugs,  Their  Nature,  Action  & Use,  Saunders,  Philadelphia, 
1958,  p.  527. 


SMITH- DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  joill-important  first  dose 
of  broad-spectrum  antibiotic  therapy 
New 

TERIiVMYCIN* 

brand  of  oxytetracycKne 

INTRAMUSCULAR 

SOLUTION 

Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 


. . . and  for  continued,  compatible, 
coordinated  therapy 

COSA-TERRAMYCIN* 

oxytetracycline  with  glucosamine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 

Supply: 

Terramycin  Intramuscular  Solution* 

100  mg./2  cc.  ampules 
250  mg./2  cc.  ampules 

Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 

Cosa-Terramycin  is  also  available  as: 

Cosa-Terramycin  Oral  Suspension  — peach  flavored, 

125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 

5 mg./drop  (100  mg./cc,),  10  cc.  bottle 
with  plastic  calibrated  dropper 

Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pfizer  Kepresentative  or  the 
Medical  Department,  Pfizer  Laboratories. 


Science  for  the  world’s  well-being™ 


♦Contains  2%  Xylocaine®  (lidocaine),  trademark 
of  Astra  Pharmaceutical  Products,  Inc. 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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the  complaint:  “nervous  indigestion" 

the  diagnosis:  any  one  of  several  nonspecific  gastrointestinal  disorders  requiring  relief  of 
symptoms  by  sedative-antispasmodic  action  with  concomitant  digestive  enzyme  therapy, 
the  prescription:  a new  formulation,  incorporating  in  a single  tablet  the  actions  of  Donnatal 
and  Entozyme.  the  dosage:  two  tablets  three  times  a day,  or  as  indicated. 


the  formula:  in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate  0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide  0.0033  mg. 

Phenobarbital  (%  gr.) 8.1  mg. 

Pepsin,  N.R 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.R 300  mg. 

Bile  salts. 150  mg. 
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OUl  PtIICIlLIN: 

CMIPIICIlLir-l 


Potassium  Penicillin  V 


Supplied:  CompocUUn-VK  Fihntabs, 
125  mg.  (200,000  units),  bottles  of 
50  and  100;  250  mg.  (400,000  units), 
bottles  of  25  and  100.  CompociUin- 
VK  Granules  for  Oral  Solution  come 
in  40-cc.  and  80-cc.  bottles.  When 
reconstituted,  each  5-cc.  teaspoonful 
represents  125  mg.  (200,000 
iinits)  of  potassium  penicillin  V 


in  tin%  easy4o-sivallow  Filmtahs®in  tasty,  cherry -flavored  Oral  Solution 


relieve  the  tension— and  control  its  G.i.  sequelae 


Pathibamate 

meprobamate  with  PATH  I LON®  tridihexethyl  chloride  Lederle 


for  relieving  tension  and  curbing  hyper  motility 
and  excessive  secretion  in  G.  i.  disorders 

PATH  I BAM  ATE  combines  two  highly  effective  and  well- 
tolerated  therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  — a tranquilizer  and  muscle- 
relaxant  widely  accepted  for  the  effective  management  of  tension 
and  anxiety 

PATHILON  (25  mg.)  — an  anticholinergic  long  noted  for  producing 
prompt  symptomatic  relief  through  peripheral,  atropine-like  action, 
yet  with  few  side  effects 


now  available... 

PA  THIBA  MA  TE-200  Tablets 

200  mg.  meprobamate  • 25  mg.  PATHILON 

for  more  flexible  control  of  G.  /.  trauma  and  tension 
smooth,  sugar-coated,  easy-to-swallow 

PATH  I BAM  ATE-400  and  PATH  I BAM  ATE-200  are  indicated  for 
duodenal  ulcer;  gastric  ulcer;  intestinal  colic;  spastic  and  irritable 
colon;  ileitis;  esophageal  spasm;  anxiety  neurosis  with  gastrointes- 
tinal symptoms  and  gastric  hypermotility. 

Supplied:  PATHIBAMATE-400  — Each  tablet  (yellow,  1/2-scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride  25  mg. 
PATH  I BAM  ATE- 200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  PATHIBAMATE-400  — 1 tablet  three  times  a day  at  mealtime 

and  2 tablets  at  bedtime. 

PATH  I BAM  ATE-200  — 1 or  2 tablets  three  times  a day  at 
mealtime  and  2 tablets  at  bedtime. 

Adjust  dosage  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction^  and  obstruction  of  the  urinary 
bladder  neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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ADVANCES  IN  DRUG  RESEARCH— 

(Continued  from  Pharmacy  Section  Page  507) 


tonin  and  norepinephrine  — determine  mood. 
Serotonin  equates  with  depression,  norepine- 
phrine with  central-nervous-system  excita- 
tion. Proper  balance  of  the  two  produces  a 
normal  emotional  state  in  which  a person’s 
mood  is  determined  by  life  situations  and  not 
be  chemical  dysfunction. 

Phenelzine  establishes  this  normal  situa- 
tion, Dr.  Arnow  reported.  It  acts,  he  wrote,  at 
least  in  part  by  inhibiting  the  activity  of  an 


enzyme  which  destroys  both  serotonin  and 
norepinephrine. 

Also,  Dr.  Arnow  suggested  that  probably 
there  was  an  additional  action  through  some 
other  mechanism.  As  yet  unpublished  animal 
experiments  show  that  amine  levels  in  the 
brain  rise  well  beyond  those  achieved  with 
complete  inhibition  of  the  destructive  enzyme 
when  dosage  is  increased. 


t the  instrument  - its 

A ready  to  use.  ne 

t!  . 

two  instruments- 

’l.'eque”  ' changmS 

™mbrUn""<*»‘,t''Xg 

,n  without  ov 

ps  last  longer. 


Knttery  replo*®"'®"'*  ' 
^ 8'  coiled  use  without 

for  coii  tips. 
....$60.00 

No.  745  . • 


KREISER  SURGICAL  Inc. 


Sioux  Falls,  S.  D. 

1220  S.  Minnesota 


Rapid  City,  S.  D. 

528  Kansas  City  St. 


BLACK  HILLS 
HEARS  PECK 
Dr.  M.  E.  Peck,  Denver, 
was  the  guest  speaker  at  the 
regular  Black  Hills  Medical 
Meeting  held  in  Sanator  on 
Oct.  13h.  He  spoke  on  “Peri- 
pheral Vascular  Disease.”  Dr. 
Raymond  Boyce  presided  at 
the  meeting  and  presented 
Executive  Secretary  Foster 
during  the  business  session. 

The  District  voted  to  make 
a loan  from  its  fund  to  the 
South  Dakota  Medical  Asso- 
ciation Building  Fund  the 
amount  to  be  determined  by 
the  executive  committee  at 
the  end  of  the  year. 

Three  new  members  were 
accepted  in  the  Black  Hills 
membership,  Parry  Nelson, 
M.D.,  Deadwood;  J.  A.  Cline, 
M.D.,  Rapid  City;  and  J.  Al- 
bert Zanks,  M.D.,  Rapid  City. 


THIRD  DISTRICT 
MEDICAL  MEETING 

The  Third  District  Medical 
Society  held  a District  meet- 
ing combined  with  a hunting 
session  for  members  and 
guests  on  October  18.  The 
meeting  was  held  at  the 
Sawnee  Hotel  in  Brookings, 
following  a social  gathering 
and  dinner.  Dr.  F.  H.  Austin, 
Lawton,  Oklahoma,  spoke  on 
“Leprosy  in  Hawaii”  which 
was  followed  by  a panel  dis- 
cussion on  another  subject. 


, rock-bottom 


buoy  up 
your  patients 
nutritionally 


olims 


for  peak-tiigti  vitamin  values  for  your  patients 


Each  capsule  contains: 

Thiamine 

Mononitrate  (B,)  15  mg. 

Riboflavin  (Bi)  10  mg. 

Nicotinamide  50  mg. 

Calcium  Pantothenate  10  mg. 
Pyridoxine 

Hydrochloride  (B*)  5 mg. 

Ascorbic  Acid 

(vitamin  C)  250  mg. 


A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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NEW 

'flavor-timed^' 
dual-action 
coronary  vasodilator 


for  ANGINA  PECTORIS 


ORAL  (tablet  swallowed  whole) 
for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and  sustained  relief 


Nitroglycerin 

-0.4  mg.  (1/150  grain)-acts  quickly 

Citrus  “flavor-timer” 

— signals  patient  when  to  swallow 

Pentaerythritol  tetranitrate 

-15  mg.  (1/4  grain) -prolongs  action 


For  continuing  prophylaxis  patient 
swallows  the  entire  Dilcoron  tablet 
on  an  empty  stomach. 

Bottles  of  100. 

Average  prophylactic  dose: 

1 tablet  four  times  daily 

(%  hour  before  meals  and  at  bedtime). 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 


lABORATORIiS 

NEW  YOPK  18.  N.  V 
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build  appetite 

with 

B complex 
vitamins 


prevent 

nutritional 

anemia 

with  ferric  pyrophosphate, 
a form  of  iron 
exceptionally 
well-tolerated 


f 

in  taste-tempting  j 

cherry  flavor  . ■ ; .l 

Average  dosage,  i teaspoonful  • : 

P 

(5  cc.)  contains;  | 

I-Lssine  HC!  .......  . 300  mg.  ' ' 

Vitamin  B12  Crystalline  ...  25  mcgm. 
TWamine  HCI  (Bi)  .....  lO.mg. 

1 

• Pyridoxine  HCI  (Be)  .....  5 mg. 

Ferric  Pyroptiosphate{So!ybte)  250  mg. 

Imn  (as  Ferric  Pyrophosphate)  30  mg. 

Sortsito!  ...........  3.5  Gm. 

Aicoho!  ..........  .75?? 

Bottles  of  4 and  16  fi.  02. 

. . 1 

promote 
protein  uptake 

with  the 

potentiating  effect 
■ of  1- Lysine  on 
low-grade 
protein  foods 


I 

I 


I 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


In  every  arthritic  state . . 


MAINTENANCE  THERAPY 
WITHOUT  STEROIDS 

IS  EUNDAMENTAL 


Sound,  conservative  therapy  with  salicylates  has  been  consistently  reaffirmed  as  basic, 
long-term  maintenance  therapy  in  the  arthritides. 

Buffered  Pabirin  provides  superior  maintenance  therapy.  It  epitomizes  fundamen- 
tal long-term  basic  therapy  since  it  can  be  given  month  after  month  without  serious 
complications  and  with  minimal  problems  to  patient  and  doctor  alike. 

Buffered  Pabirin  is  formulated  to  provide  high  and  sustained  salicylate  blood  levels. 
Each  tablet  consists  of  an  outer  layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid,  and  ascorbic  acid ; a core  of  acetylsalicylic  acid. 

In  the  stomach,  the  outer  layer  quickly  releases  the  buffer,  which  protects  against 
nausea,  dyspepsia  and  other  gastrointestinal  symptoms  so  frequently  encountered 
with  salicylates  alone.  The  core  of  Buffered  Pabirin  then  disintegrates  rapidly,  per- 
mitting rapid  absorption  of  the  acetylsalicylic  acid  for  faster  pain  relief. 


Each  tablet  contains: 

Acetylsalicylic  acid  (5  gr.) 300  mg. 

Para-aminobenzoic  acid  (5  gr.)....300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum  hydroxide  gel. ...100  mg. 

All  Buffered  Pabirin  is  sodium-  and 
potassium-free. 


References:  1.  Hart,  D.;  Bagnall,  A.  W.; 
Bunim,  J.  J.,  and  Policy,  F.  H.:  Ninth  Inter- 
national Congress  on  Rheumatic  Diseases. 
Toronto,  Ont.  (June  25)  1957.  2.  Report  of 
Joint  Committee,  Medical  Research  Council  & 
Nuffield  Foundation,  Treatment  of  Rheumatoid 
Arthritis,  British  Medical  Journal  (April  13) 
1957.  3.  Friend,  D.  G.:  New  England  J.  Med. 
257:278  (Aug.)  1957. 


Dosage;  Two  or  three  tablets 
3 or  4 times  daily. 


Buffered 


SMITH-DORSEY • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada  i ; 
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WE  ARE  A 


DISTRIBUTOR 


Potential... 

for  service  and  profit 

There  are  more  than  1,300,000  known  diabetics  in 
the  United  States.  Each  one  purchases  alcohol, 
cotton,  needles,  syringes,  vitamins,  and  associated 
diabetic  supplies  worth  approximately  $140  in 
volume  to  you  each  year. 

From  the  standpoint  of  service,  these  customers 
frequently  need  and  request  your  professional  ad- 
vice. From  the  standpoint  of  profit,  this  business 
is  worth  cultivating.  Don’t  lose  it  to  nondrug  outlets! 

Take  advantage  of  the  high  consumer  interest 
being  created  by  detection  drives  conducted  dur- 
ing Diabetes  Week,  November  15  through  21. 
Ask  our  salesman  to  help  you  establish  an  up-to- 
date  diabetic  department  from  which  diabetic  sup- 
plies can  be  merchandised  effectively. 

These  potential  sales  (and  profits)  are  yours  for 
the  asking. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


ANTITUSSIVE  . DECONGESTANT  • A N T I H I ST  A M I N I G 


CowhiMli  : * 

pUlM,  : 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


CacIi'tmApcmljul  (4ct.) 


BXEMPT  NARCOTIC 
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Now  —All  cold  symptoms 
can  be  controlled 


Controls  congestion 

with  Triaminic,^’^’®  the  leading  oral 

nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

ti  ve  analgetic^  and  excellent  antipyretic.^ 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess- 
ing “amply  demonstrated”  antitussive 
activity,**  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 


References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant.  N.  D. : E.E.N.T.  Monthly  37: 460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice.  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy.  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby.  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 

then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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WHENEVER  COUGH  THERAPY  IS  INDICATED 

I i 

Hycomincj 


THE 


SYRUP 

Rx  FOR  COUGH  CONTROL 


cough  sedative / antihistamine / expectorant 

• relieves  cough  and  associated  symptoms 

in  15-20  minutes  • effective  for  6 hours  or  longer 

• promotes  expectoration  o rarely  constipates 

• agreeably  cherry-flavored 

Each  teaspoonful  {5  cc.)  of  Hycomine  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  ) 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 


Literature 
on  request 


Supplied:  As  a pleasant-to-take  syrup.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 


ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


U.S.  Pat.  2.630.400 


Your  difficult  rheumatic  patient 


cm, 


through  effective  relief  and  rehabilitatior 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE’-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 
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i BONADOXIN 

( tablet  stops  morning  sickness 

\ (you  take  it  at  bedtime)3^ 

\ 


I 

I 

I 

I 

I 

I 

/ 

/ 


The  formula  tells  why  BONADOXIN  quickly  stops  nausea  and  vomiting  of 
pregnancy  in  9 out  of  10  cases.*  Each  tiny  BONADOXIN  tablet  contains: 
Meclizine  HCI  (25  mg.)  for  antinauseant  action  / Pyridoxine  HCI  (50  mg.)  for  metabolic  replacement 
More  than  60,000,000  tablets  prescribed  and  taken.  Toxicity  low,  tolerance 
excellent.  In  bottles  of  25  and  100.  Usual  dose : one  tablet  at  bedtime ; severe 
cases  may  require  another  on  arising.  See  PDR,  p.  779. 

BONADOXIN  also  effectively  relieves  nausea  and  vomiting  associated  with: 
anesthesia,  radiation  sickness,  Meniere’s  syndrome,  labyrinthitis,  cerebral 
arteriosclerosis  and  motion  sickness. 


After  Baby  Comes 

For  infant  colic,  try  antispas- 
modic  BONADOXIN  Drops... 
stop  colic  in  7 out  of  8 cases,* 

Each  cc.  contains; 

Meclizine  8.33  mg.  / Pyridoxine  16.67  mg. 
See  PDR,  p.  779. 

^Bibliography  available  on  request. 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’e  Well-Being 
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COUGH  promptly  curbed  by  homarylamine— non-narcotic  antitussive  with  the 
approximate  potency  of  codeine. 

INFECTION  combated  by  three  nonsystemic  antibiotics  — each  active  against 
common  mouth  and  throat  pathogens,  all  with  relatively  low  sensitization 
potentials. 

IRRITATION  soothed  by  benzocaine— a topical  anesthetic  that  promotes  pro- 
longed relief  of  inflamed  or  irritated  tissues. 

PENTAZETS  troches 

Homarylamine  • Bacitracin  • Tyrothricin  • Neomycin  • Benzocaine 

NEW  PINEAPPLE  FLAVOR  Overwhelmingly  selected  by  a taste  panel. 
Available  to  your  patients  on  your  prescription  only. 

DOSAGE:  Three  to  five  troches  daily  for  three  to  five  days. 

SUPPLIED:  Vials  of  12. 

^1^  MERCK  SHURP  A DOHME  DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 
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Chief  among  the  drawbacks  to  aspirin  usage  is 
gastric  intolerance.  This  ranges  from  mild  upset 
and  “heartburn”  to  severe  hemorrhagic  gas- 
tritis.’-’°  Studies  performed  in  conjunction  with 
gastrectomy^-^  and  gastroscopy^  have  shown 
insoluble  aspirin  particles  firmly  adherent  to 


the  gastric  mucosa  and  imbedded  between 
rugae.  Reactions  varying  from: mild  hyperemia 
to  erosive  gastritis  have  been  reported  to  occur/ 
in  the  areas  immediately  surrounding  these 
adherent  particles.^  'i-s  This  is  reported  to  be 
particularly  true  in  patients  with  peptic  ulcer.-* 


CALURIN  is  the  freely  soluble,  stable  calcium  aspirin  complex.  Its 
high  solubility  forestalls  gastric  irritation  or  damage 


Regular  aspirin  crystals  24  hours  Calurin  crystals  in  solution  one  min- 

after  being  mixed  into  water.  ute  after  being  mixed  into  water. 


CALURIN 


Particle-induced  ulceration  — section  through 
lesion  found  in  gastrectomy  specimen.  An  aspirin 
particle  was  found  firmly  imbedded  in  this  under- 
mined erosion.  Such  lesions  may  be  associated 
with  the  relative  insolubility  of  aspirin,  which 
remains  in  particulate  form  after  dispersion  in 
gastric  contents. 


Calurin,  being  freely  soluble,  is  promptly  avail- 
able for  absorption  into  the  systemic  circulation. 
Salicylate  blood  levels  in  12  subjects  receiving 
both  Calurin  and  plain  aspirin  were  found  to  rise 
more  than  twice  as  high  within  ten  minutes  fol- 
lowing Calurin.  Also,  these  levels  persisted 
higher  for  at  least  two  hours." 


CALURIN  is  the  aspirin  of  choice,  especially 
when  high-dosage,  long-term  therapy  is  indicated: 

1 High  solubility  forestalls  gastric  irritation  or  damage.  This  advantage 
is  of  special  importance  in  arthritis  and  other  conditions  requiring 
high-dosage,  long-term  therapy, 

2 Produces  high  salicylate  blood  levels  rapidly  for  prompt  analgesic, 
anti-pyretic,  anti-arthritic  effect. 

3 Sodium-free  — for  safer  long-term  therapy. 

4 Flavored:  can  be  chewed  or  dissolved  in  the  mouth  without  water  if 
desired— -an  advantage  for  patients  requiring  aspirin  administration 
during  the  night  and  for  pediatric  patients. 


Dosage:  Each  tablet  of  Calurin  is  equivalent  to  300 
mg.  (5  gr.)  of  acetylsalicylic  acid.  For  relief  of  pain 
and  fever  in  adult  patients,  the  usual  dose  of  Calurin 
is  1 to  3 tablets  every  4 hours,  as  needed;  in  arthritic 
states,  2 or  3 tablets  3 or  4 times  daily;  in  rheumatic 


fever,  3 to  5 tablets  4 or  5 times  daily.  For  children 
over  6 years,  the  usual  dose  is  1 tablet  every  4 hours; 
for  children  3 to  6 years,  Vz  tablet  every  4 hours,  as 
required.  Not  recommended  for  children  under  3. 


REFERENCES:  1.  Waterson,  A.  P.:  Aspirin  and  gastric  haemorrhage,  Brit.  M.  J.  2:1531,  1955.  2.  Douthw/aite,  A.  H.,  and  Lintott, 

G.  A.  M.:  Gastroscopic  observation  of  the  effect  of  aspirin  and  certain  other  substances  on  the  stomach.  Lancet  2:1222,  1938. 
3.  Editorial  Comments:  The  effect  of  acetylsalicylic  acid  (aspirin)  on  the  gastric  mucosa,  Canad.  M.  A.  J.  80:47,  1959.  4.  Muir, 
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THE  MONTH  IN  WASHINGTON 

(Continued  from  Page  30) 

Its  goals  would  include:  enlarging  the 
capacity  of  medical  schools  so  that  3,000  more 
doctors  could  be  graduated  each  year,  pro- 
viding more  hospital  and  nursing  home  beds, 
and  supplementing  hospital  facilities  with 
clinics,  day-care  centers  and  more  visiting 
nurses  to  care  for  patients  in  their  own 
homes. 

The  progress  of  medical  science  would  be 
furthered  by  continued  Federal  support  for 
basic  medical  research.  But  such  Federal  sup- 
port would  be  given  under  conditions  to  en- 
courage maximum  non-Federal  spending  on 
medical  research  and  to  prevent  “too  great  a 
diversion  ...  of  doctors  required  for  the 
equally  urgent  needs  of  teaching  and  medical 
practice.”  It  was  estimated  that  expenditure 
of  $1  billion  a year  — equally  divided  be- 
tween the  Federal  Government  and  non- 
Federal  sources  — would  be  required  by  1965. 

Other  recommendations  included;  vigorous 
Federal  support  of  preventive  health  pro- 
grams, and  expansion  and  greater  flexibility 
of  voluntary  health  insurance  programs. 

“A  free  people  and  a free  medical  profes- 
sion can  achieve  these  goals  with  the  wise 
support  of  government,  without  bureaucratic 
restrictions  or  interference  with  the  physi- 
cian-patient relationship  which  has  made 
American  health  services  a model  for  the  free 
world,”  the  Republican  Committee  stated. 

The  Committee  proposed  a five-point 
“partnership”  program;  1)  short-term  Federal 
aid  for  construction  of  medical  school  build- 
ings, 2)  changes  in  the  present  hospital  con- 
struction program  to  encourage  renovation 
and  repair  of  outmoded  hospitals,  3)  Federal 
guarantees  for  mortgages  to  finance  construc- 
tion of  private  nursing  homes  on  a basis  as- 
suring high  standards  of  quality  in  construc- 
tion and  operation,  4)  encouragement  of  con- 
struction of  diagnostic  and  outpatient  facil- 
ities in  rural  area  and  the  building  of  mental 
health  clinics,  and  5)  Federal  aid  to  cities  “in 
more  effective  planning  and  coordination  of 
health  services.” 
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drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


“Premarin’’ 

whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
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greater  antihypertensive  effect. ..fewer  side  effects 


HYDROPRES 

much  more  effective 
than  either  of  its 
components  alone 


• Effective  by  itself  in  a majority  of  patients.  Provides  smooth,  more  trouble-free 
management  of  hypertension. 

• Since  hydrodiuril  and  reserpine  potentiate  each  other,  the  required  dosage  of 
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The  extended  usefulness  of  TENTONE  is  readily  apparent 


TENTONE®  Methoxypromazine  Maleate  is  a new,  distinctive  phenothiazine . . . highly  active 
. . . for  general  use  in  mild  and  moderate  emotional  and  psychosomatic  disorders. 


TENTONE  elicits  a striking,  positive  calming  response^’^. . . with  marked  reduction  of 
psychic  disorientation,  and  low  risk  of  blood,  liver  or  other  organic  toxicity  and  intolerance.^'^ 

TENTONE  parallels  the  weaker  ataractics  in  low  incidence  of  side  effects.  Freedom  from 
induced  depression  is  apparently  even  greater.^ 

TENTONE  provides  a bioadly  adaptable  dosage  range  (30  to  500  mg.  daily)  to  permit 
maximum  control  in  cases  of  varying  severity. 

TENTONE  is  also  indicated  to  relieve  emotional  stress  in  surgical,  obstetric  and  other 
hospitalized  patients. 


\ Dosage:  Mild  to  moderate  — average  starting  dose,  one  10  mg.  or  one  25  mg.  tablet 
I three  or  four  times  daily.  Moderate  to  severe  — starting  dose,  one  50  mg.  tablet 

Ij  four  times  daily.  Supplied:  10  mg.,  25  mg.,  and  50  mg.  tablets. 
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DALLAS  RAPIDLY  BECOMING  LEADING 
CONVENTION  CENTER 


The  scene  of  the  American  Medical  Asso- 
ciation’s 13th  annual  clinical  session  Dec.  1-4 
will  be  Dallas,  Texas,  called  “Big  D”  by  its 
residents. 

Founded  in  1841,  metropolitan  Dallas  now 
has  a population  of  more  than  a million  per- 
sons, with  same  680,000  living  in  the  city 
itself. 

Geographically  situated  at  the  center  of 
the  miid-continent  oil  fields,  Dallas  is  head- 
quarters for  more  than  1,000  firms  in  the  oil 
production  and  allied  industries. 

Aircraft  production,  insurance,  finance  and 
banking,  electronics,  and  regional  wholesale 


distribution  are  the  city’s  other  leading  in- 
dustries. It  is  the  home  of  more  insurance 
companies  than  any  other  city  in  the  nation. 

Dallas  is  rapidly  becoming  a leading  con- 
vention center,  ranking  ninth  among  conven- 
tion cities  in  1958.  Its  new  Memorial  Auditor-  i 
ium  provides  110,000  square  feet  of  exhibit  < 
space  in  addition  to  its  other  facilities  for  ; 
meetings.  Dallas  has  over  200  hotels  and  I 
motels  with  some  16,000  rooms. 

Visitors  find  Dallas  a fashion  capital,  with 
its  wide  variety  of  fine  stores  that  satisfy 
every  taste  and  pocketbook.  The  city  has  also 
made  its  mark  in  the  field  of  women’s  wear 
manufacturing. 


CLEARWATER  BEACH,  FLA.  — 

Here's  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . . everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you’ll 
love  the 

LAGOON 

I APT.  MOTEL 

155  Gulf  way  Blvd.  South 

Clearwater  Beach,  Florida 


FREEi  Write  to  this  motel  for 
your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


Dallas  is  the  home  of  Southern  Methodist  ] 
University,  known  throughout  the  country  j 
for  its  law  and  engineering  courses,  theo- 
logical studies,  school  of  business  administra- 
tion, and  pre-medical  courses. 

The  Southwestern  Medical  College  of  the 
University  of  Texas,  Baylor  Dental  School, 
University  of  Dallas  and  Dallas  Theological 
Seminary  are  also  there.  It  has  gained  fame 
as  a medical  center  and  now  has  29  hospitals. 
The  Dallas  County  Medical  Society  has  more 
than  1,100  members  and  the  Dallas  County 
Dental  Society  more  than  400. 

The  park  systems  of  Dallas,  Highland  Park 
and  University  Park  include  more  than  100 
different  parks,  with  more  than  6,500  acres. 
They  are  enjoyable  throughout  the  year  be- 
cause of  the  Texas  climate.  Outdoor  activ- 
ities are  just  as  pleasant  in  mid-February  as 
in  August.  There  is  only  occasional  snow. 
Dallas  is  one  of  the  few  cities  in  the  South- 
west having  a zoo  in  which  most  of  the 
animals  are  displayed  in  native  surroundings. 

Dallas  has  a wide  variety  of  entertainment, 
with  some  70  theaters  and  many  nightclubs 
and  restaurants.  There  are  Mexican,  Swed- 
ish, Italian,  German,  Greek  and  Chinese 
restaurants. 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


why  should  the  urine 
be  tested for  sugar  in 
acute  cholecystitis? 


The  high  incidence  of  pancreatic  dis- 
ease associated  with  pathologic  con- 
ditions of  the  biliary  tract  indicates 
their  close  relationship.  The  appear- 
ance of  glycosuria  in  acute  cholecys- 
titis points  to  involvement  of  the 
pancreas  in  the  inflammatory  process. 

Source:  Refresher  Article: 

Biliary  Tract 
Diseases,  M.  Times 
55:1081,  1957. 


to  help  forewarn  of  pancreatic  involvement . . . 
and  for  reliable  urine-sugar  testing  at  any  time 

color-calibrated  CLINITESr 

Reagent  Tablets 

. . the  most  satisfactory  method  for  home  and  office  routine  testing ' 

GP  76:121  (Aug.)  1957. 

• STANDARDIZED  READINGS . . . familiar  blue-to-orange  spectrum 

• STANDARDIZED  “PLUS”  SYSTEM ...  covers  entire  clinical  range 

• STANDARDIZED  SENSITIVITY . . . avoids  insignificant  trace  reactions 

consistently  reliable  results 

day  after  day . . . 

test  after  test 
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- • ‘ severe  mental  and 


emotional 

stress 
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(J)  Smith  Kline  & French  Laboratories 
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PUBLISHED  MONTHLY  by:  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

■ ■ AND:..  ■ ■ 

^ , THE  SOUTH  DAKOTA  PHARMACEUTICAL  ASSOCIATION 


DECEMBER  ^ 1959 


(propionyl  erythromycin  ester,  Lilly) 
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: IL0S0NEM25  SUSPEN 
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deliciously  flavored 
decisively  effective 
exceptionally  safe 
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tough  doe  to  colds  or  alleigy 

AMBENYL  EXPECTORANT 

for  quick,  effective  relief 


•Antiallergic,  antispasmodic,  demulcent 
• Reduces  bronchial  spasm  and  congestion 
•Helps  thin  mucus  and  facilitate  expectoration 


Each  fluidounce  of  AMBENYL  EXPECTORANT 
contains; 

Ambodryl®  hydrochloride  (bromodiphen- 

hydrainine  hydrocliloride,  Parke-Davis)  24  mg. 
IfenadrvI  hydrocliloride  (diphenhydramine 
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Potassium  gnaiacolsulfonate S gr. 

Menthol  q.s. 

Alcohol  5% 
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Dosage:  Every  three  or  four  hours  — adults,  1 to  2 
teaspoonfuls;  children,  ^4  to  1 teaspoonful. 
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NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 

DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patieotst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 

Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

<=DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1958  Merck 
& Co.,  Inc. 

41^^  MERCK  SHARP  & DOHME 
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DEXAM  ETHASONE 

treats  more  patients 
more  effectively 


...Pat hi  bam  ate  z 

meprobamate  with  PATHILON®  tridihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 


PATHIBAMATE  combines  two  highly  effective  and  we  1 1 -tolerated 
therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)  — anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer;  in- 
testinal colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm;  anxiety 
neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 

Because  of  individual  variation  in  the  intensity  of  stimuli  in  gastrointestinal 
disorders,  adequate  dosage  for  optimum  control  may  be  expected  to  vary  as 
well.  The  dosage  strengths  of  PATHIBAMATE-400  and  PATHIBAMATE-200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.l.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplied:  PATHIBAMATE-400- Each  tablet  (yellow,  1/2-scored)  contains 
meprobamate,  400  mg,;  PATHILON  tridihexethyl  chloride,  25  mg. 
PAT  H I BAM  ATE- 200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  PATHIBAMATE-400 -1  tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PAT  H I B A M AT  E-200  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pylorlc  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


6 


S.D.J.O.M.  DECEMBER  1959  - ADV. 


QUALITY  PRODUCTS 
^ 

^^5riGE  ^ 


WE  ARE  A 


DISTRIBUTOR 


first  things  first 


Although  we  have  an  enviable  reputa- 
tion for  maintaining  an  extraordinary 
selection  of  fine  gift  items  and  for  mak- 
ing shipments  promptly,  we  also  are 
not  unmindful  of  the  importance  of 
your  prescription  department  . . . your 
constant  endeavor  to  serve  the  health 
needs  of  your  community.  Just  as  pre- 
scription service  comes  first  in  your 
store,  pharmaceutical  service  comes 
first  in  our  operation. 

Regardless  of  the  season,  our  stocks 
of  LUly  pharmaceutical,  biological,  and 
antibiotic  products,  as  well  as  other 
prescription  items,  are  adequate  to 
every  demand.  For  quick,  complete 
service  during  the  holiday. season,  send 
your  orders  to  us. 

BROWN  DRUG  COMPANY 

Sioux  Falls,  South  Dakota 


ANTITUSSIVE  . 0 E C 0 N 0f  STAIIT  • ANTI  H ISTAillf  1C 


SukjtmpOM^  (4cc.)  ; 


EXEMPT  NARCOTIC 
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.iinake 

tliem 

measure  up 


lucremiu* 


with  iron 


Lysine-Vitamins  Lederle 

help  restore  the  normal  blood  picture-iron  as  ferric 
pyrophosphate  to  restore  or  maintain  normal  hemoglobin 

boost  appetite  and  energy-vitamins . . . Bi,  Be  and  B12. 

upgrade  low-grade  protein— cereals  and  other  low 
protein  favorites  of  children,  upgraded  by  1-Lysine, 
work  with  meat  and  other  top  protein  to  build 
stronger  bodies. 


tastes  goodl  Each  daily  cherry- 

flavored  teaspoonful  dose  (5  cc.)  contains: 


1-Lysine  HCI  300  mg. 

Vitamin  6,2  Crystalline 25  mcgm. 

Thiamine  HCI  (B,) 10  mg. 

Pyridoxine  HCI  (Be)  5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol  3.5  Cm. 

Alcohol  0.75% 


Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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AN 

AMES 

CLINiaOiOK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  PREVALENT 
ARE  MULTIPLE 
GALLBLADDER 
ANOMALIES? 


One  hundred  and  twenty-two  cases 
of  vesica  fellea  divisa  (bilobed  gall- 
bladder) and  vesica  fellea  duplex 
(double  gallbladder  with  2 cystic 
ducts)  are  reported  in  the  literature. 
A unique  case  of  vesica  fellea  tri- 
plex has  recently  been  described. 

Source:  Skilboe,  B.:  Am.  J.  Clin.  Path. 
30:252,  1958. 


in  medical 
management 
and  postoperative 
care  of  biliary 
disorders... 


"effective”  hydrocholeresis  . . . 

DECHOLIN 

(dehydrocholic  acid.  Ames) 

“. . . dehydrocholic  acid . . . does  con- 
siderably increase  the  volume  out- 
put of  a bile  of  relatively  high  water 
content  and  low  viscosity.  This  drug 
is  therefore  a good  ‘flusher,’  and  is 
effectively  used  in  treating  both  the 
chronic  unoperated  patient  and  the 
patient  who  has  a T-tube  drainage 
of  an  infected  common  bile  duct.”’ 

free-flowing  bile 

plus  reliable  spasinolysis 

DECHOLINl. 

BELLADONNA 

“. ..DECHOLiN/Belladonna  in  a dos- 
age of  one  tablet  t.i.d.  for  a period 
of  two  to  three  months  may  prove 
helpful  in  relieving  postoperative 
symptoms,  aiding  the  digestion,  and 
facilitating  elimination.”- 

(1)  Beckman,  H.:  Drugs: 

Their  Nature,  Action  and  Use, 

Philadelphia,  W.  B.  Saunders  Company 
1958,  p.  425. 

(2)  Biliary  Tract  Diseases, 

M.  Times  ^5:1081,  1957. 


AMES 

COMPANY,  INC 
Elkbort  • Indiono 
Toronto  • Conodo 


64659 


10 


S.DJ.O.M.  DECEMBER  1959  - ADV, 


If  she  needs  nutritional  support ...  she  deserves 

OEVRAr. 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  VITAMlNS-ll  MINERALS 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 
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A few  suggestions  to  help  the  diet  ft  your  patient’s 
personal  preferences  and  way  of  life 


The  Diabetic  Diet 


—and  a glass 
of  beer,  with 
your  consent, 
for  a morale- 
booster 


A measured  diet  is  vital.  Portions  should  be 
served  in  dishes  that  fit  the  serving.  A small 
portion  on  a large  plate  is  not  a happy  prospect. 
A food  exchange  list  provides  variations  in  diet. 
Insulin  demands  food  with  the  urgency  and 
regularity  of  an  alarm  clock. 

If  dinner  is  late,  suggest  a light  snack  at  the 
usual  mealtime  with  corresponding  caloric  re- 
duction in  the  delayed  meal.  Hard  candies  do 


well  as  a precaution  against  insulin  reaction. 
Plan  low  calorie  wafers  when  others  nibble 
canapes  or  chocolates.  Above  all,  give  your 
patient  a variety  of  his  food  preferences. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  instructions. 

*Carbohydrate  9.4  Gm;  Protein  0.8  Gm;  Calories  104/8  oz. 
(Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — Americans  Beverage  of  Moderation 


If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17 , N.  Y. 


SEVERITY  01 

he  extended  usefulness  of  TENTONE  is  readily  apparent  ! 


TENTONE®  Methoxyproinazine  Mnleate  is  a new,  distinctive  phenothiazine . . . highly  active 
. . . for  general  use  in  mild  and  moderate  emotional  and  psychosomatic  disorders. 

TENTONE  elicits  a striking,  positive  calming  response^’^. . . with  marked  reduction  of 
psychic  disorientation,  and  lotv  risk  of  blood,  liver  or  other  organic  toxicity  and  intolerance. 

TENTONE  parallels  the  weaker  ataractics  in  low  incidence  of  side  effects.  Ereedom  from 
induced  depression  is  apparently  even  greater.^ 

TENTONE  provides  a broadly  adaptable  dosage  range  (30  to  500  mg.  daily)  to  permit 
maximum  control  in  cases  of  varying  severity. 

TENTONE  is  also  indicated  to  relieve  emotional  stress  in  surgical,  obstetric  and  other 
hospitalized  patients. 


CONDITION 


Dosage:  Mild  to  moderate  — average  starting  dose,  one  10  mg.  or  one  25  mg.  tablet 
three  or  four  times  daily.  Moderate  to  severe  — average  starting  dose,  one  50  mg.  tablet 
four  times  daily.  Supplied:  10  mg.,  25  mg.,  and  50  mg.  tablets. 

1.  Bodi,  T..  and  Lew.  H.:  Clinical  report,  cited  with  permission.  2.  tVetzler.  R.  A.,  and  Phillips,  R.  M.:  Clinical 
report,  cited  trith  permission.  3.  Prigot.  A.:  Clinical  report,  cited  with  permission.  4.  Gosline.  E.,  et  al.:  Am.  J.  Psychiat. 
115:939  (April)  1959.  5.  Tiirvey,  S.  E.  C.:  Clinical  report,  cited  tvith  permission. 
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Lifts  depression.. 


An  emotionaliy  baianced  patient 

Thanks  to  your  treatment  and  the  help  of 
Deprol,  her  depression  is  relieved  and  her  anxi- 
ety and  tension  calmed.  She  eats  well,  sleeps 
well,  and  can  return  to  her  normal  activities. 


as  it  calms  anxiety ! 

Deprol  helps  balance  the  mood 
by  lifting  depression  as  it 
calms  related  anxiety 


No  seesaw”  effect  0/  amphetamine^ 
barbiturates  and  energizers 

While  amphetamines  and  energizers  may  stimu- 
' late  the  patient — they  often  aggravate  anxiety  and 
1 tension.  And  although  amphetamine-barbiturate 

combinations  may  counteract  excessive  stimu- 
lation— they  often  deepen  depression. 

't 

In  contrast  to  such  “seesaw”  effects,  Deprol 
lifts  depression  as  it  calms  anxiety — both  at  the 
same  time. 

' Safer  choice  of  medication  than 

untested  drugs 

Deprol  does  not  produce  hypotension,  liver  dam- 
age, psychotic  reactions  or  changes  in  sexual 
function. 

i 

BIBLIOGRAPHY;  1.  Alexander,  L.t  Chemotherapy  of  depression — Use 
of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  ^:1019.  March  1,  1958.  2.  Bateman,  J.  C.  and 
Carlton,  H.  N.:  Deprol  as  adjunctive  therapy  for  patients  with  advanced 
cancer.  Antibiotic  Med.  & Clin.  Therapy.  In  press,  1959.  3.  Bell,  J.  L.,  Tauber, 

H.,  Santy,  A.  and  Pulito,  F.:  Treatment  of  depressive  states  in  office  practice. 

; Dis.  Nerv.  System  ,^:263,  June  1959.  4.  McClure,  C.  W.,  Papas,  P.  N., 

j Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J.,  Konefal,  S.  H.,  Henken,  B.  S., 

Wood,  C.  A.  and  Ceresia,  G.  B.r  Treatment  of  depression — New  technics  and 
therapy.  Am.  Pract.  & Digest  Treat.  In  press,  1959.  5.  Pennington,  V.  M.: 
Meprobamate-benactyzine  (Deprol)  In  the  treatment  of  chronic  brain  syndrome, 
schizophrenia  and  senility.  J.  Am.  Geriatrics  Soc.2.'656,  Aug.  1959.  6.  Rickels, 

K.  and  Ewing,  J.  H.:  Deprol  in  depressive  conditions.  Dis.  Nerv.  System  20:364, 

(Section  One),  Aug.  1959.  7.  Ruchwarger.  A.:  Use  of  Deprol  (meprobamate 
:!  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression, 

j M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  8.  Settel,  E.i  Treatment 

> of  depression  in  the  elderly  with  a meprobamate-benactyzine  hydrochloride 

k combination.  Antibiotic  Med.  & Clin.  Therapy.  In  press,  1959- 

Depror 

DOSAGE:  Usual  starting  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
COMPOSITION:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
SUPPLIED:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 


LIFTS  DEPRESSION 


CALMS  ANXIETY 


AMPHETAM INES 
AND  ENERGIZERS 
may  stimulate  the 
patient,  but  often 
increase  anxiety  and 
tension. 


AMPH  ETAM  I N E- 
BAR  B ITU  RATE 
combinations  may 
control  overstimula- 
tion but  may  deepen 
depression. 


^/WALLACE  LABORATORIES  J New  Brunswick,  N.  J. 

CD«1S4 
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The  1960  Blue  Shield  Professional  Relations 
Conference  will  be  held  from  February  1-3 
j at  the  Drake  Hotel  in  Chicago,  according  to 

an  announcement  made  today  by  Dr.  Russell 
B.  Carson,  Chairman  of  the  Professional  Re- 
lations Committee  of  the  National  Associa- 
tion of  Blue  Shield  Plans. 

II  A record  attendance  is  anticipated  for  this 

||  10th  annual  program,  which  brings  together 

representatives  of  the  medical  profession  and 
Blue  Shield  Plans  for  the  specific  purpose  of 
discussing  relationships  between  the  Plans 
and  physicians. 

The  1960  conference  theme  is  “Facing  the 
Facts — in  the  Future  of  Blue  Shield.”  Among 
the  subjects  to  be  discussed  by  recognized 
leaders  in  American  medicine  and  Blue 
Shield  are:  “The  Federal  Legislative  Climate 
and  the  Future  of  Voluntary  Health  Care 
Programs,”  “Blue  Shield  Coverage  for  the 
Aged,”  “Public  Opinion  and  Its  Application 
in  Shaping  Future  Developments  in  Blue 
Shield,”  and  “How  Business  Management 
Judges  Health  Care  Coverage  in  Relation  to 
Present  Needs  and  Future  Developments.” 


INOUNCING 

HERING’S 

NEW 

Y0GESIG’‘ 


CARISOPRODOL 


’^MYOGESIC 


muscle 

relaxant 


— analgesic 


jf" 


^ 

in  very  special  cases 


a very  superior  bf^iandy.., 

MlllifESST 


1 


COGNAC  BRANDY 


-EASES  M 
SPASM  & PAIN 

SPRAINS,  STRAINS 
LOW  BACK  PAINS 
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HOW  KENT  BLAZED  THE  TRAIL 
TO  LOW  TAR 

AND  NICOTINE  CONTENT 


A major  independent  research  foundation, 
under  Lorillard  sponsorship,  determined  that 
the  average  puff  of  cigarette  smoke  contains 
over  12  billion  semi-solid  particles.  Further 
research  revealed  that  inhaled  smoke  from 
ordinary  cigarettes  has  a predomi- 
nant proportion  of  particles,  from 
0.1  to  1 micron  in  diameter, 
averaging  0.6  micron. 

Ordinary  filter  fibers  are  so 
large  that  they  create  spaces 
through  which  the  small  semi- 
solid smoke  particle  can  easily 
pass.  However,  in  the  extraor- 
dinary Kent  filter,  the  fibers  are 
mechanically  manipulated  in 
such  a manner  as  to  create  a mul- 
titude of  baffles  and  extremely 
tortuous  passageways  for  the 
smoke.  This  is  the  “Micronite” 

Filter. 

Lorillard  pioneered  research 
into  filtration — creating  a filter 
of  extraordinary  ability  to  de- 


crease smoke  solids.  So  — from  the  very 
start — Kent  blazed  the  trail  to  the  lowest 
level  of  tars  and  nicotine  among  all  leading 
brands.  And  today,  tars  and  nicotine  are 
at  the  lowest  level  in  Kent’s  history. 

This  Kent  achievement  in  the 
field  of  filtration  was  done  with- 
out sacrifice  of  rich  tobacco  fla- 
vor. Kent  uses  only  100  % natural 
tobaccos — the  finest  in  the  world 
today — to  give  you  real  tobacco 
taste.  Kent  satisfies  your  appe- 
tite for  a real  good  smoke. 


If  you  would  like  the  booklet,  for 
your  own  use,  "The  Story  of 
Kent,"  write  to;  P.  Lorillard 
Company,  Research  Depart- 
ment, 200  East  42nd  Street, 
New  York  17,  N.  Y. 


© 1959,  P.  Lorillard  Co. 


KENT  FILTERS  BEST 

for  the  flavor  you  like 


A Product  of  P.  Lorillard  Company— First  with  the  finest  cigarettes  — through  Lorillard  Research! 
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“When  the  journey  from  means  to  end  is 
not  too  long,  the  means  themselves  are  en- 
joyed if  the  end  is  ardently  desired.  A boy 
will  toil  uphill  with  a toboggan  for  the  sake 
of  the  few  brief  moments  of  bliss  during  the 
descent;  no  one  has  to  urge  him  to  be  indus- 
trious, and  however  he  may  puff  and  pant, 
he  is  still  happy.  But  if  instead  of  the  im- 
mediate reward  you  promised  him  an  old- 
age  pension  at  70,  his  energy  would  very 
quickly  flag.” 

— Bertrand  Russell, 

British  philosopher  and  author 
^ ^ 

“Better  medical  care  is  more  certain  to  re- 
sult from  the  normal  incentives  of  free  society 
than  government  regimentation  and  compul- 
sion.” 

— Rep.  Bruce  Alger  (R.,  Texas), 

member.  House  Ways  & Means  Committee 

❖ ❖ ^ 

“True,  new  and  better  insurance  plans  need 
to  be  developed,  not  nullified  and  killed  by 
federal  compulsory  insurance,  alongside 
which  no  private  plan  could  survive.” 

— Rep.  Bruce  Alger  (R.,  Texas). 

member.  House  Ways  & Means  Committee 


“Everyone  has  his  own  ideas  on  what  con- 
stitutes human  needs.  They  are  certainly 
many,  and  vary  from  individual  to  individual. 
However,  two  basic  needs  are:  (1)  a pleasant 
place  to  live,  and  (2)  something  to  do.  These 
needs  are  those  of  all  age  groups,  young  and 
old  alike.  Take  away  one  or  both  of  them 
and  you  remove  a cornerstone  from  a sound, 
sturdy  human  structure.” 

— Louis  M.  Orr,  M.D. 

“Our  concern  should  be  more  than  just  a 
charitable  willingness  to  help  people.  We 
must  bring  about  a change  in  America’s  at- 
titude towards  old  people.” 

— Louis  M.  Orr,  M.D. 

* * 

“No  previous  civilization  has  ever  enjoyed 
such  a maturing,  healthy  population.  How 
wonderful  an  asset  if  properly  used!  How 
tragic  a liability  if  abused!” 

— Bernard  Baruch 

H:  ❖ ❖ 

“The  major  scourges  of  the  aging  man  are 
largely  the  result  of  faulty  diet,  flabby  bodies 
from  poor  hygiene,  excessive  fatigue,  and 
aimless  living.” 

— Edward  L.  Bortz,  M.D. 


If  he  needs  nutritional  support . . . 


he  deserves 

GEVRAt 

Vitamin-Mineral  Supplement  Lederle 

CAPSULES-14  ViTAMINS-ll  MINERALS 


LEDERLE  LABORATORIES,  a Division  of 

AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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when  upper 
respiratory  congestion 

is  complicated 
by  bacterial  invaders 


TRISULFAMINIC  provides  logical  therapy 

• for  the  patient  ill  with  congestion  and  infection  of  the  upper  respira- 
tory tract,  as  in  purulent  rhinitis,  sinusitis,  tonsillitis  and  otitis 
media,  when  caused  by  sulfa-susceptible  bacteria ; 

• because  secondary  invasion  by  such  bacteria  so  frequently  follows 
the  common  cold.^ 


the  reasons  for  combining  Triaminic  with  tripie  suifas 


Triaminic  and  triple  sulfas  are  not  only 
pharmacologically  compatible,  they  are  a 
therapeutically  logical  combination  for 
upper  respiratory  infections : Triaminic  for 
effective  decongestant  relief  from  rhinitis, 
rhinorrhea  and  sinusitis;-  triple  sulfas  for 
■well-established  antibacterial  action. 


The  advantages  of  Trisulfaminic  in  upper 
respiratory  infections  include:  proved 
effectiveness;  safety;  economy;  ease  of  ad- 
ministration; less  likelihood  of  sensitivity 
reactions  compatibility  with  antibiotics 
and  other  antibacterial  therapy.  Provided 
also  as  Suspension  for  additional  convenience. 


Trisulfaminic* 

TRIAMINIC  WITH  TRIPLE  SULFAS 


Available  as  TABLETS  and  SUSPENSION 

Each  easy-to-swallow  Trisulfaminic  Tablet 
or  5 ml.  teaspoonful  of  Suspension  provides: 


Triaminic®  25  mg. 

(phenylpropanolamine  HCl  12.5  mg. 

pheniramine  maleate  6.25  mg. 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P 0.5  Gm. 


Dosage: 

Adults— 2 to  4 tablets  or  tsp.  ini- 
tially, followed  by  2 tablets  or  tsp. 
every  4 to  6 hours  until  the  patient 
has  been  afebrile  3 days.  Children 
8 to  12  — 2 tablets  or  tsp.  initially, 
followed  by  1 tablet  or  tsp.  every 
6 hours.  Children  under  5 — dosage 
according  to  weight. 


The  palatability,  convenience  and  effectiveness  of  the  Suspension  make  it  especially  suitable 
for  children  and  for  those  older  patients  who  prefer  liquid  medication. 

References:  1.  Cecil,  R.  L.,  etal.:  J.A.M.A.  124:8  (Jan.  1)  1944.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly 
37:460  (July)  1958.  3.  Beckman,  H.:  Drugs,  Their  Nature,  Action  & Use,  Saunders,  Philadelphia, 
1958,  p.  527. 
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Can  antacid  therapy 
be  made  more  effective 
and  more  pleasam 


T 


THE  MOST  SIGNIFICANT  IMPROVEMENT  IN 
ANTACID  THERAPY  SINCE  THE  INTRODUCTIOl 
OF  ALUMINUM  HYDROXIDE  IN  1929 


Each  Creamalin  Antacid  Tablet  contains  320  mg.  specially  processed,  highly  reactive,  short  p 
mer  dried  aluminum  hydroxide  gel,  (stabilized  with  hexitol),  with  75  mg.  magnesium  hydrox 


1.  Neutralizes  acid  faster  (quicker  relief) 

2.  Neutralizes  more  acid  (greater  relief) 

3.  Neutralizes  acid  longer  {more  lasting  relief) 

4.  No  constipation  • No  acid  rebound  ® 
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0,  new  high  in  effectiveness 
^nd  palatability 
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HEXITOL 


CREAMALIN  NEUTRALIZES  MORE  ACID  FASTER 

Quicker  Relief  • Greater  Relief 


CREAMALIN  NEUTRALIZES  MORE  ACID  LONOER 

More  Lasting  Relief 

Duration  of  action  at  pH  from  3 to  5* 

(per  gram  of  active  ingredients) 
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£ Tablets  were  powdered  and  suspended  In  distilled  water  in  a constant  temperature 
container  (37°C)  equipped  with  mechanical  stirrer  and  pH  electrodes.  Hydrochloric 
acid  was  added  as  needed  to  maintain  pH  at  3.5.  Volume  of  acid  required  was 
V recorded  at  frequent  intervals  for  one  hour. 


•Hinkei,  E.  T.,  Jr.,  Fisher,  M.  P.  and  Tainter,  M.  L.;  A new  highly  reactive  aluminum 
hydroxide  complex  for  gastric  hyperacidity.  To  be  published. 

“pH  stayed  below  3. 


No  chalky  taste.  New  Creamalin  tablets 
are  not  chalky,  gritty,  rough  or  dry.  They 
are  highly  palatable,  soft,  smooth,  easy  to 
chew,  mint  flavored. 

. NO  ACID  REBOUND  . NO  CONSTIPATION 
. NO  SYSTEMIC  EFFECT 

Adult  Dosage:  Gastric  hyperacidity:  2 to  4 tablets 
as  necessary.  Peptic  ulcer  or  gastritis:  2 to  4 tablets 
every  two  to  four  hours.  Tablets  may  be  chewed, 
swallowed  with  water  or  milk,  or  allowed  to  dis- 
solve in  the  mouth. 

Supplied:  Bottles  of  50,  100,  200  and  1000. 

LABORATORIES  • NEW  YORK  18,  NEW  YORK 
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Tetracycline-Triple  Sulfa  Combination  (TETREX®  c T/S) 
in  the  Treatment  of  INFECTION 


It  is  generally  agreed  that  it  is  ideal  to  withhold 
antibiotic  and  chemotherapeutic  drugs  until 
after  sensitivity  tests  show  which  antibacterial 
agent  will  be  most  effective.  But  very  often,  in 
actual  practice,  the  physician  knows  that  delay 
in  starting  antibacterial  treatment  may  be  detri- 
mental to  the  welfare  of  his  patient.  He  must 
then  select  the  therapy  to  meet  the  most  serious 
and  immediate  threats  to  the  patient. 

Why  Combination  Therapy? 

Certain  infections  do  not  respond  as  well  to  a 
single  agent  as  to  a combination.  Hemophilus 
influenzae  infections,  which  are  frequent  in 
children,  are  a particularly  serious  threat  to 
infants  and  children  up  to  about  3 or  4 years  of 
age  since  they  have  not  yet  built  up  any  appre- 
ciable immunity.  Serious  complications  such  as 
influenzal  pneumonia,  empyema,  or  meningitis 
may  develop,  especially  in  this  age  group.  In 
fact,  except  for  those  periods  when  meningo- 
coccal meningitis  is  epidemic,  H.  influenzae  is 
the  most  frequent  cause  of  meningitis.'  This 
gram-negative  organism  is  highly  susceptible 
both  to  the  tetracyclines  and  to  the  sulfonamides. 
Even  in  severe  infections,  therapeutic  failure 
can  be  virtually  eliminated  by  giving  sulfona- 
mides plus  tetracycline.'  These  two  agents 
together  constitute  the  treatment  of  choice,  and 
give  better  results  than  either  alone.^ 

Sulfonamides  remain  the  drugs  of  choice  for 
all  meningococcal  infections,  including  menin- 
gitis. They  readily  penetrate  the  blood-brain 
barrier  and  pass  into  the  cerebrospinal  fluid  in 
good  concentrations.^  In  treating  overwhelm- 
ing meningococcal  infections,  and  complicating 
infections  of  the  upper  respiratory  tract  caused 
by  other  organisms,  the  addition  of  tetracycline 
to  sulfas  can  be  valuable.^ 

In  recent  years  the  sulfonamides  have  again 
been  prescribed  more  and  more  frequently.  In 
certain  serious  infections,  better  results  can  be 
obtained  with  a combination  of  antibiotic  and 
sulfonamide  than  with  either  drug  alone  (e.g., 
severe  pneumococcal  pneumonia  or  pneumo- 
coccal meningitis®) . Furthermore,  mixed  infec- 
tions, to  which  young  children  are  particularly 
susceptible,  often  respond  only  to  combination 
therapy  such  as  tetracycline  with  sulfonamides 
(TETREX  "ct/s). 

IF/iy  Triple  Sulfas? 

Some  sulfonamides,  though  therapeutically  use- 
ful, frequently  crystallize  and  cause  renal  dam- 


age. Sulfonamide  mixtures  are  designed  to 
prevent  this  effect.  It  is  known  that  different 
substances  can  coexist  in  solution  without  inter- 
fering with  each  other’s  solubility.  In  such  a 
solution  each  component  behaves  as  if  it  alone 
were  present.  Thus,  a much  larger  total  amount 
of  sulfonamide  can  exist  in  the  urine  without 
precipitating  if  a mixture  is  administered  than 
if  the  same  amount  of  only  one  compound  is 
given. 

Similarly,  there  is  less  danger  of  hypersensi- 
tivity with  mixtures.  The  incidence  of  sensitiza- 
tion varies  directly  with  the  dosage  and  is 
limited  to  the  particular  sulfa  given.  Simul- 
taneous use  of  several  sulfa  compounds,  each  in 
partial  dosage,  tends  to  keep  each  drug  below 
its  own  sensitization  level.^  As  with  all  sul- 
fonamides, it  is  advisable  to  check  for  possible 
blood  dyscrasias,  rash,  or  renal  toxicity  during 
extended  administration. 

TETREX  c"  t/ s,  by  combining  only  167  mg. 
each  of  sulfadiazine,  sulfamerazine,  and  sulfa- 
methazine, practically  eliminates  serious  renal 
damage  and  sensitization  reactions  due  to  sul- 
fonamides while  retaining  the  therapeutic  effi- 
cacy of  the  total  dose. 

TETREX  Ft/s  can  be  administered  with  con- 
fidence in  all  severe  and  mixed  infections  due 
to  tetracycline-sensitive  and  sulfonamide-sensi- 
tive organisms,  including  infections  of  the  upper 
respiratory,  urinary,  and  gastrointestinal  tracts. 

References  : 1.  Alexander,  H.  E.  : The  hemophilus  group.  In  : Dubois, 
K.  J.  : Bacterial  and  Mycotic  Infections  of  Man.  Ed.  3,  Philadelphia, 
J.  B.  Lippincott  Co.,  1938,  p.  470fF.  2.  Goodman,  L.  S.,  and  Gilman, 
A.  : The  Pharmacological  Basis  of  Therapeutics.  Ed.  2,  New  York, 
The  Macmillan  Co.,  1956,  pp.  1322-1323.  3.  Beckman,  H.  : Drugs  — 
Their  Nature,  Action,  and  Use.  Philadelphia,  W.  B.  Saunders  Co., 
1958,  pp.  527*528.  4.  Dingle,  J.  H.  : Meningococcal  infections.  In: 
Cecil,  R.  L.,  and  Loeb,  R.  F.  : A Textbook  of  Medicine.  Ed.  9, 
Philadelphia,  W.  B.  Saunders  Co.,  1955,  p.  196ff.  5.  Goodman,  L.  S., 
and  Gilman,  A.  : The  Pharmacological  Basis  of  Therapeutics.  Ed.  2, 
New  York,  The  Macmillan  Co.,  1956,  p.  1308. 


TETREX®  c T/S 

Antibiotic-triple  sulfa  combination  in  a palat- 
able, cherry-flavored  syrup. 

Each  5 ml.  teaspoonful  contains: 

Tetracycline  (ammonium  polyphos- 
phate buffered  equivalent  to 


tetracycline  HCl  activity) 125  mg. 

Sulfadiazine  167  mg. 

Sulfamerazine  167  mg. 

Sulfamethazine 167  mg. 


This  suspension  may  be  stored  at  normal 
room  temperature. 


BRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 
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clears  the  tineas 
from  head  to  toe- 

orally 


In  tinea  capitis 


Before  Fulvicin:  Tinea  capitis  (Microsporum 
audouini)  in  a 7-year-old  boy. 

Lesions  clear,  cultures  become  negative  in 


After  Fulvicin:  Normal,  new  hair  growth  after  6 
weeks  of  oral  therapy. 

Photos  courtesy  of  M.  M.  Nierman,  M.D.»  Calumet  City»  111. 


tinea  corporis:  4 to  5 weeks’  onychomycosis : 4 to  6 months’ 

tinea  cruris:  4 to  6 weeks’  tinea  pedis:  6 to  8 weeks’ 


first  oral  fungistat  to  penetrate  keratin  from  the  inside . . . acts  to  check  invading  ring- 
worm fungi  (Microsporum,  Trichophyton,  Epidermophy ton)... usually  well  tolerated, 
side  effects  rare  in  therapeutic  doses. 

For  complete  information  about  dosage,  indications  and  precautions  consult  Schering 
Statement  of  Directions. 

Packaging:  Fulvicin  Tablets,  250  mg.,  bottles  of  30  and  100. 

1.  Robinson,  H.  M.,  Jr.,  et  al.:  Griseofulvin,  Clinical  and  Experimental  Studies,  A.M.A.  Arch. 
Dermat.,  in  press. 


SCHERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 
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deliciously  flavored  • decisively  effective 

Formula: 

Each  5-cc.  teaspoonful  provides  Ilosone  Lauryl  Sulfate  equivalent 
to  125  mg.  erythromycin  base  activity. 

Usual  Dosage: 

10  to  25  pounds  5 mg.  per  pound  of  body  weight  I every 
25  to  50  pounds  1 teaspoonful  > six 

Over  50  pounds  2 teaspoonfuls  / hours 

In  more  severe  infections,  these  dosages  may  be  doubled. 

Supplied  : 

In  bottles  of  60  cc. 

Ilosone®  (propionyl  erythromycin  ester,  Lilly) 

Ilosone®  Lauryl  Sulfate  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 


NEW 

ILOSONE^  125 

Lauryl  Sulfate 

SUSPENSION 


EUl  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

932702 
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CRUSH  INJURIES 
OF  THE  CHEST 

J.  J.  Feehan,  M.D. 
Rapid  Ciiy,  South  Dakota 


Crush  injuries  of  the  chest  are  probably  the 
most  distressing  problems  encountered  in  the 
general  surgical  practice.  In  this  day  of  more 
powerful  automobiles  and  faster  speeds  the 
steering  wheel  injury  to  the  chest  is  becom- 
ing a more  common  occurrence.  This  is  true 
in  spite  of  the  safety  campaigns  and  safety 
devices  added  to  the  modern  automobile.  It 
is  estimated  that  25%  of  all  deaths  from 
automobile  accidents  are  due  to  crush  in- 
juries of  the  chest.  It  is  also  estimated  that 
less  than  1 of  4 of  these  injuries  survive.  It 
was  my  experience,  prior  to  the  start  of  this 
present  series,  that  almost  all  combination 
chest  and  head  injuries,  chest  and  abdominal 
injuries,  failed  to  survive.  This  presentation 
is  based  on  my  experience  with  the  series  of 
16  consecutive  cases  of  crushing  injuries  of 
the  chest  and  concomitant  injuries  of  the  head 
and  extremities,  which  have  all  survived. 
Fourteen  of  these  injuries  were  due  to  auto- 
mobile accidents,  two  were  industrial  acci- 
dents. Because  of  the  insult  of  this  injury  to 

% 

* Presented  at  the  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association,  June  22, 
1959,  in  Rapid  City,  S.  D. 


the  cardiovascular  respiratory  system,  these 
individuals  do  not  tolerate  transportation  and 
are  best  treated  near  the  scene  of  the  acci- 
dent. Thus,  to  increase  the  survival  rate  of 
this  type  of  injury,  it  behooves  the  general 
practitioner  in  the  isolated  hospital  along  the 
highway  to  become  familiar  with  the  changes 
that  take  place  in  the  cardiovascular  res- 
piratory system  with  such  an  injury  and  with 
the  methods  of  treatment. 

The  treatment  of  these  injuries  must  be 
individualized.  It  is  seldom  that  you  en- 
counter any  two  of  them  with  exactly  the 
same  injuries,  nor  is  the  response  of  any  two 
people  the  same  to  similar  injuries. 

When  first  seen  in  the  emergency  room  the 
first  treatment  is  of  respiratory  failure  by 
giving  oxygen,  preferably  under  positive 
pressure,  and  clearing  the  airway  with  suc- 
tion and  catheter  of  blood  and  secretions.  The 
chest  is  examined  to  ascertain  the  presence 
of  rales,  pneumothorax,  mediastinal  shift, 
which  is  indicated  by  the  position  of  the 
trachea  in  the  sternal  notch  and  in  the  posi- 
tion of  the  heart  sounds.  Stabilization  of  the 
flail  chest,  if  present,  is  accomplished  by 
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Figure  1.  Normal  negative  intrapleural  pressures 
with  inspiration  and  expiration. 


placing  a sandbag  over  the  area  of  para- 
doxical movement  of  the  chest  wall.  Para- 
doxical respiration  is  caused  by  multiple  frac- 
tures of  several  ribs.  This  permits  the  chest 
wall  to  contract  over  this  area  with  inspira- 
tion and  to  expand  with  expiration.  This 
situation  allows  the  air  to  pass  back  and  forth 
between  the  two  lungs,  permitting  very  little 
air  to  come  in  through  the  tracheal  bron- 
chial tree.  With  the  use  of  the  sandbags,  the 
air  exchange  is  brought  to  a more  normal 
though  somewhat  diminished  status. 

Since  most  of  these  individuals  are  in  shock 


PARADOXICAL  MOTION 

INSPIRATION  exPlSATJON 


Figure  2.  Paradoxical  motion  of  the  chest  wall, 
or  flail  chest,  resulting  from  multiple  fractures  of 
several  ribs.  This  condition  permits  interlung  ex- 
change of  air  with  relatively  little  of  the  air  being 
exchanged  to  the  outside  with  each  respiratory 
movement. 

Diagram  is  from: 

Surgery  of  the  Chest 
J.  Johnson  and  C.  E.  Kirby 
Year  Book  Publishers,  1952 


from  their  injuries,  plasma  or  plasma  ex- 
panders should  be  started  as  soon  as  the  pa- 
tient is  seen  in  the  emergency  room.  After 
they  have  been  typed  and  cross  matched, 
whole  blood  can  be  given  to  correct  shock 
and  blood  loss. 

Every  accident  victim  in  which  injury  to 
the  chest  is  suspected  should  have  an  x-ray  as 
soon  as  possible.  This  x-ray  should  be  taken 
in  an  upright  position  or  at  least  in  45  de- 
grees of  upright.  Even  the  most  seriously 
injured  patient  can  have  such  an  x-ray  taken 
using  a portable  technique  with  the  patient 
on  the  ambulance  stretcher.  Although  x-ray 
pictures  obtained  by  this  technique  are  not 
of  the  best  calibre,  usually  sufficient  infor- 
mation can  be  gained  to  determine  the  ex- 
tent of  the  injury.  Displacement  of  the  frac- 
tured ribs  often  indicates  the  liklihood  of  a 
laceration  of  the  lungs.  Fractures  on  either 
side  in  the  lower  two  or  three  ribs  raises  the 
possibility  of  a ruptured  spleen  or  ruptured 
liver.  Pneumothorax  can  be  readily  seen  on 
these  films.  If  a pneumothorax  is  found, 
catheters  are  inserted  under  local  anesthesia 
through  a trocar  in  the  anterior  3rd  inter- 
space in  the  mid  clavicular  line  and  the  7th 
interspace  in  the  posterior  axillary  line  and 
underwater  drainage  established.  A 16  or  20 
French  catheter  should  be  used  since  most  of 
these  individuals  have  bleeding  into  the 
pleural  space  and  catheters  of  small  size  will 
plug  before  the  lung  is  expanded.  The  under- 
water drainage  tube  from  the  chest  is  placed 
under  10  to  15  centimeters  of  water.  The 
lung  in  the  average  case  of  pneumothorax 
with  underwater  drainage  will  re-expand  in 
a matter  of  a few  hours.  Pneumothorax 
which  does  not  respond  to  underwater  drain- 
age can  often  be  corrected  if  the  lung  is  left 
collapsed  for  a period  of  an  hour  or  more  to 
permit  the  laceration  in  the  lung  to  seal. 

Another  abnormality  apparent  from  the 
x-ray  film  is  a tension  pneumothorax,  or  free 
air  under  pressure  in  the  pleural  space.  In 
addition  to  collapse  of  the  lung,  there  is  a 
shift  of  the  mediastinum  towards  the  unin- 
jured side.  Tension  pneumothorax  results 
from  the  ball  valve  type  of  action  of  a flap  on 
the  surface  of  the  lacerated  lung.  The  treat- 
ment of  tension  pneumothorax  is  the  same  as 
with  pneumothorax.  Caution  must  be  exer- 
cised that  the  pressure  is  not  relieved  too 
rapidly.  A rapid  return  of  the  mediastinum 
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Figure  3.  Tension  pneumothorax  with  air  under 
pressure  on  the  injured  side  of  the  chest  causing 
a shift  of  the  mediastinum  toward  the  uninjured 
side.  Too  rapid  release  of  this  pressure  with  rapid 
return  of  the  mediastinum  to  a normal  position  can 
cause  rather  dramatic  disturbances  of  the  cardio- 
vascular respiratory  mechanism. 


Figure  4.  Hospital  617534  59  year  old  white  female 
with  fractured  ribs  2 through  9 on  the  right,  2 
through  7 on  the  left.  Fracture  of  clavicle  and  sur- 
gical neck  of  humerus  on  the  left  and  scapula  on 
the  right.  Compression  fractures  4,  9 and  12th 
thoracic  1,  3 and  4 lumbar  vertebrae.  Above  x-ray 
demonstrates  a tension  hemopneumothorax  on  the 
right  with  mediastinal  shift  to  the  left. 


to  normal  position  will  often  cause  some  dis- 
turbance in  the  cardiovascular  respiratory 
mechanism.  This  is  manifested  by  a rapid 
thready  pulse,  drop  of  blood  pressure  and, 
on  occasion,  cardiac  arrest.  Occasionally, 
a tension  pneumothorax  is  encountered  in 
which  the  laceration  of  the  lung  is  such  that 
air  passes  into  the  pleural  space  faster  than 
can  be  removed  by  catheters  and  underwater 
drainage.  Positive  suction  with  a Stedman 
pump  is  then  needed  to  control  the  pneumo- 
thorax. Still  more  rarely,  when  the  suction 
from  the  pump  and  the  double  catheters  will 
not  control  the  leakage  of  air  into  the  pleural 
space,  a thoracotomy  is  necessary. 

Most  of  these  individuals  will  also  have 
bleeding  in  the  pleural  space  or  a hemo- 
thorax. The  treatment  of  this  condition  is 
similar  to  that  of  pneumothorax  in  that  un- 
derwater drainage  is  used  with  rather  ac- 
curate measurement  of  the  blood  loss  to  give 
some  indication  of  the  amount  of  blood 
needed  for  replacement.  Frequent  checks  of 
the  blood  pressure  and  pulse  and  periodic 
hemoglobin  and  hematocrit  determinations 
in  the  average  individual  will  give  some  in- 
dication of  the  change  in  blood  loss  picture. 
The  rise  and  fall  of  blood  pressure  during 
blood  replacement  often  indicates  arterial 
bleeding.  When  this  process  is  repeated  sev- 
eral times  a thoracotomy  is  necessary  to  find 
the  source  of  arterial  bleeding.  Usually  this 
will  be  found  to  be  either  an  intercostal  or 
internal  mammary  artery.  Occasionally  a ten- 
sion hemothorax  is  encountered  and  the  same 
precautions  are  used  in  the  treatment  of  this 
situation  as  with  the  tension  pneumothorax  in 
that  too  rapid  removal  of  the  blood  under 
pressure  will  cause  disturbance  in  the  car- 
diovascular respiratory  mechanism.  Occas- 
ionally progressive  bleeding  will  be  encoun- 
tered where  the  blood  loss  is  slow  but  steady. 
These  individuals  should  be  given  a trial  of 
discontinuance  of  drainage  to  allow  the 
bleeding  source  to  clot.  After  an  hour  or  so 
suction  can  be  started  again.  Bleeding  of  this 
type  can  usually  be  controlled  with  this 
maneuver,  if  not,  thoracotomy  is  indicated. 

The  chest  x-ray  will  show  varying  degrees 
of  increased  density  throughout  the  lung  field 
indicative  of  contusion  of  the  lung.  Occas- 
ionally this  is  the  only  abnormality  noted  on 
the  x-ray  film.  These  people  give  a history  of 
productive  cough,  with  blood  tinged  sputum. 
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Figure  5.  Hospital  tl5707.  21  year  old  white  male, 
driver  of  an  automobile  in  an  accident.  Complained 
of  some  discomfort  in  the  right  chest.  Coughed  up 
blood  tinged  sputum  for  about  15  minutes  follow- 
ing the  accident.  X-ray  shows  an  area  of  increased 
density  in  the  right  lower  lobe  measuring  about 
6 cm.  in  diameter  consistent  with  lung  contusion. 
Rales  over  this  area  cleared  after  four  5 minute 
interval  treatments  with  positive  pressure  oxygen. 
Chest  x-ray  24  hours  later  showed  the  area  of  in- 
creased density  to  have  cleared. 

for  a few  minutes  to  several  hours.  X-rays 
of  some  of  these  individuals  will  show  an  area 
of  increased  density  usually  fairly  well  de- 
lineated in  the  lung  field.  On  auscultation  of 
the  chest,  rales  will  be  heard  over  the  injured 
area  of  the  chest.  These  patients  get  prompt 
and  permanent  relief  by  the  use  of  positive 
pressure  oxygen  at  10  to  15  millimeters  of 
water  pressure  for  five  minutes  every  30- 
40  minutes.  This  is  repeated  until  the  lung 
remains  free  of  rales. 

The  most  important  single  phase  in  the 
treatment  of  crush  injury  to  the  chest  is  the 
tracheotomy.  It  is  my  firm  belief  that  this 
procedure  has  done  more  than  any  other  to 
increase  the  survival  rate  of  these  injuries. 
The  tracheotomy  should  be  done  on  all  in- 
dividuals with  hemothorax  or  pneumothorax  . 
following  a crush  injury,  on  all  individuals 
with  paradoxical  breathing  or  flail  chest  and 
on  all  combination  chest  and  head  injuries. 


especially  when  there  is  a period  of  pro- 
longed unconsciousness.  Since  most  of  these 
individuals  have  lost  their  cough  reflex,  or 
the  cough  is  ineffective  because  of  the  loss  of 
stability  of  the  chest  wall,  they  are  unable  to 
clear  the  respiratory  tract  of  blood,  and  bron- 
chial secretions  which  are  increased  in  the 
contused  lung.  Tracheotomy  permits  the  use 
of  catheters  to  remove  these  secretions  and,  in 
fact,  allows  someone  else  to  cough  for  the  pa- 
tient and  keep  the  respiratory  tract  clear. 
Tracheotomy  also  decreases  the  length  of  the 
dead  air  space  between  the  liings  and  the 
outside.  By  eliminating  the  dead  air  space 
of  the  mouth,  the  nasopharynx  and  the  upper 
part  of  the  trachea,  the  exchange  of  air  be- 
tween the  outside  and  the  lungs  is  facilitated. 

While  the  patient  is  in  the  emergency  room 
a rather  thorough  examination  is  done  to  de- 
termine other  injuries.  Among  these  are  in- 
juries of  the  heart,  either  direct  contusion,  or 
intrapericardial  bleeding  or  cardiac  tam- 
ponade. The  latter  manifested  by  shock,  in- 
creased in  size  of  the  heart  to  percussions  on 
x-ray,  increased  venous  pressure,  narrowing 
of  the  pulse  pressure  and  distant  heart 
sounds.  A large  percentage  of  these  are  ade- 
quately treated  by  pericardial  tap.  If  the 
blood  in  the  pericardium  recurs  after  one  or 
two  taps,  an  emergency  thoracotomy  is  man- 
ditory.  Electrocardiograms  should  be  done 
routinely  on  all  chest  injuries. 

Rupture  of  the  trachea  or  the  esophagus  is 
manifested  by  progressive  mediastinal  or 
subcutaneous  emphysema.  A tracheotomy 
should  be  done  to  preserve  the  airway  until 
the  patient’s  condition  is  such  that  a thora- 
cotomy and  repair  can  be  done.  Rupture  of 
the  diaphragm  is  evidenced  by  abdominal 
contents  in  the  thoracic  cavity.  Here  again, 
thoracotomy  is  necessary  as  soon  as  the  pa- 
tient’s condition  permits.  A large  percentage 
of  crush  injuries  to  the  chest  have  concomit- 
ant head  injuries.  A base  line  is  established 
including  state  of  consciousness,  reflex 
changes  and  the  vital  signs  of  blood  pressure, 
pulse  and  respirations,  to  facilitate  the  diag- 
nosis of  epidural  hematoma  within  the  first 
12  to  48  hours  and  the  subdural  hematoma 
within  the  first  3 to  6 weeks. 

The  abdomen  is  examined  for  evidence  of 
free  air  on  x-ray  and  abnormal  or  progressive 
dullness  on  percussion  which  would  indicate 
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Figure  6.  Hospital  tfl5526.  41  year  old  white  male. 
With  multiple  fractures  of  ribs  2 through  6 on 
the  left  transverse  processes  of  2nd  and  3rd  lum- 
bar vertebrae,  with  paradoxical  motion  of  the 
left  chest  without  any  evidence  of  hemo  or  pneu- 
mothorax. The  patient  was  in  deep  coma  from 
diffuse  brain  damage  which  cleared  in  about  4 
months.  Electrocardiogram  showed  evidence  of  a 
contusion  of  the  myocardium.  These  electrocardio- 
graph changes  were  still  present  2 years  later. 

bleeding  from  either  a ruptured  spleen  or 
liver.  Spasm  is  of  questionable  value  in  these 
individuals  since  most  chest  injuries  will  pre- 
sent a rather  rigid  abdomen.  Much  informa- 
tion can  be  gained  from  a paracentesis.  This 
should  be  routine  in  all  automobile  accidents 
and  similar  injuries.  It  can  be  done  with  a 
5 cc.  syringe,  a little  Novocaine,  #20  needle, 

IV2  inches  long.  If  blood  or  other  fluid  is  ob- 
tained plans  should  be  made  for  exploratory 
laparotomy  when  the  patient’s  condition  will 
permit. 

A urine  sample  should  be  obtained  on  all 
accident  cases  to  rule  out  the  possibility  of 
injury  to  the  G.  U.  tract.  If  the  individual  is 
seriously  injured,  an  indwelling  catheter  is 
inserted.  The  urinary  output  is  checked  on 
an  hour  to  hour  basis.  There  is  no  better  in- 
dication as  to  the  progress  of  the  patient  in 
the  treatment  of  shock  than  their  urinary  out- 
put. Since  most  of  these  individuals  are 
strangers,  one  does  not  know  whether  they 
have  had  a normal  blood  pressure  in  the  past 
or  whether  they  are  hypertensive  and  in 
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shock  with  a pressure  of  140  systolic. 

Any  lacerations  or  abrasions  which  are  en- 
countered on  examination  of  the  extremities 
should  be  cleansed  and  treated  under  local 
anesthesia.  Compound  fractures  should  be 
splinted  and  definative  treatment  be  given 
when  shock  has  been  treated  and  the  blood 
replacement  accomplished.  Other  fractures 
are  best  treated  by  splint  or  traction  or  closed 
reduction  if  this  is  feasible  immediately  upon 
arrival  of  the  patient  to  the  hospital.  These 
individuals  will  tolerate  an  anesthetic  best 
during  the  first  four  to  six  hours  following 
the  injury.  Some  lung  contusions  are  ap- 
parently benefited  by  an  endotracheal  anes- 
thesia during  this  period.  After  six  hours  I 
think  they  are  best  not  given  an  anesthetic  or 
any  attempt  made  to  treat  fractures  for  a 
minimum  of  three  to  four  weeks.  Several  of 
the  cases  in  this  series  have  had  rather  serious 
fractures  which  were  treated  by  splinting  and 
whatever  operative  procedures  were  neces- 
sary were  done  at  the  end  of  three  weeks. 


Even  then  it  is  found  that  these  individuals 
have  a very  unstable  blood  pressure  and  care 
has  to  be  used  in  their  management.  In  sev- 
eral of  this  series  no  attempt  was  made  to 
treat  the  fractures  with  the  initial  injury. 
This  necessitated  reconstructive  orthopedic 
surgery  over  the  next  18  months  to  2 years. 
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Figure  7.  Hospital  SA-725.  45  year  old  white  male 
with  a pneumothorax  on  the  left  (A).  Fracture 
clavicle  femur  and  tibial  plateau,  right  (B). 
Severe  cerebral  concussion  with  deep  coma  for 
96  hours.  An  intermedullary  nail  was  inserted 
across  the  fracture  of  the  right  femur  3 weeks 
after  injury  under  spinal  anesthesia.  The  blood 
pressure  at  this  time  was  still  very  unstable.  (C) 
shows  the  chest  x-ray  at  41  days  after  the  acci- 
dent. There  is  still  some  residual  pleural  reaction 
on  the  left.  Most  of  these  chest  injuries  have  frac- 
tured clavicles.  The  2 weeks  that  these  patients 
spend  flat  on  their  backs  is  the  only  treatment 
necessary  for  the  fractured  clavicle. 


However  this  is  preferrable  to  attempting  to 
treat  them  early  in  the  phase  of  the  injury 
and  losing  the  patient  because  of  cardiac 
arrest  or  other  complications. 

After  the  patient  has  been  moved  to  the 
hospital  bed,  if  he  has  a flail  chest  this  can 
now  be  corrected  with  external  overhead 
traction  at  4-5  lbs.  There  are  numerous  de- 
vices used  for  skeletal  traction  of  the  flail 
chest.  Some  use  special  clamps  which  are  in- 
serted beneath  the  ribs,  others  use  Kirschner 
wires  and  the  orthopedic  bow  traction  ap- 
paratus. One  of  the  simplest  means  of  gain- 
ing external  traction  is  with  the  surgical 
towel  clip,  grasping  either  a rib  or  the  fascia 
overlying  the  rib.  One  towel  clip  properly 
placed  will  correct  the  paradoxical  move- 
ment even  though  six  or  eight  ribs  are  in- 
volved on  one  side  of  the  chest.  Occasionally 
with  bilateral  paradoxical  movement  or  com- 
plete separation  of  the  sternum,  two  or  more 
clips  are  used.  Traction  is  maintained  for  a 
period  of  ten  to  fourteen  days  at  which  time 
the  chest  wall  becomes  stabilized  and  the 
traction  can  be  discontinued. 

All  patients  with  lung  injuries  should  have 
prophylactic  antibiotics,  preferrably  Peni- 
cillin and  Streptomycin.  The  other  broad 
spectrum  antibiotics  may  be  added  later  if 
there  is  indication  that  the  patient  is  de- 
veloping more  resistant  infection.  Since  these 
patients  tolerate  movement  poorly,  a foam 
rubber  pad,  V2  to  1 inch  thick,  placed  under 
the  patient  from  the  shoulders  to  below  the 
buttocks  and  the  width  of  the  bed  is  useful 
in  preventing  decubiti  in  an  individual  who 
is  going  to  spend  10  to  14  days  flat  on  his 
back.  Nurses  who  have  been  trained  that 
every  bed  patient  should  be  bathed  daily 
find  it  a little  difficult  to  limit  the  bathing  to 
the  body  surface  presenting.  The  same 
is  true  for  daily  changing  of  linen.  Both 
of  these  procedures  are  niceties  and  neither 
is  vitally  important  to  the  survival  of  the  pa- 
tient. However  most  of  us  have  seen  patients 
who  were  progressing  satisfactorily  until  they 
were  rolled  over  for  a back  rub  or  linen 
change.  Apparently  the  pain  resulting  from 
such  movement  produced  shock  and  their 
demise.  These  patients  should  be  in  an  oxygen 
tent  and  the  head  of  the  bed  elevated  about 
25  to  30  degrees. 

The  care  of  the  tracheotomy  is  important. 
Aspiration  of  the  trachea  and  each  main  stem 
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bronchus  should  be  done  at  least  every  fif- 
teen minutes,  more  frequently  if  the  patient 
shows  evidence  of  moisture  on  respiration. 
Because  of  the  violent  spasms  resulting  from 
stimulation  of  the  trachea  and  the  contortions 
these  individuals  go  through  with  aspiration 
of  the  bronchial  tree,  it  is  difficult  to  get 
nurses  to  do  this  adequately.  It  is  usually 
well  to  demonstrate  this  technique  first  and 
watch  them  do  it  for  a few  times  and  then 
check  on  them  every  few  hours.  A collection 
of  a few  hours  of  bronchial  secretion  and 
blood  because  of  improper  aspiration  can 
be  disasterous  to  the  patient.  The  aspiration 
of  the  trachea  is  of  special  importance  over 
the  first  3 or  4 days.  Usually  most  of  the 
bleeding  from  the  injured  lung  will  cease  in 
a matter  of  24  to  36  hours.  After  that  all  that 
is  obtained  on  aspiration  are  the  normal 
bronchial  secretions.  With  the  decrease  in 
return  on  aspiration,  the  interval  between 
the  aspirations  of  the  bronchial  tree  can  be 
lengthened  over  the  next  3 to  5 days. 

The  underwater  drainage  tubes  are  left  in 
place  until  all  drainage  is  stopped  and  all 
movement  of  the  fluid  in  the  tubes  with 
respiration  is  stopped.  This  indicates  that  the 
lung  is  expanded  and  the  visceral  and  parietal 
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Figure  8.  Hospital  £19400.  25  year  old  white 

female  in  automobile  accident  with  basal  skull 
fracture  manifested  by  spinal  fluid  drainage  from 
both  ears.  Multiple  fractures  of  ribs  1 through  7 
with  flail  chest  and  hemopneumothorax  on  the 
right.  (A)  Fractures  of  the  left  clavicle,  right 
scapula  and  right  ramus  of  the  mandible,  bilateral 
bimalleolar  fractures  of  ankles  (B).  There  was 
minimal  displacement  of  the  fracture  to  the  right 
ramus  of  the  mandible,  no  fixation  of  this  fracture 
was  required.  No  attempt  was  made  to  reduce  the 
bimalleolar  fractures  of  the  ankles  until  3 weeks 
after  the  accident  at  which  time  the  fragments 
were  firmly  united  preventing  any  further  reduc- 
tion. Reconstruction  orthopedic  procedures  were 
done  over  the  next  two  years  resulting  in  two  good 
functioning  ankles. 

pleura  are  adherent.  Usually  this  will  occur 
within  36  to  48  hours.  The  tubes  are  left  in 
place  for  another  24  to  36  hours  after  which 
they  can  be  removed  at  any  time. 

Periodic  portable  x-rays  of  the  chest  are 
of  importance  in  ascertaining  the  status  of 
the  lung  and  making  certain  it  remains  ex- 
panded. These  are  usually  made  every  12 
hours  for  the  first  3 or  4 days,  oftener  if 
some  situation  develops  that  makes  the  status 
of  the  lung  questionable.  Many  of  these  pa- 
tients who  are  admitted  with  pneumothorax 
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on  one  side  are  found  to  develop  a hemopneu- 
mothorax  on  the  other  side  2 to  3 days  later. 

The  contused  lung  with  hemothorax  or 
pneumothorax  which  has  been  expanded  and 
for  some  reason  collapses,  presents  a disas- 
terous  situation.  A lobar  type  pneumonia  ap- 
parently develops  very  rapidly  in  this  recol- 
lapsed lung.  These  individuals  will  go  into 
shock  and  be  running  a temperature  of  104° 
to  105°  within  an  hour  or  two  after  the  col- 
lapse has  taken  place.  The  appearance  of  this 
situation  calls  for  stringent  supportive  meas- 
ures, immediate  re-expansion  of  the  lung,  ad- 
ditional antibiotics  and  good  nursing  care. 

The  administration  of  intravenous  fluids 
to  these  individuals  should  be  limited  to 
1000  cc.  of  10%  glucose  in  water  plus  the 
equivalent  of  the  urinary  output  and  what- 
ever blood  replacement  is  necessary  in  each 
24  hour  period.  Any  additional  fluid  causes 
more  bronchial  secretions  and  increased  in- 
cidence of  atelectasis  and  complications. 
Since  most  of  these  individuals  can  be  taking 
fluid  by  mouth  after  2 or  3 days,  the  minor 
dehydration  which  results  is  not  too  much 
of  a problem. 

Narcotics  and  sedation  are  very  important. 


Figure  9.  Hospital  915818.  41  year  old  white  male 
in  an  automobile  accident  with  a bilateral  flail 
chest  and  complete  sternal  separation.  This  man 
had  an  estimated  32  fractures  of  the  chest.  (A) 
shows  the  chest  x-ray  3 days  after  admission  with 
the  hemopneumothorax  on  the  left  well  controlled. 
This  picture  gave  the  first  indication  of  the  de- 
velopment of  a pneumothorax  on  the  right.  (B) 
shows  the  chest  x-ray  12  days  after  the  injury. 
The  pleural  reaction  at  this  time  is  about  average 
for  these  injuries  at  this  stage  of  the  convalescence. 

This  is  not  on  the  basis  of  the  amount  of  nar- 
cotic given  but  from  the  fact  that  no  narcotic 
or  sedation  is  given.  Narcotics  and  analgesics 
are  contraindicated  because  of  their  depress- 
ing effect  on  the  respiration.  More  patients 
have  been  lost  because  the  doctor  feels  sorry 
for  the  accident  victim  and  gives  him  nar- 
cotics or  a “little  phenobarbital”  to  ease  his 
distress.  When  one  encounters  a few  of 
these  patients  and  sees  what  is  apparently  an 
extremely  painful  injury  denied  narcotics, 
and  the  contortions  they  go  through  with  the 
aspiration  of  the  bronchial  tree,  one  wonders 
how  one  human  being  can  be  so  cruel  to  an- 
other. There  is  only  one  redeeming  feature 
to  this  method  of  treatment  of  crush  injury 
to  the  chest  and  that  is  that  there  is,  in  most 
of  these  individuals  in  whom  the  injury  is 
serious  enough  to  put  on  this  routine,  enough 
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shock  that  they  remember  nothing  of  the  first 
10  to  12  days. 

If  the  patient’s  injury  is  such  that  he  can 
be  turned  on  his  side  without  too  much  dif- 
ficulty, intercostal  blocks  can  be  done  on  the 
fractured  ribs  using  Novocaine  and  one  of 
the  longer  lasting  anesthetics  such  as  Xylo- 
caine.  In  the  lesser  chest  injuries  with  mul- 
tiple rib  fractures  without  damage  to  the 
lung,  this  is  the  treatment  of  choice  for  frac- 
tured ribs.  Often  the  one  intercostal  block 
will  carry  these  individuals  through  the  most 
painful  period  and  no  more  will  be  neces- 
sary. Occasionally  it  is  necessary  to  repeat 
the  intercostal  block  in  another  3 to  4 days. 

All  fractured  ribs  get  a reflex  ileus.  This  is 
especially  true  in  crush  injuries  of  the  chest 
where  frequently  a massive  distention  of  the 
stomach  is  encountered.  Since  the  diaphragm 
is  the  major  muscle  of  respiration  with  the 
severely  crushed  chest,  it  is  important  that 
as  little  increase  in  intra-abdominal  pressure 
be  allowed  as  possible.  All  of  these  individ- 
uals should  have  a nasogastric  tube  and  suc- 
tion to  keep  the  stomach  free  of  swallowed 


air.  Prostigmin  should  be  given.  Usually  the 
bowel  sounds  will  return  to  normal  in  24  to 
36  hours  after  which  time  the  suction  can  be 
discontinued  and  the  individual  started  on 
fluids  by  mouth. 

The  course  of  most  of  these  crush  injuries 
of  the  chest  is  fairly  typical.  Most  of  them 
will  run  a temperature  of  100°  to  101.5°, 
probably  on  the  basis  of  reabsorption  of  blood 
from  the  injured  tissues.  An  increase  in 
temperature  above  this  level  usually  in- 
dicates that  some  complication  is  developing. 
Most  often  this  is  atelectasis  and  pneumonia. 
The  critical  period  is  usually  the  first  5-10 
days.  A large  number  of  these  people  will 
survive  for  4 or  5 days,  then  die  between  the 
5th  and  10th  day.  If  it  is  at  all  possible  it  is 
usually  well  not  to  attempt  to  move  these  pa- 
tients for  a minimum  of  2 to  3 weeks  from 
the  time  of  the  injury. 

The  period  of  hospitalization  ranges  be- 
tween 4 to  6 weeks.  The  period  of  complete 
convalescence  is  between  several  months  to 
two  years. 

(Continued  on  Page  533) 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 
MARCH  1,  2,  3 and  4,  1960 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Ex- 
hibits. 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on 
the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at 
the  Palmer  House. 
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Urography  may  lead  the  general  prac- 
titioner to  call  the  urologist  promptly  when 
needed,  but  also  may,  when  correctly  taken 
and  interpreted,  lead  him  to  rule  out  the 
urinary  tract  as  the  source  of  trouble,  and  so 
save  the  patient  unnecessary  trouble  and 
expense. 

First,  the  films  must  be  properly  taken: 
The  practitioner  may  shift  that  responsibility 
to  the  community  hospital  if  available,  but 
even  then  he  must  know  whether  or  not  the 
films  are  adequate  and  must  be  explicit  in 
his  orders.  If  he  does  his  own  x-ray  work, 
he  must  know  the  technique,  and  must  also 
have  care  to  protect  himself,  his  technician, 
and  the  patient  from  excessive  radiation. 
This  is  a serious  responsibility  when  the 
technician  is,  as  usual,  a young  woman  who 
looks  forward  to  marriage  and  a family.  And 
also  it  is  serious  in  the  study  of  pediatric  pa- 
tients in  whom  one  must  reduce  the  number 
of  films  far  below  the  usual  number,  and 
must  remember  that  the  effect  of  x-rays  on 
the  genes  is  said  to  be  cumulative  regardless  ' 
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of  the  intervals.  In  looking  back  through  our 
hospital  files,  I am  horrified  by  the  number 
of  unnecessary  films  made  on  some  infants 
and  children  in  the  past.  If  one  orders  ex- 
cretory (I.  V.)  urography  without  detailing 
its  extent,  he  may  get  a plain  film  and  four 
urograms,  or  even  six  or  eight  in  the  effort  to 
furnish  all  possible  help,  where  perhaps  the 
plain  film  and  one  fifteen  minutes  after  dye 
injection  would  have  been  enough,  especially 
if  previous  films  had  been  made.  We  have  | 
also  recently  been  screening  off  the  pelvis  for  ^ 
the  five-minute  film  at  least.  Human  nature  ^ 
being  as  it  is,  it  may  be  necessary  to  seem  \ 
nagging  in  efforts  to  get  the  technician  to  get  |» 
behind  a lead  glass  or  wear  a lead  apron  con-  ^ 
sistently.  This  warning  applies  also  to  the 
doctor  himself.  Another  technical  detail  re- 
quires forethought: — 

It  must  be  remembered  that  barium  in  the 
stomach  and  bowel  may  render  the  urograms 
almost  useless.  The  urograms  should  be  made 
first  when  feasible. 


Now,  as  to  the  films:  The  first  requirement 
is  to  have  a good  idea  of  the  normal  as  well 
as  the  abnormal.  So  one  should  have  a ref- 
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erence  book  at  hand. 

It  is  important  that  a preliminary  flat  plate 
be  made  to  determine  the  condition  of  bony 
structures,  presence  of  calcereous  deposits 
and  calculi,  and  soft  tissue  outlines  of  kid- 
neys, bladder,  psoas  muscles,  etc.  Occasion- 
ally one’s  careful  observation  may  be  re- 
warded by  a startling  and  unexpected  dis- 
covery. On  the  other  hand,  failure  to  take 
and  look  at  a preliminary  film  may  be  disas- 
trous. A large  staghorn  stone  filling  the 
pelvis  and  calyces  of  a functionless  kidney 
may  easily  be  mistaken  for  the  pyelogram  of 
a good  kidney.  Most  stones  are  opaque  to 
x-rays  but  one  must  not  jump  to  the  con- 
clusion that  a shadow  in  the  area  of  the  kid- 
ney or  ureter  is  of  a stone.  The  excretorj?" 
urogram  often  will  settle  that  problem.  Again 
one  must  remember  that  some  stones  are 
nonopaque  to  x-rays.  One  man  was  twice 
scheduled  for  appendectomy  elsewhere,  and 
then  became  recalcitrant.  When  he  came  to 
me,  it  was  only  by  posture  with  extreme 
lordosis  and  angling  of  the  tube  that  I was 
able  to  demonstrate  the  filling  defect  in  his 
right  ureter  and  cure  him  by  right  uretero- 
lithotomy instead  of  appendectomy. 

The  course  of  the  ureter  also  deserves  ob- 
servation; there  may  be  deviation  of  the 
ureter  due  to  retroperitoneal  masses  such  as 
metastases  or  Hodgkins  Disease.  Not  all  are 
malignant  (lipoma). 

At  this  point  a word  of  caution  is  in  order 
regarding  retroperitoneal  masses:  air  insuf- 
flation is  not  without  danger;  CO'  2 gas  is  less 
dangerous  than  air  or  oxygen  but  absorbed 
very  rapidly.  That  whole  technique  should 
be  approached  with  caution,  as  should  also 
aortography. 

Now  to  return  to  the  films  after  dye  in- 
jection. The  kidney  itself  may  show  a dis- 
turbed outline  in  the  nephrogram;  it  may  be 
simply  lobulation  or  may  be  due  to  cyst  or 
hypernephroma;  study  in  relation  to  the 
pyelogram  will  help.  That  may  show  long 
distorted,  stretched  out  calyces,  usually  with- 
out obstruction,  including  a “space-occupying” 
lesion.  Distinction  between  a single  cyst  and 
a tumor  is  never  safe  without  exploration 
(“It  might  be  both  of  them,”  as  Dr.  E.  T.  Bell 
used  to  say),  but  multiple  lesions  in  one  kid- 
ney are  more  likely  to  be  cysts,  and  multiple 
lesions  in  both  kidneys  will  probably  be  con- 
genital polycystic  disease.  Other  anomalies 


of  kidneys  and  ureters  are  sometimes  seen, 
such  as  reduplications  already  noted,  horse- 
shoe kidneys,  and  ureterocele.  Ulceration  of 
the  calyces  will  suggest  possible  tuberculosis. 
Filling  defects  of  the  pelvis  or  ureter  will 
suggest  clots  or  papillary  tumors,  or  ureteritis 
cystica.  A dilated  pelvis  with  normal  or  non- 
visualized  ureter  will  suggest  obstruction  at 
the  pyleoureteral  junction,  while  concom- 
mitant  dilatation  of  the  ureter  indicates  ob- 
struction farther  down.  Bilateral  dilation  of 
pelves  and  ureters  will  suggest  obstruction  at 
the  bladder  outlet  or  urethra.  A phimosis  or 
small  external  meatus  or  vesical  neck  ob- 
struction in  a child  may  give  not  only  dila- 
tation but  uremia  before  its  importance  is 
appreciated. 

Abdominal  Masses:  We  have  seen  patients 
in  consultation  for  abdominal  mass,  one  with 
enormous  shadow  of  the  bladder  due  to  ob- 
struction, not  appreciated  until  the  mass  dis- 
appeared with  our  catheterization;  the  gyne- 
cologist had  been  called  first.  I recall  two 
cases  where  we  were  called  by  surgeons 
during  exploration  of  the  abdomen  for  a mass 
which  proved  to  be  hydronephrosis.  In  either 
case  urography  beforehand  would  have  sup- 
plied the  key.  In  another  case  we  were 
called  after  exploration  for  a pelvic  mass 
thought  to  be  ovarian  cyst  and  found  to  be 
a retroperitoneal  solid  mass;  the  urogram 
we  made  showed  an  ectopic  (unascended)  pel- 
vic kidney  with  short  ureter. 

It  is  usually  not  safe  to  diagnose  tumors  of 
the  bladder  from  urography  alone,  but  one 
may  get  a fair  idea  of  a large  papillary 
growth  on  a small  pedicle,  an  infiltrating 
growth,  an  extensive  growth  with  an  asso- 
ciated diverticulum,  and  multiple  papillary 
growths  with  obstruction  of  the  ureteral 
orifices. 

One  common  lesion  well  demonstrated  by 
cystography  is  hypertrophy  of  the  prostate; 
one  can  use  air  to  better  see  vesical  calculi  or 
can  use  dilute  skiodan  to  be  more  sure  of 
diverticula.  The  importance  of  the  diver- 
ticula can  be  better  determined  by  a second 
film  after  draining  the  bladder,  to  determine 
whether  or  not  the  diverticulum  remains 
filled  and  is  thus  likely  to  cause  trouble 
after  relieving  the  prostatic  obstruction. 

(Continued  on  Page  533) 
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OTOLARYNGOLOGIST'S 
ROLE  IN  RESPIRATORY 
DISEASES 


By  John  B.  Gregg,  M.D. 
Otolaryngology  Department 
University  Hospitals 
Iowa  City,  Iowa 


Gentlemen,  it  is  indeed  a pleasure  to  again 
address  the  South  Dakota  State  Medical  So- 
ciety at  the  annual  meeting.  It  was  exactly 
five  years  ago  that  I had  the  honor  of  pre- 
senting a paper  for  your  consideration.  At 
that  time  I was  located  in  Iowa  City,  at  the 
University  Hospital,  on  the  teaching  staff  in 
Otolaryngology.  After  leaving  Iowa  City,  I 
practiced  in  Sioux  Falls  until  the  first  of  May 
of  this  year,  at  which  time  I returned  to 
teaching  medicine  in  Iowa  City.  Much  of  this 
presentation  is  based  upon  experiences  which 
were  encountered  while  in  practice  in  Sioux 
Falls.  It  is  my  hope  that  a discussion  of  these 
experiences  may  be  of  some  value  to  you. 

There  are  in  medicine  today  three  true 
emergencies.  These  are  situations  involving 
impaired  breathing,  bleeding  and  shock. 
Each  of  these  can  potentially  terminate  life 
rapidly,  their  seriousness  being  in  the  order 
enumerated.  The  program  this  morning  is  a 
discussion  of  problems  relating  to  the  first  . 
and  most  important  of  the  classical  medically 
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emergent  situations,  respiration.  In  view  of 
the  fact  that  it  has  been  estimated  that  35% 
of  the  problems  which  are  seen  in  the  prac- 
tice of  medicine  fall  into  the  realm  of 
Otolaryngology  which  is  basically  the  treat- 
ment of  diseases  of  the  respiratory  and  upper 
alimentary  tracts,  it  would  seen  prudent  to 
discuss  some  of  the  problems  seen  in  this  im- 
portant facet  of  medicine.  Although  some  of 
the  problems  which  formerly  were  treated 
primarily  by  the  Otolaryngologist  are  now 
handled  very  competently  by  others,  there 
are  still  problems  which  the  Otolaryngologist, 
by  virtue  of  his  training  and  experience,  will 
handle.  It  is  this  portion  of  the  field  about 
which  this  discussion  revolves. 

The  problems  seen  in  the  respiratory  sys-  I 
tern,  primarily  the  upper  portion  , are  those  I 
of:  1)  infection;  2)  allergy;  3)  neoplasm;  4)  I 
congenital  disease;  and  5)  obstruction  (trauma  f 
and  foreign  bodies).  It  is  indeed  fortunate 
that  many  of  the  formerly  serious  infectious  f 
upper  respiratory  diseases  such  as  croup,  ^ 

quinsy,  tonsillitis,  mastoiditis  and  sinusitis  I 

have  been  at  least  partially  tamed  by  the  | 
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antibiotics.  Tuberculosis,  which  used  to  be 
common  and  an  occupational  hazard  to  those 
who  dealt  with  respiratory  problems,  has 
largely  disappeared.  However,  in  the  past 
two  years  it  has  become  apparent  that  many 
of  the  bacteria  which  formerly  were  very  sus- 
ceptible to  the  antibacterial  drugs  now  have 
developed  resistance  thereto.  It  would  appear 
that  a cycle  has  been  completed  in  the  treat- 
ment of  infectious  diseases  and  we  are  now 
back  to  the  point  where  it  is  fashionable  to 
believe  in  the  germ  theory  of  disease.  This 
cycle  has  emphasized  the  fact  that  the  upper 
respiratory  diseases  must  be  dealt  with  cau- 
tiously and  intelligently  if  they  are  to  be 
conquered. 

You  will  all  remember  that  it  was  preached, 
after  the  advent,  development  and  popular- 
ization of  the  antibiotics,  that  the  field  of 
Otolaryngology  as  a specialty  of  medicine 
was  a “dying  specialty.”  This  has  proved  to 
be  the  grossest  of  untruths.  Otolaryngologists 
now  are  in  tremendous  demand.  I practiced 
this  specialty  of  medicine  in  eastern  South 
Dakota  for  five  years,  and  I assure  you,  that 
only  a small  portion  of  the  work  presented 
could  be  done.  Although  the  antibiotics  have 
decreased  the  severity  of  infections  in  and 
about  the  nose  and  throat,  their  use  or  abuse 
has  been  followed  by  other  problems,  such 
as  the  increased  incidence  of  adhesive  otitis 
media,  resistant  suppurative  otitis  media, 
catarrhal  sore  throat,  chronic  laryngitis,  and 
chronic  nasal  complaints.  In  many  instances 
we,  as  physicians,  have  depended  too  much 
upon  a quick  shot  of  penicillin  and  a prayer, 
overlooking  other  factors,  rather  than  at- 
tempting to  fathom  each  problem  individ- 
ually. The  sequel  to  indiscriminate  antibac- 
terial therapy  is  now  seen  in  bacterial  resist- 
ance to  drugs.  Although  the  antibiotics  were 
expected  to  make  obsolete  many  surgical  pro- 
cedures in  the  respiratory  tract  such  as  T & A 
and  mastoidectomy,  we  find  that  after  a 
period  of  suppression  thereof,  we  are  again 
doing  an  increasing  number  of  tonsil,  adenoid 
and  T & A operations.  Many  of  the  chronic 
draining  ears  now  come  to  surgery  for  “cure.” 
Therefore,  we  will  have  to  go  through  a 
period  of  revision  of  our  thoughts  regarding 
the  use  of  the  antibiotics,  if  these  valuable 
tools  are  to  preserve  their  usefulness.  It  is 
my  contention  that  more  attention  is  going  to 
have  to  be  paid  to  some  of  the  older  proved 


methods  of  treatment  of  upper  respiratory  in- 
fections rather  than  merely  dispensing  anti- 
biotics. 

If  antibiotics  are  employed,  the  use  of  in- 
flexible dosage,  often  much  less  than  actually 
needed  for  the  specific  infection,  is  to  be 
avoided.  It  is  being  found  that  with  the  de- 
velopment of  bacterial  resistance  to  the  drugs, 
longer  therapy  is  needed.  Too  often  inade- 
quate doses  of  the  antibiotic  drugs  are  em- 
ployed with  the  result  that  the  infection  is 
not  overcome,  the  disability  persists,  the  pa- 
tient is  incapacitated  longer  and  the  treat- 
ment costs  more.  It  is  true  that  the  physician 
often  attempts  to  control  the  cost  of  medica- 
tion by  placing  the  patient  on  limited  ther- 
apy. However,  this  “saving”  is  certainly  an 
illusion,  as  is  too  often  seen  in  middle  ear 
disease,  when  the  apparently  cured  infection 
recurs  in  a week  to  ten  days.  If  antibiotics 
are  to  be  used,  they  must  be  used  in  suf- 
ficient dosage  and  for  sufficient  time  to  con- 
trol the  infection.  This  may  require  a week 
to  ten  days’  therapy.  However,  if  the  infec- 
tion is  not  responding  within  a reasonable 
time,  despite  adequate  therapy,  some  other 
factor  must  be  sought  and  eliminated. 

Another  practice  which  in  many  instances 
is  leading  to  difficulty  in  the  use  of  antibiotics 
is  the  empirical  use  of  a drug  without  the 
benefit  of  cultures  from  the  infected  area 
and  antibacterial  sensitivity  studies.  To  be 
certain,  these  cost  money,  but  so  does  the 
antibiotic  which  is  given  “empirically”  and 
does  no  good. 

We,  as  physicians  must  remember  that  man 
was  able  to  survive,  multiply  and  develop  for 
a great  number  of  years  before  the  antibiotics 
were  discovered.  To  be  sure,  they  have  been 
a Godsend  in  the  treatment  of  many  diseases. 
Yet,  we  have  gone  a bit  overboard  in  their 
use  and  will  have  to  recognize  that  man  as 
well  as  other  animals  has  a built-in  ability  to 
deal  with  various  infectious  diseases.  It  is 
entirely  possible  that  if  allowed  to  utilize  his 
own  immune  processes,  many  an  individual 
might  overcome  diseases  which  now  are  free- 
ly treated  by  shots  of  penicillin  and  other 
antibacterial  drugs,  by  employing  small  doses 
of  aspirin,  fluids  and  tincture  of  time. 

It  is  also  a relatively  common  thing  to  see 
patients  who  have  diseases  which  may  be 
basically  not  due  to  infections,  such  as  Men- 
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iere’s  disease  (“Labyrinthitis”),  chronic  laryn- 
gitis (smokers’  larynx),  chronic  vasomotor 
rhinitis  and  chronic  granular  pharyngitis, 
treated  with  antibiotics.  This  is  not  only  a 
waste  of  the  drug  but  a fallacy  in  treatment. 
Another  misuse  of  drugs  in  the  treatment  of 
infections  is  the  administration  of  potentially 
harmful  medications  for  simple  infections. 
During  the  course  of  an  average  year  it  is  not 
uncommon  to  see  children  and  adults  who 
complain'  of  hearing  loss,  and  to  find  on 
audiometric  and  otological  examination  that 
there  is  a mild  to  moderate  amount  of  inner 
ear  type  hearing  loss.  In  many  instances  it 
is  possible  to  trace  back  in  the  history  per- 
taining to  the  onset  of  the  hearing  loss  and 
find  that  in  the  treatment  of  some  infection 
the  person  received  a streptomycin  contain- 
ing compound.  In  the  more  recent  past  sev- 
eral other  drugs  have  been  shown  to  have 
toxic  effects  upon  the  inner  ear  structures, 
namely  Kanamycin  (1)  (2)  (3),  Viomycin,  Dihy- 
drostreptomycin (4),  and  Neomycin  (5).  Only 
too  often  some  of  these  medications  are  used 
to  treat  infections  which  could  be  controlled 
by  other  means.  It  is  unfortunate  that  the 
hearing  loss  or  the  vestibular  symptoms  often 
do  not  appear  until  some  time  after  the  med- 
ication is  given,  so  that  the  physician  who 
gave  or  ordered  given  the  medications,  may 
not  know  of  the  damage  which  has  occurred. 

Another  field  in  which  respiratory  diseases 
were  going  to  be  “cured”  by  miracle  drugs 
was  the  field  of  upper  and  lower  respiratory 
allergy.  The  antihistamines  and  corticos- 
teroids have  proved  very  helpful  in  relieving 
many  distressing  allergic  symptoms  in  the 
nose,  the  throat  and  the  lungs.  Yet,  time  has 
proved  that  these  agents  are  not  curative, 
merely  palliative.  In  the  case  of  the  extrinsic 
asthmatic,  elimination  of  the  offending  sub- 
stance insofar  as  possible,  desensitization  and 
then  the  use  of  the  symptom  blocking  agents 
during  the  active  period  has  shown  definite 
and  encouraging  promise.  However,  in  the 
intrinsic  asthmatic,  some  focus  of  infection, 
especially  in  the  paranasal  sinuses,  the  nose 
or  the  throat  must  still  be  considered  and 
eliminated  if  improvement  in  symptoms  is  to 
be  accomplished.  Many  of  the  allergic  per- 
sons will  have  much  trouble  with  nasal  ob-  * 
struction  and  infection  brought  on  or  accen- 
tuated by  nasal  polyps.  Although  it  seemed 
when  I first  started  in  Sioux  Falls  that  many 


persons  were  apparently  “cured”  by  limited 
nasal  polypectomy,  over  a period  of  time  it 
became  apparent  that  simple  excision  of 
polyps  is  sufficient  to  cure  only  a few  of  these 
persons.  Now  I find  that  more  and  more  it  is 
necessary  to  perform  an  intranasal  eth- 
moidectomy  or  one  of  the  more  radical  forms 
of  treatment  of  paranasal  sinus  disease  to 
eliminate  the  diseased,  polypoid  mucosa 
within  the  nose  and  sinuses  so  that  a per- 
manent beneficial  effect  can  be  achieved. 
The  conservative  approach  to  nasal  sinus  di- 
sease, while  apparently  successful  in  many 
instances,  was  followed  too  often  by  recur- 
rence of  the  nasal  polyps  and  return  of  the 
symptoms.  It  is  my  feeling  that  we  must  re- 
turn to  a more  thorough  form  of  therapy  of 
nasal  and  paranasal  sinus  disease  if  the  pa- 
tients are  to  be  effectively  treated.  Chronic 
asthmatics,  persons  with  chronic  rhinitis  due 
to  allergy  and  other  upper  respiratory  aller- 
gies, will  often  respond  to  a planned  approach 
which  includes  elimination  of  the  allergen 
insofar  as  possible,  correction  of  nasal  ob- 
struction by  polypectomy,  and  ethmoidec- 
tomy  and  repair  of  nasal  septal  deformity  if 
needed,  and  then  supportive  therapy  by 
desensitization,  antihistamines  or  the  cor- 
ticosteroids. It  has  been  my  experience  that 
some  of  the  more  severe  nasal  allergy  pa- 
tients may  have  to  be  put  on  small  mainten- 
ance doses  of  a corticosteroid,  in  a fashion 
similar  to  the  use  of  insulin  in  a diabetic. 

In  the  treatment  of  obstructive  respiratory 
diseases,  the  Otolaryngologist  still  plays  a 
very  definite  part.  Acute  trauma  to  the  face, 
the  neck  and  the  head,  especially  cases  which 
are  unconscious  and  unable  to  maintain  the 
airway  are  all  candidates  for  tracheotomy. 
In  recent  years  there  has  been  a shift  from 
the  philosophy  of  tracheotomy  as  a “life- 
saving procedure”  to  an  elective  procedure  to 
be  done  when  there  is  respiratory  embarrass- 
ment or  the  possibility  thereof.  This  is  most 
true  in  patients  with  neurological  damage, 
many  of  whom  will  not  be  able  to  maintain 
the  airway  and  if  allowed  to  continue,  would 
die  a respiratory  death.  Most  of  these  pa- 
tients, if  tracheotomized  early,  would  stand  a 
much  better  chance  of  survival.  Poliomyelitis 
has  been  much  less  frequent  and  much  less 
severe  in  South  Dakota  in  the  past  few  years, 
removing  one  of  the  formerly  biggest  reasons 
for  tracheotomy.  It  is  to  be  hoped  that  it 
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will  not  be  necessary  again  in  the  future  to 
do  tracheotomy  procedures  upon  polio  pa- 
tients. Acute  tracheobronchitis  (croup)  is 
still  frequent,  but  has  not  been  severe  enough 
in  the  Sioux  Falls  area  in  recent  years  to 
necessitate  many  tracheotomy  procedures. 
Foreign  bodies  as  a source  of  respiratory  ob- 
struction have  been  seen  in  the  Sioux  Falls 
area  on  102  occasions  in  the  past  five  years. 
The  majority  of  the  foreign  particles  in  the 
pharynx,  larynx  and  the  tracheobronchial 
tree  have  been  removed  without  incident  by 
endoscopic  means.  These  will  be  discussed 
later. 

Many  congenital  lesions  in  the  respiratory 
tract  have  been  observed  in  the  Sioux  Falls 
area  in  the  past  five  years.  These  have 
ranged  from  an  instance  of  complete  pul- 
monary agenesis,  one  of  the  rarest  of  all 
respiratory  anomalies  (6)  (7)  (8)  (9)  (10)  (11) 
to  the  more  common  cleft  palate,  cleft  lip, 
tracheo-esophageal  fistula  and  the  various 
congenital  cysts  in  the  oral  cavity,  pharynx 
and  the  upper  neck  areas.  We  are  fortunate 
in  having  physicians  trained  in  the  treatment 
of  these  various  anomalies  in  Sioux  Falls  and 
are  able  to  treat  most  of  the  abnormalities 
which  previously  would  have  had  to  be  sent 
to  a distant  center  for  surgery.  With  time 
more  and  more  of  these  problems  can  be 
treated  within  the  state  of  South  Dakota. 

Recently,  with  the  emphasis  on  cancer  de- 
tection and  early  treatment,  therapy  in  this 
disease  has  been  enhanced  to  a significant 
degree.  By  early  diagnosis  and  treatment  the 
prognosis  in  cancer  of  the  mouth,  pharynx, 
larynx  and  nasal  areas  is  much  better, 
whether  they  be  treated  surgically  or  with 
radiation.  There  has  been  something  of  a 


change  in  the  philosophy  of  treatment  of 
malignant  lesions  of  the  upper  respiratory 
passages.  It  formerly  was  usual  to  relegate 
late,  hopeless  and  apparently  incurable  neo- 
plasms to  the  field  of  the  radiologist  for 
“palliative  therapy.”  The  early,  easily  cur- 
able lesions  were  treated  surgically.  How- 
ever, in  the  early  lesions  it  has  been  shown 
that  the  results  either  by  careful,  radical  sur- 
gical excision  or  radiation  therapy  are  about 
the  same.  In  the  late  lesions  which  formerly 
were  treated  palliatively  with  radiation, 
radical  surgical  intervention  has  shown  in- 
creased promise.  The  high  intensity  radiation 
with  cobalt  has  shown  definite  potentiality, 
especially  in  early  deep  seated  lesions  (12). 

One  of  the  places  where  the  Otolaryn- 
gologist plays  an  important  role  is  in  the  field 
of  per-oral  endoscopy.  Although  prior  to  1954 
all  endoscopy  in  the  Sioux  Falls  area  was 
done  by  Otolaryngologists,  in  recent  years, 
with  the  emphasis  on  early  detection  of  lung 
cancer,  a portion  of  the  endoscopic  work,  pri- 
marily that  relating  to  diagnostic  workup,  has 
been  done  by  those  interested  in  chest  sur- 
gery. In  previous  papers  (13)  (14)  the  results 
of  thirty-three  years’  experience  with  per- 
oral endoscopy  in  eastern  South  Dakota  were 
reported.  The  results  of  this  previous  study 
indicated  that  per-oral  endoscopy  was  grad- 
ually increasing  in  use  and  in  value  as  a diag- 
nostic tool  as  well  as  a means  of  extracting 
foreign  material  from  the  air  and  food  pas- 
sages. In  the  past  five  years  the  use  of  bron- 
choscopy, esophagoscopy  and  pharyngo- 
laryngoscopy  has  increased  to  a phenominal 
degree  so  that  now  endoscopic  procedures  are 
one  of  the  more  common  diagnostic  opera- 
tions. (see  Table  #1)  With  the  increase  in 


Table  #1 


Endoscopic  Procedures  Performed  Befween  1920-1959 


Bronchoscopy 

Esophagoscopy 

Laryngoscopy 

Total 

1920-25 

9 

12 

5 

26 

1926-30 

9 

19 

3 

31 

1931-35 

30 

34 

15 

79 

1936-40 

14 

31 

20 

65 

1941-45 

28 

32 

11 

71 

1946-50 

45 

66 

21 

132 

1951-Feb.  ’54 

49 

56 

14 

119 

TOTAL 

184 

250 

89 

523 

Apr.  ’54-Apr.  ’59 

519 

192 

135 

846 
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frequency  of  endoscopic  procedures  has  come 
an  increase  in  the  amount  and  the  variety  of 
pathology  diagnosed  in  the  pharynx,  larynx, 
tracheo-bronchial  tree  and  the  esophagus, 
(see  Tables  #2,  3,  4)  Although  the  incidence 
of  foreign  bodies  found  and  removed  from 
the  air  and  food  passages  has  remained  pro- 
portionately very  similar  to  what  was  noted 
in  the  previous  study,  the  number  of  mali- 
gnant tumors  found  in  all  areas  has  shown  a 
definite  increase.  This  increase  probably 
represents  both  an  increase  in  actual  numbers 
of  malignancies  as  well  as  the  result  of  earlier 
diagnosis  and  referral  for  therapy.  An  in- 
teresting observation  was  made  regarding 
the  relationship  between  the  incidence  of 
bronchoscopic  examinations  for  lung  tumors 
and  the  time  when  the  chest  x-ray  survey 
unit  had  visited  a community  in  eastern 
South  Dakota.  Quite  numerous  chest  lesions, 
some  accessible  to  the  bronchoscope  and  some 
within  the  lung  parenchyma  were  frequently 
discovered.  These  were  usually  referred 
promptly  for  workup.  Many  of  the  incidental 
lung  lesions  were  asymptomatic.  This  would 
suggest  that  the  frequent  use  of  survey  chest 
x-ray  examinations  should  be  encouraged.  If 
serious  lung  disease  is  to  be  cured,  all  sus- 
picious lung  lesions  should  be  evaluated 
promptly,  carefully  and  thoroughly.  This 
should  include  bronchoscopic  examination 
with  cytology  studies  and  biopsy  if  possible 
and  bacteriology  studies  when  indicated. 
Bronchograms  are  also  very  helpful  in  many 
cases.  With  the  present  refinements  in  sur- 
gical techniques  and  anesthesia,  exploratory 
thoracotomy  has  become  a relatively  safe  and 
easy  procedure  and  is  being  resorted  to  more 
frequently.  If  cancer  is  found,  possibly  lung 
resection,  early,  will  enhance  the  survival 
rate. 

An  interesting  commentary  in  regard  to  the 
endoscopy  for  foreign  bodies  in  the  upper 
respiratory  and  food  passages  is  the  fact  that 
the  incidence  thereof  has  shown  a gradual 
increase  over  the  past  five  years.  Whereas 
there  were  370  foreign  bodies  obtained  en- 
doscopically  in  the  thirty-three  years  prior 
to  1954,  there  were  124  removed  in  the  sub- 
sequent five  years.  However,  the  increase  in 
numbers  has  followed  a curve  which  was  pre- 
dictable when  compared  to  the  findings  prior  * 
to  1954  and  is  probably  related  to  the  increase 
in  population.  Early  diagnosis  and  frequent 


Table  f2 


Bronchoscopic  Findings 

1920-1954 

1954-1959 

Foreign  body 

105 

46 

Neoplasm,  malignant 

6 

43 

Neoplasm,  benign 

1 

2 

Other  pathology 

31 

264 

Aspiration  bronchoscopy 

4 

23 

Negative 

37 

141 

TOTAL 

184 

519 

Table 

#3 

Esophagoscopic  Findings 

1920-1954 

1954-1959 

Foreign  body 

204 

87 

Neoplasm,  malignant 

10 

12 

Neoplasm,  benign 

1 

4 

Other  pathology 

20 

51 

Negative 

15 

38 

TOTAL 

250 

192 

Table 

U 

Laryngo-Pharyngoscopic  Findings 

1920-1954 

1954-1959 

Foreign  body 

61 

14 

Neoplasm,  malignant 

8 

24 

Neoplasm,  benign 

9 

50 

Other  pathology 

10 

32 

Negative 

1 

15 

TOTAL 

89 

135 

use  of  endoscopic  procedures  in  doubtful 
cases  may  also  have  been  factors  in  the  in- 
crease. The  location  of  foreign  bodies,  the 
age  range  and  the  duration  of  time  that  they 
had  been  present  compared  very  favorably 
with  the  findings  in  the  previous  studies 
from  this  area,  (see  Tables  #5,  6,  7)  The  com- 
monest foreign  bodies  were  pieces  of  bone, 
most  frequently  lodged  in  the  upper  eso- 
phagus. Twenty-nine  out  of  forty-five  bones 
were  from  chicken  meat.  Fifteen  peanuts 
were  removed  from  the  bronchial  tree,  twelve 
coins  were  removed  from  the  esophagus  and 
in  eighteen  instances  a meat  bolus  was  found 
in  the  esophagus  and  eliminated.  Many  other 
miscellaneous  foreign  particles  such  as  toys, 
ear  rings,  safety  pins,  pieces  of  vegetable 
matter,  wood  and  dentures  were  encountered. 
The  most  challenging  foreign  object  from  a 
technical  standpoint  was  a toy  marble  which 
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Table  #5 

Location  of  Foreign  Bodies 


Esophagus 

Upper  58 

Midportion  9 

Distal  13 

Negative  7 

TOTAL  87 

Tracheobronchial  Tree 

Trachea  12 

Right  main  11 

Left  main  11 

Right  LL  2 

Left  UL  1 

Left  LL  1 

Negative  8 

TOTAL  46 

Laryngopharynx 

Base  of  tongue  4 

Cricopharyngeal  2 

Negative  6 

TOTAL  12 


Table  t6 


Foreign  Bodies,  Age  Range 

Young- 

Aver- 

Oldest 

est 

age  Age 

Esophagoscopy  79  yr. 

7 mo. 

38  yr. 

Bronchoscopy  50  yr. 

6 yr. 

4.6  yr. 

Laryngopharyngoscopy  46  yr. 

IVz  wk. 

26  yr. 

Table  S7 


Foreign  Bodies,  Duration 

Time  Range 

Shortest  Longest  Average 

Esophagoscopy 

Vi  hr. 

4 wk.  1.9  days 

Bronchoscopy 

3 hr. 

10  days  2.8  days 

Laryngopharyngoscopy 

2 hr. 

36  hr.  6 hr. 

was  located  in  the  lower  cricopharyngeal  area 
of  a five  and  one-half  year  old  boy.  Because 
of  its  size  and  location  it  caused  a moderate 
degree  of  respiratory  embarrassment.  The 
available  foreign  body  forcep  would  not  grasp 
the  marble  and  for  this  reason  an  instrument 
had  to  be  divised  to  extract  it.  On  one  oc- 
casion there  was  an  operative  death  during 
per-oral  endoscopy  for  foreign  body,  the  re- 
sult of  a toxic  reaction  to  the  local  anesthetic 
drug. 

Other  pathology  found  during  endoscopic 
examinations  included  various  inflammatory 
and  infectious  diseases,  congenital  anomalies. 


traumatic  and  functional  processes,  (see  Table 
#8)  Atelectasis  was  treated  on  twenty-eight 
occasions.  On  four  occasions  tracheal  stenosis 
was  dilated  and  nine  cases  of  esophageal 
stenosis  were  dilated.  On  nine  occasions 
cardiospasm  of  the  esophagus  was  treated  per 
esophagoscope.  On  one  occasion  a foreign 
body  was  found  lodged  above  an  old  mid- 
esophageal  stricture. 

Although  endoscopic  procedures  are  some- 
times viewed  with  apprehension  because  it  is 
felt  that  there  is  a hazard,  with  newer  topical 
anesthetic  drugs  and  general  anesthetic 
agents,  and  greater  skill  in  techniques,  the 
mortality  and  morbidity  have  remained  low 
and  have  decreased.  During  the  thirty-three 
years  prior  to  1954,  in  which  interval  there 
were  523  endoscopic  procedures  done  in  Sioux 
Falls,  there  were  five  deaths;  two  of  which 
were  definitely  attributable  to  the  endoscopy 
and  three  deaths  shortly  post-operatively. 
This  made  an  operative  mortality  of  0.4% 

Table  S8 

Other  Pathology  Observed  During  Endoscopic 
Examinations 


Bronchoscopy 

1)  Chronic  bronchitis  161 

2)  Bronchiectasis  17 

3)  Bronchial  stenosis  8 

4)  Atelectasis  28 

5)  Lung  abscess  7 

6)  Bronchopleural  fistula  1 

7)  Bronchial  hemorrhage  7 

8)  Acute  laryngo-tracheal  bronchitis  7 

9)  Tuberculosis  3 


10)  Acute  pneumonitis  17 

11)  Congenital  anomaly  8 

TOTAL  264 

Esophagoscopy 

1)  Esophageal  laceration  20 

2)  Hiatus  hernia  4 

3)  Esophageal  varices  3 

4)  Esophagitis  4 

5)  Stricture  9 

6)  Prominent  aortic  arch  1 

7)  Cardiospasm  9 

8)  Diverticulum  1 

TOTAL  51 

Laryngopharyngoscopy 

1)  Chronic  laryngitis  6 

2)  Vocal  nodule  2 

3)  Congenital  anomaly  5 

4)  Cyst  3 

5)  Laryngeal  ulcer  5 

6)  Lye  burn  2 

7)  Mucous  plug  in  larynx  4 

8)  Hypertrophic  laryngitis  1 

9)  Atrophic  pharyngolaryngitis  2 

10)  Leukoplakia  1 

11)  Tuberculosis  1 

TOTAL  32 
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and  an  overall  mortality  of  0.8%.  During  the 
past  five  years  there  were  five  deaths  direc- 
tly attributable  to  the  surgery  or  the  anes- 
thetic, making  an  operative  mortality  of 
0.6%.  Of  these  deaths,  one  was  due  to  in- 
tracardiac air  embolism  which  followed 
biopsy  of  an  intrabronchial  malignancy  which 
surrounded  a small  pulmonary  vein;  one 
death  followed  cardiac  arrest  precipitated  by 
a toxic  reaction  to  local  anesthetic  agents  and 
three  deaths  occurred  as  the  result  of  cardiac 
arrest  while  using  intravenous  thiopental 
for  anesthesia.  The  last  operative  death  oc- 
curred over  two  years  ago.  With  the  im- 
proved operative  techniques  now  utilized  in 
the  Sioux  Falls  hospitals  it  is  felt  that  the 
likelihood  of  further  operative  mortality  dur- 
ing endoscopic  procedures  has  been  in  large 
measure  eliminated.  However,  the  fact  that 
there  is  a definite,  low,  hazard  associated  with 
per-oral  endoscopy  should  not  be  a deterrant 
to  prompt,  frequent  use  of  these  procedures 
in  patients  having  respiratory  or  food  passage 
problems. 

In  total  there  were  846  endoscopic  pro- 
cedures performed  while  this  series  was  being 
developed.  During  the  same  period  another 
115  bronschoscopic  examinations  were  done 
on  patients  who  had  just  undergone  adeno- 
tonsillectomy  operations,  to  evaluate  the 
anesthesia  and  operative  techniques.  These 
have  been  reported  in  other  papers  and  are 
not  included  in  this  series.  (15)  (16)  Although 
the  incidence  of  negative  examinations  is 
greater  than  it  was  in  the  series  of  endoscopic 
examinations  done  prior  to  1954,  the  increased 
detection  of  potentially  dangerous  diseases 
such  as  lung,  esophageal,  pharyngeal  and 
laryngeal  neoplasms  more  than  compensates 
for  the  number  of  negative  procedures.  The 
detection  of  benign  diseases  and  the  improved 
ability  to  treat  these  diseases  through  knowl- 
edge obtained  by  means  of  endoscopic  exam- 
inations further  warrants  their  use  and  appli- 
cation. The  combination  of  endoscopic  exam- 
inations and  biopsy  where  possible,  carefully 
obtained  cytology  and  bacteriology  speci- 
mens, and  bronchograms  will  greatly  en- 
hance the  study  of  patients  with  respiratory 
and  food  passage  diseases.  It  is  to  be  hoped 
that  the  next  five  years  will  show  further  de- 
velopment of  these  very  valuable  tools  in  the 
diagnosis  and  treatment  of  diseases  of  the 


laryngopharynx,  esophagus  and  lungs  in  the 
Sioux  Falls  area. 

It  is  also  to  be  hoped  that  increased  atten- 
tion will  be  paid  to  other  diseases  of  the  upper 
respiratory  and  alimentary  passages,  includ- 
ing those  due  to  trauma  and  obstruction, 
allergy,  infection  and  inflammation,  and  con- 
genital anomalies.  Although  new  drugs  have 
been  of  tremendous  assistance  in  the  treat- 
ment of  previously  lethal  diseases,  the  over- 
use and  abuse  of  these  drugs  have  created 
new  problems.  It  is  only  by  increased  aware- 
ness of  these  disease  processes  and  prompt, 
thorough  treatment,  possibly  by  use  of  tech- 
niques which  have  been  thought  to  be  out- 
moded, that  consistently  good  results  can  be 
obtained.  It  is  in  this  realm  that  the  skills  of 
a competent,  well  trained  Otolaryngologist 
can  be  of  inestimable  value. 
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PREINVASIVE 
CARCINOMA  OF  THE 
CERVIX* 

Elizabeth  Mussey,  M.D. 

Section  of  Obstetrics  and  Gynecology 
Mayo  Clinic  and  Mayo  Foundationt 
Rochester,  Minnesota 


Recognition  of  the  existence  of  a pre- 
invasive  phase  in  the  pathogenesis  of  car- 
cinoma of  the  cervix  is  one  of  the  significant 
recent  advances  in  gynecology.  Although  the 
epithelial  changes  in  beginning  cancer  were 
described  more  than  50  years  ago,  there  was 
no  general  agreement  that  such  alterations 
represented  bona  fide  neoplasia,  nor  was 
there  a widespread  attempt  to  make  clinical 
application  of  the  observations.  Early  in  the 
last  decade  Papanicolaou  published  the  re- 
sults of  studies  of  stained  spreads  of  ex- 
foliated cells  from  epithelial  surfaces.  His 
demonstration  that  the  characteristics  of 
malignancy  are  exhibited  by  single  cells  as 
well  as  by  tissues  was  promptly  corroborated 
by  many  investigators.  The  relatively  simple 
“smear  test”  has  been  widely  applied  and 
has  led  to  the  diagnosis  of  many  unsuspected 
early  cancers  of  the  cervix.  A considerable 
experience'^  in  the  treatment  of  carcinoma  in 

♦Read  at  the  meeting  of  the  South  Dakota  State 
Medical  Association,  Rapid  City,  South  Dakota, 
June  20  to  23,  1959. 

fThe  Mayo  Foundation,  Rochester,  Minnesota,  is  a 
part  of  the  Graduate  School  of  the  University  of 
Minnesota. 


situ  justifies  certain  conclusions,  some  valid 
and  others  to  be  regarded  as  tentative.  In 
the  relatively  brief  time  at  our  disposal,  I 
would  like  to  discuss  some  of  the  clinical 
aspects  of  the  recognition  and  management  of 
preinvasive  cancer  of  the  cervix. 

In  the  years  1932  through  1958,  a total  of 
1007  women  have  undergone  treatment  of 
carcinoma  in  situ  of  the  cervix  at  the  Mayo 
Clinic.  Their  ages  ranged  from  19  to  79  years, 
with  the  mean  age  of  the  group  being  43.8 
years.  The  records  of  37  patients  indicated 
that  they  had  never  married,  thus  confirm- 
ing previous  statements  that  carcinoma  of 
the  cervix  is  less  frequent  in  unmarried  than 
in  married  women.  There  was  no  relation 
between  the  presence  of  carcinoma  in  situ 
and  the  number  or  recency  of  pregnancies. 

Detection 

The  presenting  complaints  of  423  patients 
treated  during  the  last  3 years  were  tabulated 
(table  1).  In  most  instances  the  patients  con- 
sulted the  clinic  or  their  local  physician  be- 
cause of  a condition  entirely  unrelated  to 
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Table  1 

Carcinoma  in  Situ  of  the  Cervix 
(1956  Through  1958): 

Presenting  Complaints 


Complaint 

Cases 

Nongynecologic 

349 

Gynecologic 

Unrelated 

36 

Related 

35 

“Cancer” 

3 

Total 

423 

the  pelvis.  Only  a few  had  experienced  vag- 
inal discharge  or  intermenstrual  bleeding 
that  might  possibly  have  originated  in  the 
cervix.  In  the  earlier  years  of  this  study, 
approximately  20  per  cent  of  all  patients 
with  carcinoma  in  situ  had  complaints  that 
were  possibly  related  to  the  lesion  on  the 
cervix.  Detection  of  carcinoma  in  an  in- 
creasing percentage  of  patients  who  have  no 
significant  symptoms  is  due  largely  to  the 
use  of  the  Papanicolaou  smear  as  a routine 
test. 

The  cytologic  smear  test  was  initially  em- 
ployed at  the  clinic  in  1947.  It  soon  became 
apparent  that  Papanicolaou’s  observations 
regarding  the  characteristics  of  individual 
malignant  cells  were  valid  and  were  repro- 
ducible. In  1950,  therefore,  the  test  was  ap- 
plied to  all  gynecologic  patients  more  than 
30  years  of  age.  Three  and  one-half  years 
ago  it  was  deemed  wise  to  incorporate  the 
test  into  the  general  physical  examination 
of  all  women  25  years  of  age  or  older.  This 
expanded  program  of  cancer  detection  re- 
sulted in  a marked  increase  in  the  number  of 
recognized  cases  of  carcinoma  in  situ  (fig.  1). 

Smears  are  not  difficult  to  obtain.  Our 
observations  indicate  that  a single  prepara- 
tion made  from  the  surface  of  the  cervix  is 
more  reliable  for  diagnosis  than  a smear  from 
the  vaginal  pool.  It  is  essential  that  the 
cellular  material  be  spread  evenly  and  that 
chemical  fixation  be  accomplished  before  any 
drying  has  occurred.  Dilution  with  excessive 
amounts  of  blood  or  pus  can  render  the  smear 
unsatisfactory  and  should  be  avoided. 

The  reliability  of  the  smear  as  a screening 
procedure  is  unquestioned  although  the  sig- 


(Fig.  1) 


nificance  of  abnormal  smears  varies  from  one 
laboratory  to  another.  Table  2 shows  the 
correlation  in  our  laboratory  between  ab- 
normal smears  and  the  ultimate  diagnosis 
based  on  tissue  studies. 2 The  presence  of 
atypical  cells  in  a cervical  smear  points 
strongly  toward  the  possibility  of  neoplasia 
in  the  cervix,  but  it  does  not  justify  the  physi- 
cian’s assuming  the  presence  of  malignancy, 
either  for  the  purpose  of  discussion  with  the 
patient  or  as  a basis  for  definitive  treatment. 

Proof  or  disproof  of  malignancy  is  obtained 
only  after  study  of  conventional  tissue  sec- 
tions, which  must  also  represent  a sufficient 
sample  of  the  cervix  to  enable  the  pathologist 
to  ascertain  the  presence  or  absence  of 
stromal  invasion.  In  the  past,  punch  biopsy 
specimens  were  obtained  in  the  office  when- 
ever a positive  smear  was  obtained.  It  be- 
came obvious,  and  has  been  emphasized  by 
many  investigators,  that  these  samples  of 
tissue  were  inadequate  to  define  the  area  in- 
volved by  the  carcinoma  and  that  a stage  1, 
or  even  a stage  2,  lesion  could  be  overlooked 
and  improperly  treated  if  one  relied  solely 
on  punch  biopsy.  Therefore,  it  is  now  cus- 
tomary for  patients  from  whom  a positive 
cervical  smear  or  a positive  tissue-biopsy 
specimen,  or  both,  are  obtained  to  be  sub- 
jected to  surgical  cold-knife  conization  of  the 
cervix.  The  specimen  is  divided  into  many 
small  blocks  which  are  quick-frozen,  sec- 
tioned and  stained.  If  carcinoma  is  found, 
the  pathologist  then  ascertains  whether  the 
neoplasm  extends  beneath  the  mucosa,  to  the 
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Table  2 

Result  by  Group  in  Initial  Smears  Compared  With 
Result  of  Study  of  Biopsy  Material  in  Same  Cases 
(1953  Through  1957) 


Initial 

Biopsy  Malerial 

Diagnosis 
unexplained 
or  unverified 

smears 

Carcinoma 

found 

No  carci- 
noma foundt 

Group* 

Number 

Number 

Per  centt 

5 

265 

250 

99 

2 

13 

4 

197 

157 

88 

21 

19 

3 

368 

168 

53 

145 

55 

2 

19 

3 

— 

13 

3 

1 

77,743 

17 

— 

— 

— 

* Key:  group  1,  negative  (benign);  group  2,  probably  benign;  group  3,  suspicious;  group  4,  probably 

malignant;  and  group  5,  malignant. 

t Percentage  based  on  total  number  of  initial  smears  minus  unexplained  group. 
t Satisfactory  biopsy  material  — proved  falsely  suspicious  or  positive. 

vaginal  wall,  or  up  the  endocervical  canal. 

The  surgeon  is  thus  able  to  make  a prompt 
choice  of  treatment. 

Treatment 

Convictions  regarding  suitable  therapy  for 
carcinoma  in  situ  have  undergone  modifica- 
tion, resulting  in  a degree  of  uniformity  not 
present  10  or  15  years  ago.  No  longer  is  it 
considered  necessary  to  perform  radical  hys- 
terectomy or  to  expose  the  patient  to 
amounts  of  radiation  used  for  invasive  car- 
cinoma. Nor  is  punch  biopsy  followed  by 
cauterization  believed  to  be  adequate  treat- 
ment although,  in  the  past,  many  small  can- 
cers must  have  been  inadvertently  and  com- 
pletely destroyed  in  such  a manner. 

Total  hysterectomy,  usually  performed 
through  the  vaginal  route,  has  been  used  in 
86  per  cent  of  our  entire  series.  That  other 
forms  of  management  are  in  current  use  is 
indicated  by  figure  2,  which  shows  the  treat- 
ment used  in  165  cases  in  1958. 

Indication  for  treatment  that  is  less  exten- 
sive than  hysterectomy  exists  in  certain  pa- 
tients. We  believe  that  it  is  justifiable  to  pre- 
serve fertility  in  young  women  who  express 
a desire  for  future  pregnancy,  on  condition 
that  they  are  cognizant  of  the  slight  risk  in- 
herent in  leaving  the  cervix  and  will  agree 
to  return  for  periodic  follow-up  examination. 

Twenty-two  cases  fulfilled  the  criteria  for 
this  type  of  management,  representing  ap- 


(Fig.  2) 

proximately  10  per  cent  of  the  227  patients 
who  were  less  than  35  years  of  age.  Ninety- 
three  women,  or  about  9 per  cent  of  the 
total,  were  less  than  30  years  of  age.  It  is  ap- 
parent that  only  a small  minority  of  patients 
in  the  eligible  age  group  will  elect  to  con- 
serve the  function  of  childbearing  in  the 
face  of  a malignant  lesion. 

Treatment  consists  of  preliminary  surgical 
cold-knife  conization.  After  the  pathologist 
has  established  that  the  lesion  is  in  situ  and 
has  satisfied  himself  that  the  incision  does 
not  cross  an  involved  area  at  any  point, 
hemostasis  is  secured  by  cautery  or  by  suture. 
To  date  we  have  had  no  recurrences,  although 
one  patient  has  undergone  hysterectomy  be- 
cause of  atypia  of  the  cervical  epithelium 
persisting  after  two  normal  pregnancies  had 
followed  conization.  There  have  been  10 
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known  full-term  deliveries  in  six  women, 
according  to  the  last  complete  survey  made 
in  January,  1958. 

There  have  been  numerous  other  indica- 
tions for  limited  treatment  of  the  cervical 
lesion.  For  the  most  part  they  may  be  cate- 
gorized under  the  single  heading  of  “other 
serious  disease.”  Included  are  metastatic  or 
inoperable  primary  cancer  in  another  site, 
precarious  cardiac  status,  and  old  age  with 
physical  or  mental  deterioration.  Several  pa- 
tients refused  operation,  and  one  was  con- 
sidered too  obese  to  undergo  surgical  treat- 
ment. 

Treatment  in  these  patients  has  usually 
been  conization,  especially  in  the  past  4 years, 
but  radium  and  thermal  cauterization  have 
also  been  employed.  The  important  disad- 
vantage of  the  latter  two  methods  of  treat- 
ment lies  in  the  fact  that  diagnosis  is  usually 
made  by  punch  biopsy  rather  than  by  con- 
ization, and  the  presence  of  invasive  cancer 
is  not  unequivocally  excluded. 

Thirty  patients  were  treated  with  radium, 
the  average  dose  being  about  3000  mg.  hours, 
administered  by  the  divided-dose  technic.  In 
one  patient,  recurrent  invasive  cancer  of  the 
vagina  was  found  several  months  after  treat- 
ment. It  is  possible  that  the  initial  lesion 
was  not  completely  in  the  preinvasive  phase 
or  that  vaginal  involvement  already  existed 
when  the  radium  was  applied.  This  treatment 
failure  is  probably  attributable  to  inadequate 
sampling  of  tissue. 

Fifteen  patients  had  no  treatment  other 
than  cauterization  of  the  cervix.  In  one  in- 
stance, persistence  of  carcinoma  in  situ  was 
proved  several  months  later,  and  hysterec- 
tomy was  carried  out.  Although  destruction 
of  the  lesion  by  cautery  is  not  considered  an 
acceptable  form  of  therapy  because  of  the 
absence  of  histologic  control,  it  should  be 
pointed  out  that  carcinoma  in  situ  is  often 
absent  from  the  uterus  removed  subsequent 
to  a positive  office  biopsy  with  or  without 
cautery. 

Results  of  Treatment 

Because  carcinoma  in  situ  is,  by  definition, 
a lesion  that  is  confined  to  the  mucosa  and 
does  not  involve  the  subjacent  blood  or 
lymph  vessels,  the  absolute  cure  rate  should 
be  100  per  cent.  Failure  to  attain  this  ideal 
result  is  always  due  to  incomplete  definition 


of  the  extent  of  involvement:  (1)  the  pres- 
ence of  stromal  invasion  is  overlooked  be- 
cause of  insufficient  sampling,  or  (2)  periph- 
eral spread  to  the  upper  endocervix  or  the 
vagina  is  not  detected.  Our  case  with  re- 
currence in  the  vaginal  wall  after  treatment 
with  radium  is  possibly  an  example  of  a mis- 
take in  the  first  category.  We  know  of  no 
recurrence  in  our  series  that  can  be  ascribed 
to  overlooking  extension  of  carcinoma  up  the 
endocervix.  However,  in  13  of  our  patients 
the  vaginal  vault  was  involved  by  carcinoma 
in  situ  which  was  continuous  with  the  neo- 
plasm of  the  cervix.  In  10  instances  the  path- 
ologist recognized  the  lateral  extension  of  the 
lesion  and  alerted  the  surgeon  to  the  need  for 
wider  resection  of  the  vaginal  cuff.  In  three 
patients,  whose  vaginal  cancer  was  incom- 
pletely excised,  recurrent  cancer  appeared; 
two  of  these  developed  clinical,  invasive  neo- 
plasm, found  6 and  10  years  later,  and  one 
had  preinvasive  carcinoma  detected,  3 years 
after  hysterectomy,  by  means  of  a positive 
cytologic  smear  followed  by  the  Schiller  test 
and  biopsy. 

One  patient  who  was  found  to  have  car- 
cinoma in  situ  of  the  vaginal  vault  6 months 
after  hysterectomy  was  not  classifiable  in 
either  of  the  above  groups.  The  vaginal  cuff 
at  the  time  of  hysterectomy  was  free  of  car- 
cinoma, but  it  exhibited  marked  basal  cell 
hyperactivity  of  the  epithelial  component. 
This  abnormality  has  been  found  to  precede 
or  to  be  associated  with  carcinoma  in  situ 
and  is  considered  by  many  to  represent  the 
earliest  stage  in  the  transition  of  normal 
epithelium  to  a malignant  state. 

The  importance  of  adequate  follow-up  ex- 
amination should  be  appreciated  by  all  who 
treat  carcinoma  in  situ  and  must  be  em- 
phasized to  their  patients.  Our  series  of  cases 
contains  too  few  recurrences  to  permit  mak- 
ing recommendations  that  are  more  than 
tentative.  It  is  reasonable  to  assume  that,  if 
vaginal-vault  carcinoma  remains  after  hys- 
terectomy, any  epithelial  material  later  ob- 
tained for  cytologic  examination  should  yield 
malignant  cells.  The  evidence  suggests  that 
residual  carcinoma  can  remain  preinvasive 
for  an  extended  period,  that  is,  3 years  or 
more,  but  it  does  not  define  the  shortest  time 
in  which  invasion  can  be  manifested. 

Patients  who  have  been  treated  by  hys- 
terectomy should  have  examination  6 
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months  postoperatively  and  periodically 
thereafter  for  at  least  3 years.  If  conization 
was  the  sole  treatment,  the  first  smears 
should  be  obtained  at  intervals  of  3 to  6 
months  for  a year  or  two.  Annual  pelvic 
examination  should  be  advised  for  all  pa- 
tients whose  treatment  did  not  include  re- 
moval of  all  uterine  and  ovarian  tissue. 


Summary 

Four  facets  of  the  clinical  management  of 
carcinoma  in  situ  should  be  emphasized: 

1.  There  is  no  characteristic  clinical  pic- 
ture. Early  detection  of  carcinoma  of  the 
cervix,  therefore,  depends  on  the  routine  ap- 
plication of  a screening  procedure  such  as  the 
cytologic  smear. 

2.  Diagnostic  studies  not  only  must  estab- 
lish that  the  lesion  is  entirely  in  situ  but  must 
also  make  out  involvement  of  the  vagina  or 
endocervix  when  it  is  present. 

3.  Treatment  need  not  be  radical  but  must 
be  extensive  enough  to  eradicate  the  entire 
lesion.  Conservative  therapy  must  be  con- 
ducted under  histologic  control. 

4.  Every  patient  must  be  advised  to  under- 
go periodic  examination  subsequent  to  treat- 
ment. Study  of  cytologic  smears  is  an  essen- 
tial part  of  this  examination. 
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Fig.  1.  Cases  of  carcinoma  in  situ  of  the  cervix 
by  years.  (Reproduced  with  permission  from: 
Mussey,  Elizabeth  and  Soule,  E.  H.:  Carcinoma  in 
Situ  of  the  Cervix:  A Clinical  Review  of  842  Cases. 
Am.  J.  Obst.  & Gynec.  77:957-972  [May]  1959.) 

Fig.  2.  Cases  of  carcinoma  in  situ  of  the  cervix 
by  types  of  treatment  (1958). 


UROGRAPHY  FOR  GENERAL 
PRACTITIONERS— 

(Continued  from  Page  521) 

If  one  suspects  that  the  bladder  may  be  in 
trouble  in  association  with  an  inguinal 
hernia,  he  may  be  forewarned  and  avoid  in- 
jury of  the  bladder  during  herniorrhaphy  by 
making  cystrograms. 

Finally,  ocassionally  urethrograms  are 
used  to  demonstrate  injuries  or  strictures,  or 
may  be  used  as  in  this  case  to  rule  out  in- 
volvement of  the  urethra  in  an  inflammatory 
mass  in  its  neighborhood. 

Excretory  urography,  cystography,  and 
urethrography  are  most  valuable  in  the  case 
of  injuries;  (See  November  Journal  page  471). 

For  the  present,  let  us  say  that  urography 
in  general  is  a great  diagnostic  aid,  but  that 
it  must  be  used  with  caution  and  that  it  is 
not  a substitute  for  alert  intelligence. 


CRUSH  INJURIES  OF  THE  CHEST— 

(Continued  from  Page  519) 
CONCLUSIONS 

1.  Crush  injuries  of  the  chest  which  account 
for  about  25%  of  all  deaths  from  auto- 
mobile accidents  still  carry  a distressingly 
high  mortality  rate.  It  is  estimated  that 
less  than  1 in  4 of  these  individuals  sur- 
vive. 

2.  A resume  of  my  experiences  with  a series 
of  sixteen  cases  of  crush  injuries  to  the 
chest  and  concomitant  injuries  of  the  head 
and  fractures  of  the  extremities  which 
have  survived  is  presented. 

3.  The  use  of  the  tracheotomy  with  proper 
aspiration  of  the  bronchial  secretions  and 
the  giving  of  no  narcotics  or  sedation  are 
two  of  the  most  important  factors  in  treat- 
ing of  these  individuals. 

4.  If  surgery  is  indicated  either  in  the  chest 
or  for  other  injuries,  this  is  best  done  with- 
in the  first  few  hours  of  the  injury  after 
the  patient  has  recovered  from  the  initial 
shock.  After  this  period  has  passed,  sur- 
gery is  best  not  attempted  for  at  least  3 
weeks. 

I 

Illustrations  from  “Paradoxical  Motion”  by  Johnson  and  I 
Kirby  used  by  permission  of  the  authors  and  Yearbook  1 
Publishers,  Inc.  I 
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ANDREW  H.  HOYNE.  M.D. 
1877—1959 


Dr.  Andrew  H.  Hoyne  passed  away  at  his  home,  on  October  15,  leaving  a void  in  his  com- 
munity which  he  served  faithfully  as  its  general  practitioner  for  51  years,  and  which  had  been 
his  home  since  1907. 

Although  in  failing  health  for  the  past  two  years,  he  took  his  daily  stroll  until  just  two 
days  before  his  death.  He  and  his  wife  celebrated  their  golden  wedding  anniversary  on  Sep- 
tember 29  in  the  home  of  their  son.  Dr.  Robert  M.  Hoyne  in  Illinois. 

Andrew  H.  Hoyne  was  born  on  March  20,  1877,  in  Turner  county  near  Centerville,  S.  D. 
He  spent  his  youth  there  and  was  one  of  the  first  graduates  from  Centerville  high  school. 

He  attended  Yankton  college  and  in  the  fall  of  1899  at  Colorado  College,  Colorado  Springs, 
Colo.  He  was  an  outstanding  athlete,  especially  in  baseball,  track  and  football.  In  1901  he 
graduated  from  Colorado  College  with  a bachelor  of  philosophy  degree.  During  the  1901-02 
school  term  he  was  the  professor  at  the  Palmer  Lake,  Colo.,  school. 

In  1902  he  entered  the  Sioux  City,  Iowa,  Medical  College  and  graduated  from  that  institu- 
tion four  years  later.  After  completing  his  interneship  at  St.  Joseph  hospital  in  Sioux  City, 
Dr.  Hoyne  went  to  Salem  on  April  7,  1907.  His  plans  were  to  take  care  of  the  practice  of 
Dr.  R.  C.  Faust,  while  the  latter  went  on  vacation.  Within  a month  the  two  doctors  agreed  on 
a partnership,  and  Dr.  Hoyne  began  a practice  in  Salem  which  was  to  continue  for  over  a half 
century  — until  September,  1958,  when  failing  health  forced  his  retirement  from  active  prac- 
tice. 


On  September  29,  1909,  Dr.  Hoyne  and  Miss  Alice  Mielke  were  united  in  marriage  at  the 
home  of  her  parents  in  Salem.  They  spent  their  entire  married  life  here. 

He  delivered  2,500  babies  while  serving  this  community,  and  it  is  estimated  that  he 
traveled  over  a million  miles  during  the  years  he  practiced  here. 

As  a fitting  climax  to  his  self-less  career  in  Medicine,  Dr.  Hoyne  was  named  South  Da- 
kota General  Practitioner  of  the  Year  in  October,  1958,  by  the  South  Dakota  Medical  Associa- 
tion. 
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Reasons 

(ireetingsi 

Phyllis  Sundstrom,  Richard  Erickson, 
Patricia  Saunders,  Patty  Butler,  Doris  Tatge, 
Jonna  Andrew,  and  John  Foster,  your  Med- 
ical Association  staff,  wish  you  the  best  of 
everything  for  the  Christmas  Season  and  the 
New  Year. 


— 535 


"LIFE"  PICTURES  THE  DOCTOR 

During  the  month  of  October  and  early  in 
November,  Life  magazine  did  a four  week 
series  on  the  American  doctor  which  has 
given  rise  to  considerable  discussion  by  phys- 
icians and  lay  persons  alike. 

A few  doctors  wrote  “Life”  saying  that  the 
articles  were  defamatory  and  suggested  that 
a magazine  of  “Life’s”  importance  should  not 
stoop  to  attacks  upon  an  honored  profession. 

These  few  critics  had  apparently  not  read 
the  articles  well.  A review  of  all  four  issues 
indicates  that  the  great  portion  of  the  stories 
placed  doctors  in  a favorable  light.  The  re- 
porting was  accurate  and  done  in  good  taste. 
Factual  material  was  used  and  good  examples 
followed  in  the  picture  material. 

All-in-all  a reasonably  accurate  portrayal 
of  the  American  physician  was  presented. 
We  congratulate  “Life”  for  a story  well  done. 


THE  TIME  IS  NOW 

Testifying  before  the  House  Ways  and 
Means  Committee  in  the  summer  of  1958,  Dr. 
Leonard  Larson,  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion, pledged  American  medicine  to  a dedi- 
cated, continuing  effort  in  the  field  of  health 
care  for  the  aged. 

Since  then,  medicine  emphatically  has  been 
making  good  on  the  pledge. 


PAGE 


This  solid  progress  represents  the  coopera-  | 

tive  effort  of  many  thousands  of  our  citizens  j 

— doctors,  nurses,  dentists,  social  workers,  j 

hospital  staff  members,  insurance  company 
personnel,  community  and  religious  leaders — ■ j 
all  working  voluntarily  together  to  do  the 
job.  ! 

The  medical  profession  can  well  take  pride  j 

in  the  part  it  has  played  thus  far.  But  there  | 

is  still  work  to  be  done.  I 

This  was  summed  up  recently  in  a state-  i 
ment  by  Dr.  Louis  Orr,  President  of  the 
American  Medical  Association.  He  said: 

“I  want  to  stress  that  it  is  incumbent  upon 
the  medical  profession  to  continue  its  posi- 
tive program,  for  being  against  Forand  legis- 
lation is  not  enough.  Defeating  this  per- 
nicious proposal  is  vitally  important,  yes. 

“But  let  us  never  foget  that  our  main  ob- 
jective is,  and  always  has  been,  to  provide 
better  health  for  the  American  people,  the 
aged  emphatically  included. 

“And  so  I pose  these  questions  to  you: 

“Has  your  county  society,  in  cooperation 
with  other  community  groups,  expored  and 
studied  the  situation  of  aged  citizens  in  your 
own  community?  Are  there  any  pressing,  | 
big-scale  needs  still  unmet?  If  so,  how  can  \ 
the  community  move  most  effectively  to  [ 
work  out  a practical,  realistic  solution?  | 

“Is  your  county  society  assuming  a role  of  ! 
leadership  in  expanding  and  improving  such  | 
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programs  as  homemaker  services,  progressive 
patient  care,  high  standard  nursing  home 
care  and  so  on? 

“Is  every  effort  being  made  to  encourage 
your  patients  to  carry  Blue  Cross,  Blue  Shield 
or  commercial  insurance?  Are  you  keeping 
your  older  patients  up  to  date  on  develop- 
ments in  the  insurance  field,  such  as  cover- 
age available  to  those  65  or  older? 

“I  suggest  these  questions  only  to  give  you 
the  opportunity  to  ask  similar  questions  of 
yourselves. 

“Certainly,  throughout  the  United  States, 
from  coast  to  coast,  tremendous  progress  is 
under  way.  This  is  not  merely  my  opinion;  it 
is  written  into  the  record  of  day-to-day 
achievement. 

“I  want  to  close  by  telling  you  a little  fable 
• — the  fable  of  the  Banyan  seed. 

“Once  upon  a time  a tiny  banyan  seed 
landed  atop  a palm  tree  and  exclaimed: 
T’m  weary  of  being  tossed  around  by  the 
wind.  Let  me  stay  for  awhile  among  your 
leaves. 

“ ’Certainly,  the  palm  tree  replied,  stay  as 
long  as  you  wish. 

“As  the  days  went  by,  the  palm  tree  forgot 


the  little  seed.  But  the  seed  wasn’t  idle.  It 
sent  out  little  fibers  and  tiny  roots.  They 
crept  around  the  trunk  and  under  the  bark 
and  into  the  heart  of  the  large  tree  itself. 
Realizing  this,  too  late,  the  tree  cried  out  in 
alarm: 

“ ‘What  is  this?’ 

“To  which  the  banyan  replied:  ‘It’s  only  the 
little  seed  you  allowed  to  rest  upon  you. 

“ ‘But  you  will  have  to  leave  me  now,’  said 
the  palm  tree.  “ ‘You  have  grown  too  large 
and  strong.” 

“ ‘I  can’t  leave  you  now.  We’ve  grown 
together.  I’ll  kill  you  if  I tear  myself  away.’ 

“Refusing  defeat,  the  majestic  palm  tree 
bowed  its  head  and  tried  to  shake  the  banyan 
off.  But  it  couldn’t.  So  little  by  little,  the 
tree’s  trunk  shriveled,  and  only  the  banyan 
could  be  found. 

“The  fable  speaks  for  itself.  You  know  and 
I know  that  the  seed  of  socialism  again  is 
seeking  asylum  on  our  shores.  The  best  way 
for  you  to  guarantee  its  growth  is  for  you 
to  do  nothing.  The  choice  is  yours.  The 
time  is  now.” 

Those  are  the  words  of  Dr.  Louis  Orr.  As 
he  said  — “The  time  is  now.” 


they  deserve 
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SOUTH  DAKOTA 


HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


it  doesn’t  take  much  to 
remind  you  of  why  you 
want  peace.  You  know  it 
in  your  heart  every  time 
you  look  at  your  daugh- 
ter. You  know  we  must 
keep  the  peace. 

But  knowing  isn’t 
enough.  It  takes  doing. 

Fortunately  there  is 
something  you  can  do. 

Peace  costs  money. 

Money  for  strength  to 
keep  the  peace.  Money 
for  science  and  education 
to  help  make  peace  last- 
ing. And  money  saved  by 
individuals  to  help  keep 
our  economy  strong. 

Yoiu"  Savings  Bonds, 
as  a direct  investment  in 
yoirr  country,  make  you 
a Partner  in  strengthen- 
ing America’s  Peace 
Power.  But  the  most  im- 
portant thing  they  earn 
is  peace.  They  help  us 
keep  the  things  worth 
keeping. 

Think  it  over.  Are  you 
buying  as  many  as  you 
might? 

HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks 
The  Advertising  Council  and  this  magazine  for  their  patriotic  donation. 


5 1-2  X 8 in.  100  Screen  SBD-GM-59-6 
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STANDARDIZATION  OF  TERMINOLOGY 
FOR  CLINICAL  DIAGNOSIS  OF  FETAL 
AND  NEONATAL  DEATH 


(This  classification  of  perinatal  deaths  has  been  ap- 
proved by  the  South  Dakota  Ob-Gyn  Society  arid  is 
published  for  the  information  of  all  S.  D.  physicians.) 

To  make  perinatal  statistics  comparable 
throughout  the  state,  the  Committee  on  Fetal 
and  Neonatal  Death  of  the  South  Dakota 
Society  of  Obstetrics  and  Gynecology  sug- 
gests the  diagnosis  of  all  fetal  and  neonatal 
deaths  include  the  following  information  on 
the  newborn  chart: 

(1)  Immediate  cause  of  death  (see  CAUSES 
OF  DEATH). 

(2)  Maternal  complication  relative  to  im- 
mediate cause  of  death  (if  any). 

(3)  Time  of  death  relative  to  labor  (see 
definitions). 

(4)  Maturity  (see  definitions). 

EXAMPLES: 

(A)  A seven  months  fetus  dies  during  labor 
in  a mother  who  is  hemorrhaging  from  a 
placenta  previa.  Autopsy  shows  petechial 
hemorrhages  in  the  brain  and  serosal  surface 
of  the  pericardium,  lungs  and  thymus. 
ANOXIA,  PLACENTAL,  DUE  TO 

PLACENTA  PREVIA,  INTRAPARTUM 
DEATH,  PREMATURE. 

(B)  A term  hydrocephalic  infant  dies  one 
hour  after  birth.  Autopsy  reveals  nothing 
but  the  hydrocephalus. 

HYDROCEPHALUS,  NEONATAL  DEATH, 
TERM. 

(C)  A macerated  still  birth  weighing  five 
pounds  is  born  to  a woman  with  a moderate 
preeclamptic  toxemia.  No  autopsy  findings. 
CAUSE  UNKNOWN,  PREECLAMPTIC 

TOXEMIA,  ANTEPARTUM  DEATH, 
PREMATURE. 

(D)  A 9 pound  infant  in  a woman  with  a 
small  pelvis  is  still  born  after  a prolonged 
labor  and  difficult  midforceps  rotation. 
Autopsy  reveals  a massive  subtentorial 
hemorrhage. 

HEMORRHAGE  INTRACRANIAL,  CEPALO 
PELVIC  DISPROPORTION,  INTRA- 
PARTUM DEATH,  TERM. 

CAUSES  OF  DEATH  (2) 

(after  Potter) 

(1)  ABNORMAL  PULMONARY  VENTILA- 
TION (reabsorption  atelectasis) 

(2)  ANOXIA 
Placental 


Cord 

Labor 

Unknown 

(3)  BLOOD  DYSCRASIA 
Erythroblastosis 
Hemorrhagic  disease 

(4)  BIRTH  TRAUMA 
Intracranial  hemorrhage 
Visceral  hemorrhage 
Traumatic  delivery  (without  gross 
hemorrhage) 

(5)  INFECTION 
Pulmonary 
Other 

(6)  MALFORMATION 

(7)  OTHER 

(8)  NOT  CLASSIFIED(  cause  unknown) 
associated  with 

Maternal  toxemia 
Maternal  metabolic  disease 
No  maternal  complication 

DEFINITIONS:  TIME  OF  DEATH 
RELATIVE  TO  LABOR  (3) 

Fetal  Death:  Death  prior  to  complete  birth 
irrespective  of  the  duration  of 
pregnancy  (replaces  “still 
birth”). 

Antepartum 

Death: 

Fetal  death  before  labor. 

Intrapartum 

Death: 

Fetal  death  during  labor. 

Neonatal 

Death: 

Death  of  a live  born  infant 
after  complete  birth  but  be- 
fore the  28th  day  of  life. 

DEFINITIONS:  MATURITY  (4) 

Abortion: 

500  grams  (1  pound  2 ounces)  or  less,  or 
less  than  20  weeks  after  the  last  men- 
strual period. 

Premature: 

Previable:  501  grams  through  1000 

grams  (2  pounds  4 ounces). 
Premature:  1001  grams  through  2500 

grams  (5  pounds  8 ounces). 
Term:  Over  2500  grams. 
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USD  POISON  CONTROL  CENTER 

In  the  spring  of  1958,  under  the  direction  of 
Dr.  F.  E.  Kelsey,  head  of  the  Physiology  and 
Pharmacology  Department  of  the  University 
of  South  Dakota  School  of  Medicine,  a Poison 
Center  was  established.  Cooperating  agencies 
are  the  State  Medical  Society,  State  Depart- 
ment of  Health,  and  the  United  States  Health 
Service. 

Any  physician  in  the  state  may  avail  him- 
self of  the  consultation  services  offered  by 
this  center  by  calling  the  following  numbers; 

Central  switchboard  of  U.S.D.,  Market 
4-4411,  Ext.  359  (University  Medical 
School) 

(Home  phone)  Vermillion,  Market  4-3348 
(F.  E.  Kelsey) 

(Alternate)  Vermillion,  Market  4-2747 
(D.  M.  MacCanon) 

(Alternate)  Vermillion,  Market  4-2611 
(Dakota  Hospital) 

In  addition  to  maintaining  current  files  of 
reference  on  poisons,  the  two  major  functions 
are  the  identification  of  poisonous  ingredients 
of  trade-name  products,  and  quick  reviews  of 
literature  reports  on  differential  diagnosis, 
prognosis,  and  emergency  therapeutic  meas- 
ures. 

A poison  card  file  is  provided  by  the  U.S.- 
P.H.S.,  with  new  cards  added  at  frequent  in- 
tervals. The  file  is  intended  for  use  in  con- 


junction with  existing  pharmacology,  toxi- 
cology, and  medical  texts.  Name,  location, 
and  telephone  number  of  the  manufacturer 
are  included  on  cards.  Usually  these  cards 
contain  a listing  of  ingredients,  a toxicity 
statement,  clinical  findings  in  poisoning, 
emergency  treatment,  and  contraindications 
to  certain  treatment  in  the  specific  poisoning. 

In  the  recommended  treatment  an  attempt 
has  been  made  to  indicate  emergency  treat- 
ment and  the  direction  post-emergency  treat- 
ment will  take.  Controversies  are  discussed 
and  contraindications  to  certain  drugs  or  pro- 
cedures are  mentioned. 

Following  are  brief  reviews  by  Dr.  Kelsey 
of  some  of  the  more  important  reference 
books  on  poisons  and  poisonings: 

Clinical  Toxicology  of  Commercial  Products 
Acute  Poisoning  (Home  and  Farm) 

by  Gleason,  Gosselin  and  Hodge, 
Williams  and  Wilkins  Co. 

Baltimore,  1957 

This  reference  volume  of  1160  pages  is  de- 
signed to  make  urgently  needed  informa- 
tion immediately  available,  and  should  be 
most  helpful  to  any  physician  faced  with 
a patient  who  has  swallowed  some  possibly 
toxic  trademarked  product.  The  book 
provides  a list  of  trade-name  products  with 
their  ingredients,  sample  formulas  of  many 
types  of  products  with  an  evaluation  of 
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toxicity  for  each,  toxicity  of  individual  in- 
gredients, review  of  treatment,  and  names 
and  addresses  of  manufacturers. 

Dangerous  Properties  of  Industrial  Materials 
(A  revision  of  the  earlier  Handbook  of 
Dangerous  Materials) 
by  N.  I.  Sax:  Reinhold  Publishing  Corp., 
New  York,  1957 

There  are  nearly  9000  chemicals  described 
as  to  their  synonyms,  toxic  hazard  ratings, 
disaster  control,  personnel  protection,  per- 
sonal hygiene,  allergies  and  general  toxi- 
cology. For  the  most  part  these  are  indus- 
trial chemicals. 

Handbook  of  Poisons 

by  R.  H.  Dreisbach: 

Lange  Medical  Publications, 

Los  Altos,  California,  1955 
This  small,  well-designed  volume  gives  a 
concise  summary  of  the  diagnosis  and  treat- 
ment of  the  most  common  poisons.  Many 
of  the  less  common  poisons  are  included 
in  tabular  form.  Poisons  have  been  organ- 
ized into  industrial,  agricultural,  household, 
medicinal  and  natural  hazards.  Brand 
names  have  been  freely  used  and  are  in- 
dexed. 

A Manual  of  Pharmacology 

by  Torald  Sollman: 

W.  B.  Saunders  Co., 
Philadelphia,  1957 

This  is  the  most  important  single  source  of 
information  on  drugs,  especially  older  ones. 
The  fourth  (1932)  and  fifth  (1936)  editions 
are  particularly  useful  for  the  drugs  and 
poisons  then  known. 

Modern  Drug  Encyclopedia  and  Therapeutic 

Index 

(with  bi-monthly  supplements) 
by  E.  P.  Jordan:  Drug  Publications,  Inc., 
11E36,  New  York  16 

The  drug  products  of  140  companies  are 
described  as  to  formulation,  action  and 
uses,  administration  and  precautions.  This 
work  is  particularly  valuable  for  the  iden- 
tification of  potent  ingredients  in  trade- 
marked  preparations.  Since  over  400  such 
“new  drugs”  appear  each  year  the  need  for 
frequent  supplements  is  obvious. 

The  Pharmacological  Basis  of  Therapeutics 
by  Goodman  and  Gilman: 

Macmillan  Co.,  New  York,  1955 
This  is  the  most  popular  textbook  of  phar- 
macology. Coverage  of  toxic  properties  of 


drugs,  especially  the  newer  ones,  is  com- 
prehensive. 

POISONING:  A Guide  to  Clinical  Diagnosis 
and  Treatment 
by  W.  F.  vonOettingen: 

W.  B.  Saunders  Co., 
Philadelphia,  1958 

This  book  was  written  for  the  general  prac- 
titioner and  the  internist  to  help  them  track 
down  toxic  agents  and  institute  effective 
treatment  when  poisoning  is  suggested. 
The  book  is  divided  into  four  parts.  The 
first  discusses  the  classification  of  poisons, 
the  medico-legal  aspects  and  responsi- 
bilities of  the  physician  and  the  emergency 
measures  and  equipment  necessary  for  the 
treatment  of  poisoning. 

Part  two  takes  up  the  clinical  diagnosis  of 
poisoning.  The  signs  and  symptoms  are 
classified  for  body  systems  for  ease  of 
reference,  and  are  discussed  one  by  one  as 
they  present  themselves  in  the  course  of  a 
clinical  examination.  Under  each  is  an 
alphabetical  list  of  toxicants  which  may  be 
responsible  for  such  a change.  The  phys- 
ician will  first  turn  to  this  section  when 
confronted  with  suspected  poisoning,  find- 
ing under  the  symptoms  he  has  observed  a 
list  of  toxic  substances  which  may  give 
rise  to  them. 

In  this  section  of  the  book  there  are  also 
chapters  on  blood  and  urine  changes  in 
poisoning  and  on  laboratory  tests  which  are 
within  the  compass  of  the  private  prac- 
titioner or  small  hospital  with  limited  facil- 
ities. 

In  part  three  each  step  in  the  management 
of  poisoning  is  taken  up  separately.  Em- 
phasis is  placed  on  the  technics  available 
for  removal  of  toxic  agents  and  on  the 
symptomatic  treatment  which  must  often 
be  employed  at  the  same  time  or  even  pre- 
ceding removal  of  the  poison. 

The  final  and  largest  section  of  the  book 
is  an  alphabetical  listing  of  poisons.  Under 
each  poison  is  a short  synopsis  of  the  clin- 
ical picture  and  the  treatment  required. 
This  arrangement  is  made  with  an  eye  to 
convenient  reference  by  the  practitioner. 
The  section  is  based  on  the  analysis  of  sev- 
eral thousand  case  reports. 

Mrs.  Esther  Howard 

Medical  Librarian 
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LEDERLE  INTRODUCES... 


a masterpiece 


greater  antibiotie  activity 


Milligram  for  Milligram,  DECLOMYCIN  exhibits  2 to  4 times  tl: 
activity  of  tetracycline  against  susceptible  organisms.  {Activity  leve 
is  the  basis  of  comparison —not  quantitative  blood  levels— since 
action  upon  pathogens  is  the  ultimate  value.*)  Provides  significant 
higher  serum  activity  level... 


with  far  less  antibiotic  intak 


DECLOMYCIN  demonstrates  the  highest  ratio  of  prolonged  actb 
level  to  daily  milligram  intake  of  any  known  broad-spectrum 
antibiotic.  Reduction  of  antibiotic  intake  reduces  likelihood  of 
adverse  effect  on  intestinal  mucosa  or  interaction  with  contents. 


unrelenting  peak 
antimicrobial  attack 


The  DECLOMYCIN  high  activity  level  is  uniquely  constant  through 
therapy.  Eliminates  peak-and-valley  fluctuation,  favoring  continuoi 
suppression.  Achieved  through  remarkably  greater  stability  in  bo- 
fluids,  resistance  to  degradation  and  a low  rate  of  renal  clearance. 


♦Hirsch,  H.  A.,  and  Finland, 


New  England  J.  Med.  260 


(May  28) 


Demethylchlortetracycline  Lederle 


ECLG 


)f  antibiotic  design 


LEDERLE  LABORATORIES 
a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


DECLOMYCIN  maintains  activity  for 
one  to  two  days  after  discontinuance 
of  dosage.  Features  unusual  security 
against  resurgence  of  primary  infection 
or  secondary  bacterial  invasion— 
two  factors  often  resembling  a “resistance 
problem”— enhancing  the  traditional 
advantages  of  tetracycline  . . . for 
greater  physician-patient  benefit 


in  the  distinctive  dry-filled, 
duotone  capsule 


immediately  available  as: 
DECLOMYCIN  Capsules,  150  mg., 
bottles  of  16  and  100.  Adult  dosage; 

1 capsule  four  times  daily. 


Pop's  Proverbs 

The  sincere  practice  of 
Medicine  is  an  Art  — but 
some  painters  are  Nuts 
too. 


WHICH  PATH  TO 
MEDICAL  SECURITY? 

It  is  now  twenty  years 
since  the  medical  profession 
gave  birth  to  prepaid  medical 
care,  but  its  ultimate  pat- 
terns of  operation  and  con- 
trol are  yet  to  be  determined. 

While  most  of  us  recognize 
that  the  public  will  make  the 
eventual  decision,  neverthe- 
less we  doctors  have  it  with- 
in our  power  — if  we  will  — 
mightily  to  influence  that 
decision.  For  the  simple  fact 
is  that,  in  the  long  run,  the 
people  — our  patients  — will 
support  that  system  of  med- 
ical care  prepayment  which 
offers  them  the  best  assur- 
ance of  satisfactory  profes- 
sional service  through  phys- 
icians and  institutions  of 
their  own  choosing. 


This  is  yoor 

MEDICAL  ASSOCIATION 


Today,  several  contrasting 
programs  of  medical  prepay- 
ment are  competing  for 
popular  and  professional 
favor  each  embodying  a dis- 
tinct concept  of  the  relation- 
ship between  patient  and 
doctor. 

One  such  program  is  the 
limited  cash  reimbursement 
program  of  the  insurance  in- 
dustry, which  offers  the  in- 
sured certain  dollar  indem- 
nities against  certain  medical 
contingencies,  irrespective  of 
the  physician’s  charges  for 
the  service  required. 

Another  major  program  is 
medicine’s  Blue  Shield  Plan, 
which  seeks  — through  pro- 
fessionally negotiated  sched- 
ules of  payment  and,  in  most 
areas,  through  the  agreement 
of  participating  physicians — 
to  assure  the  patient  of  fully 
paid  professional  services. 

A third  program  is  the 
“closed  panel”  of  physicians. 
Operating  frequently  under 
labor  or  other  lay  auspices, 
this  plan  undertakes  to  pro- 


vide a comprehensive  service 
through  a selected  group  of 
physicians  remunerated  by 
salary  or  per  capita  allow- 
ances, regardless  of  the  vol- 
ume of  service  required  of 
them. 

Which  of  these  programs 
most  faithfully  reflects  the 
traditional  pattern  of  Amer- 
ican medical  practice?  Which 
program  is  most  clearly  mo- 
tivated — as  medicine  itself 
is  motivated  — to  render 
service  to  the  patient  and  to 
meet  the  needs  of  all  seg- 
ments of  the  community? 
Which  program  returns  the 
fullest  value  to  the  patient 
and  most  fairly  compensates 
the  doctor?  Which  program 
best  utilizes  and  protects  the 
modes  and  ideals  of  practice 
that  have  earned  American 
medicine  the  envy  of  other 
lands? 

Which  program  will  the 
American  doctor  favor  — in 
the  common  interest  of  med- 
icine and  the  people? 
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ACEUTICAL 


EMPLOYMENT 
OPPORTUNITIES  AND 
STUDENT  ENROLLMENT 
IN  THE  FIFTH  DISTRICT* 

LaVerne  D.  Small,  Ph.D.** 

Lincoln,  Nebraska 


There  have  been  a few  articles  and  one 
comprehensive  state  survey  (Michigan  Sur- 
vey 1956)  conducted  pertaining  to  pharmacy’s 
manpower  needs.  Dean  Tom  D.  Rowe,  in  his 
presidential  address  at  the  1958  meeting  of 
the  American  Association  of  Colleges  of  Phar- 
macy (A.A.C.P.),  pointed  out  that  the  recom- 
mendations of  the  “Pharmaceutical  Survey” 
had  not  been  acted  upon  concerning  the 
formation  of  a “Commission  on  Professional 
Manpower  for  Pharmacy.”  Dean  Rowe  con- 
tinued in  his  address  to  recommend  that  the 
(A.A.C.P.)  aid  in  a survey  of  manpower  needs. 

The  American  Pharmaceutical  Association 
Committee  on  Economic  and  Social  Relations 
has  published  several  reports.  Their  most 
recent  report  appeared  in  the  Journal  of  Ihe 
American  Pharmaceulical  Association  Prac- 
tical Pharmacy  Edition  for  September  1958. 

*Presented  at  the  annual  meeting  of  District  5, 
American  Association  of  Colleges  of  Pharmacy- 
National  Association  of  Boards  of  Pharmacy, 
Minneapolis,  October,  1958.  District  5 includes 
the  states  of  Iowa,  Minnesota,  Nebraska,  North 
Dakota,  and  South  Dakota. 

**Professor,  Pharmaceutical  Chemistry,  University 
of  Nebraska,  College  of  Pharmacy. 


This  Committee  used  U.  S.  Census  Bureau 
population  estimates  by  age  groups  to  show 
that  the  shortage  of  pharmacists  can  be  ex- 
pected to  become  worse  before  it  improves. 
An  earlier  report  of  the  Committee  showed 
that  the  ratio  of  pharmacists  to  total  popula- 
tion was  approximately  the  same  in  1920, 
1950,  and  in  1956.  This  ratio  is  about  one 
pharmacist  to  1,500  United  States  residents 
or  0.067%. 

In  this  limited  study  of  employment  oppor- 
tunities an  approach  was  used  that  is  similar 
to  that  of  the  A.Ph.A.  Committee.  Because 
our  graduates  do  not  all  remain  in  our  own 
states,  demands  for  pharmacists  on  a national 
level  must  also  be  considered. 

TABLE  I 

Needs  for  Registered  Pharmacists  in  U.  S. 

1958-1963 

Replacement  for  R.Ph.  of  U.  S.  at 


constant  number  (1) 

16,435 

Additional  pharmacists  for  retail  and 

hospital 

8,700 

For  manufacturing  (2) 

For  manufacturer’s  sales  (2) 

503 

1,331 

For  teaching  (2) 

74 

27,043 
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The  calculation  of  8,700  additional  phar- 
macists for  retail  and  hospital  practice  is 
based  on  U.  S.  Census  Bureau  population 
estimates  (3)  and  a National  Association  of 
Boards  of  Pharmacy  (N.A.B.P.)  report  < ^ ) to 
maintain  a constant  percentage  of  retail  and 
hospital  pharmacists  at  January  1,  1957 
levels. 

Supply  of  Pharmacists 

Enrollments  in  the  colleges  of  pharmacy 
show  a slight  decline  (1.2%)  from  1956-57 
levels  to  1957-58.  In  addition,  the  numbers  of 
students  admitted  as  freshmen  in  1956-57 
were  reported  to  have  decreased  8%  com- 
pared to  the  previous  year  while  the  number 
of  students  admitted  with  advanced  standing 
decreased  iy2%  for  the  same  period. 
However,  a report  published  in  the  American 
Druggist  in  April  1958*®'  indicated  that  an 
increase  is  possible  in  the  numbers  of  grad- 
uates from  U.  S.  colleges  over  the  next  sev- 
eral years. 

Since  it  is  difficult  to  make  predictions 
based  on  enrollments  at  this  time  because 
of  the  gradual  introduction  of  the  five-year 
program,  the  number  indicated  for  the  1957- 
58  senior  class  < ® > is  used  in  this  report  for 
projection  to  1963  at  a constant  level.  Thus, 
the  estimated  potential  supply  of  graduates 
with  a B.S.  or  comparable  degree  who  will 
graduate  over  the  period  1958  through  1962 
is  3,909  X 5 = 19,545. 

How  many  of  these  students  are  likely  to 
remain  active  in  pharmacy?  As  reported  by 
the  N.A.B.P.  Proceedings  for  1957  < 4)  there 
were  110,688  pharmacists  active  in  their  pro- 
fession in  the  U.  S.  and  there  were  an  ad- 
ditional 10,800  registered  pharmacists  that 
were  not  active.  Making  a total  of  121,494 
registered  pharmacists  of  which  11%  were 
not  active. 

A recent  survey  in  the  state  of  Michigan, 
published  in  1956  and  reported  by  Dean  Rowe 
in  his  presidential  address  of  the  A.A.C.P.  in 
Los  Angeles,  stated  that  for  every  100 
pharmacists  needed  in  Michigan,  125  would 
need  to  be  graduated.  This  represents  a 20% 
loss. 

Figures  published  on  the  number  of  active 
registered  pharmacists  in  Minnesota  < ^ ' and 
in  Nebraskans'  show  that  20.0%  and  25.0%, 
respectively,  are  inactive. 

Calculating  on  an  11%  loss  basis,  the 


actual  number  of  graduates  remaining  to 
meet  the  demand  would  be  only  17,400  for 
1958  through  1962.  With  27,000  registered 
pharmacists  needed  and  17,400  supplied,  the 
deficit  amounts  to  9,600  for  this  period. 

The  total  number  of  registered  pharmacists 
engaged  as  such  in  the  U.  S.  as  of  January  1, 
1957  n4)  is  110,688.  Applying  the  Pharmaceu- 
tical Survey*''  replacement  value  of  3.41% 
to  maintain  a “constant  proportion,”  the 
yearly  need  is  estimated  at  only  3,774.  For 
five  years,  the  replacement  need  will  be  only 
18,870.  This  figure  would  allow  only  2,435 
pharmacists  in  addition  to  those  needed  to 
maintain  a constant  number  to  care  for  the 
needs  of  our  increasing  population  number, 
an  estimated  14,300,000  additional  people  by 
1963. 

Table  H shows  supply  and  demand  based 
upon  the  replacement  factor  of  3.41%  phar- 
macists for  1958  through  1962. 

TABLE  II 

Supply  and  Demand  of  Pharmacists  in  U.  S. 

1958-1962 

Replacement  at  3.41%  for  103,900 

registered  pharmacists  in  retail  and 


hospital  pharmacy 

Replacement  of  remaining  6,788 

17,715 

pharmacists  in  manufacturing, 
wholesale  and  teaching  at  2.97% 

202 

Estimated  additional  pharmacists 

needed  in: 

manufacturing  (2) 

503 

manufacturing  sales  (2) 

1,331 

teaching  (2) 

74 

Total  Need 

19,825 

Supply 

17,400 

Deficit 

2,425 

Fifth  District  Needs 

The  U.  S.  Bureau  of  Census  report  of 
August  1957''°'  giving  illustrative  projec- 
tions of  the  population,  by  states,  1960,  1965 
and  1970  was  used  as  the  source  for  popula- 
tion projections  for  our  district  as  well  as  the 
total  U.  S.  This  population  estimate  shows, 
in  general,  a smaller  percentage  increase  in 
population  for  the  area  in  which  our  Fifth 
District  is  located  as  compared  with  the 
average  for  the  United  States  (16%  compared 
with  27%'  during  the  period  1955-1970).  In 
addition,  there  are  large  differences  between 
the  high  and  the  low  population  estimates, 
for  example,  for  the  state  of  Minnesota  by 
July  1,  1965.  Population  estimates  for  Minn- 
esota in  1965  show  a difference  of  116,000  be- 
tween the  high  and  low  estimates  while  the 
population  shows  an  estimated  increase  of 
only  128,000  between  1960  and  1965.  This 
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128,000  figure  is  based  upon  the  medians  be- 
tween the  high  and  low  estimates  of  these 
two  dates.  Thus  any  prediction  based  upon 
the  published  estimates  could  vary  as  much 
as  50%  and  would  be  of  little  value.  These 
differences  between  the  Census  Bureau’s 
population  estimates  are  largely  due  to  dif- 
ferences in  the  estimated  birth  rate.  While 
the  variation  is  significant  when  a relatively 
small  population  number  is  considered,  these 
differences  are  of  less  importance  when  a 


number  such  as  the  population  of  the  United 
States  is  involved. 

In  addition  to  the  above,  the  specific  needs 
within  our  Fifth  District  for  pharmacists  in 
manufacturing,  teaching  and  as  medical  ser- 
vice representatives  for  the  next  five  years 
are  not  known.  Therefore,  the  needs  for 
pharmacist  replacements  are  calculated 
using  3.41%  of  the  reported  number  of  active 
pharmacists  within  each  state  as  of  January 
1,  1958.  These  are  shown  as  follows. 


TABLE  III 


State 


Iowa 

Minn. 

Nebr. 

No.  Dak. 

So.  Dak. 
United  States 


Fifth  District  Needs  in  Pharmacy 


No.  of  active 
registered 
pharmacists 
in  state 


Employment 
opportunities  or 
replacements  needed 
per  year  (3.41%  of 
column  2) 


Percentage  No. 
Active  R.Ph. 
to  total  state 
population 
Jan.  1,  1958 


1588 

1776 

896 

354 

451 


54 

.057% 

61 

.053% 

31 

.062% 

12 

.055% 

15 

.065%  (’57  fig.) 

.065% 

Graduates 
needed  to 
supply  demand 
(allowing  a 
20%  loss) 

67 

76 

39 

15 

19 


TABLE 

IV 

Estimated  Population  in 

Age  Group  18-64 

of  Fifth  District 

States.(lO) 

1950 

1955 

1960 

1965 

1970 

Iowa 

1,532,000 

-5.5  %* 

-2.4% 

-0.2% 

+3.5% 

Minnesota 

1,766,000 

-0.8% 

+2.3  7o 

+4.3% 

+ 7.2% 

Nebraska 

789,000 

-1.2% 

-0.4% 

+ 1.7% 

+ 4.4% 

No.  Dakota 

348,000 

-2.6% 

+ 1.0% 

+ 2.0% 

+ 2.2% 

So.  Dakota 

376,000 

-3.0% 

0.0% 

+ 2.0% 

+ 4.5% 

*Percentage  gain  or  loss  is  expressed  for  each  5 yr.  interval. 


TABLE  V 


Number  of  Registered  Pharmacists  Within  States 
Classified  According  to  Specialty 


1 

2 

3 

4 

5 

6 

7 

8 

9 

Total  Not 

Percentage 

Mfg.  and 

Teaching 

Total  Active 

Active  in 

Total  R.Ph. 

Column  7 

state 

Retail 

Hospital 

M£g.  Sales 

& Gov’t 

Within  State 

Pharmacy 

in  State 

of  Column  8 

Iowa* 

1383 

72 

59 

44 

1588 

311 

1869 

16.6 

Minnesota  ( 8 ) 

1581 

91 

90 

14 

1776 

445 

2221 

20.0 

Nebraska  ( 9) 

792 

41 

54 

9 

896 

299 

1195 

25.0 

North  Dakota** 

326 

17 

7 

4 

354 

— 

South  Dakota  ( 4 ) 

403 

14 

14 

20 

451 

43 

494 

8.7 

‘The  numbers  reported  for  Iowa  were  reported  in  a letter  written  by  Mr.  J.  F.  Rabe,  Secretary  of  the  Iowa  Board  of  Examiners. 
“The  numbers  reported  for  North  Dakota  were  reported  in  a letter  written  by  Mr.  A1  Doerr,  Secretary  of  the  North  Dakota  Phar- 
maceutical Association. 
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TABLE  VI 


College  Enrollmenls  in  the  Fifth  District 


College 

1956-57 

1957-58 

1958-59 

Iowa  University 

211 

216 

227 

Drake  University 

208 

197 

200 

Total  for  Iowa 

419 

413 

427 

Percentage  change  from 
preceding  year 

-1.5% 

+3.3% 

Minnesota  University 

101 

108 

127 

Percentage  change  from 
preceding  year 

+ 17.5% 

-|-6.5%  Creighton  University 

150 

130 

90 

Nebraska  University 

122 

106 

47 

Total  for  Nebraska 

272 

236 

137 

Percentage  change  from 
preceding  year 

-13.4% 

-4.2% 

North  Dakota  State  College 

245 

263 

245 

Percentage  change  from 
preceding  year 

+ 7.5% 

-7.5% 

South  Dakota  State  College 

254 

238 

252 

Percentage  change  from 
preceding  year 

+ 6.0% 

— 6.0%  Total  for  District 

1258 

1188 

Percentage  Change  From 

Preceding  Year 

TABLE  VII 

-2.5% 

-5.5% 

College 

Enrollment  by  ( 

o^lass 

College  1958* 

1959 

1960 

1961 

1962 

Graduated 

Iowa  University 

61 

53 

36 

77 

Drake  University 

49 

50 

48 

53 

Total  for  State  84 

110 

103 

84 

130 

Minnesota  University  2 

24 

26 

41 

33 

Creighton  University 

30 

32 

13 

15 

Nebraska  University 

19 

21 

7 

9 

Total  for  State  54 

49 

53 

20 

North  Dakota  State  College  51 

61 

56 

74 

54 

South  Dakota  State  College  51 

74 

44 

67 

67 

Total  for  District 

318 

282 

286 

*The  numbers  reported  here  for  the  1958  Graduates  are  taken  from  the  list  of  Junior  students  reported  to 
the  A.A.C.P.  for  the  fall  term  1957  and  published  in  the  April  21,  1958,  AMERICAN  DRUGGIST.  The 
numbers  shown  for  the  remaining  classes  were  obtained  in  October,  1958,  from  the  Deans  of  the  respec- 
tive colleges. 


Method  of  Calculation  of  Pharmacists  Needed 
U.  S.  Population:  January  1,  1959  (3)  169,803,000 

U.  S.  Population: 

estimate  for  January  1963 

“Series  1”  most  favorable  estimate  187,000,000 
“Series  4”  least  favorable  estimate  181,400,000 
For  the  purpose  of  this  calculation  a middle 
figure  of  184,000,000  was  used. 

According  to  N.A.B.P.  Reports  (4)  for  Jan- 
uary 1,  1957  there  were  100,195  pharmacists 
in  retail  establishments.  Also  there  was  a 
total  of  3,711  hospital  pharmacists  for  a com- 
bined total  of  103,906  practicing  retail  and 
hospital  pharmacists  in  the  United  States. 


The  number  103,906  is  0.0612%  of  169,803,000. 
Thus  the  number  of  registered  pharmacists 
engaged  in  retail  and  hospital  pharmacy  on 
January  1,  1957,  comprised  0.0612%  of  the 
total  population. 

To  maintain  this  percentage  on  January  1, 
1963,  with  an  expected  population  of  184,000,- 
000  people,  we  need  a total  of  8,700  (112,600 
minus  103,900)  additional  pharmacists  for  re- 
tail and  hospital  pharmacy. 

(Continued  on  Page  558) 
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WRONG  PRESCRIPTION?' 


Wall  Street’s  prescription  for  growth  has 
always  included  a big  dose  of  ethical  drug 
stocks.  But  if  recent  trends  continue,  the 
formula  may  have  to  be  modified.  “Is  the 
ethical  drug  industry  in  danger  of  destroying 
itself  in  the  next  twenty  years?”  asked 
George  B.  Stone,  a Pfizer  divisional  chief,  at 
a Pharmaceutical  Manufacturers  Association 
meeting  last  spring.  Stone’s  provocative  re- 
mark went  largely  unnoticed  outside  the  in- 
dustry. Especially  so  on  Wall  Street.  After 
all,  wasn’t  the  ethical  drug  industry  almost 
the  prime  growth  business?  Hadn’t  its  shares, 
rising  a fast  143%,  paced  the  recent  bull 
market? 

But  nobody  in  the  industry  laughed.  The 
drug  makers  knew  only  too  well  that  the  op- 
erating pattern  of  the  industry  has  recently 
been  pointing  to  an  unmistakable  flattening 
of  their  growth  curve  — at  least  so  far  as 
profits  are  concerned.  Pfizerman  Stone’s 
chief  complaint:  “Our  aim  has  become  to 
make  obsolete  our  latest  products  through 
our  own  research  effort.” 

Too  Many  Cures? 

Nobody  in  the  industry  was  worried  that 
the  ethical  drug  makers  might  research  them- 

* Reprinted  from  “Forbes,”  September  15,  1959. 


selves  out  of  business  in  this  century.  What 
did  worry  many  was  the  fear  that  the  fast 
increasing  rate  of  product  obsolescence  may 
cut  even  deeper  than  it  already  has  into  the 
traditionally  high  profit  margins  of  the 
ethical  drug  makers.  The  fact  is  that  in  re- 
cent years  new  ethical  drugs,  that  is,  drugs 
sold  only  under  a doctor’s  prescription,  have 
been  reaching  the  market  in  steady  high 
volume.  Thus,  while  in  1956,  401  new  ethical 
drugs  were  released,  in  1957,  400  were  put 
on  sale,  last  year  370. 

The  effect  of  this,  of  course,  has  been  to 
limit  the  profit  opportunity  of  new  drugs  by 
cutting  down  their  period  of  market  leader- 
ship. For  example.  Sobering  Corporation’s 
Meticorten  and  Meticortelone  were  intro- 
duced in  1955  to  combat  rheumatoid  arthritis, 
asthma  and  allergies.  They  quickly  super- 
seded ordinary  cortisone.  The  new  products 
held  market  dominance  for  just  three  years. 
Last  year  they  were  decisively  challenged  by 
products  brought  out  by  Upjohn,  American 
Cyanamid’s  Lederle  Labs,  Olin  Mathieson’s 
Squibb  Division. 

Nevertheless,  by  comparison  with  later  de- 
velopments, Schering’s  President  Francis  C. 
Brown  had  a good  lead.  Meticorten  and  Meti- 
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cortelone  helped  quadruple  his  sales  from  $19 
million  in  1954  to  $80  million  in  1957.  By  con- 
trast, Upjohn’s  Orinase  had  a far  rougher 
time  of  it.  An  oral  anti-diabetic  and  the  first 
of  its  type,  it  was  brought  out  in  1957.  But  it 
was  challenged  in  less  than  a year  by  Pfizer’s 
Diabinese. 

Or  consider  the  case  of  Parke,  Davis’  Quad- 
rigen,  a 4-in-l  vaccine  for  diphtheria,  tetanus, 
whooping-cough  and  polio  released  in  mid 
1959.  Quadrigen  was  hardly  on  the  market 
before  Allied  Labs’  President  John  L.  McKee 
announced  that  he  would  have  Compligen, 
a comparable  product,  out  before  the  year’s 
end. 

Profits  Take  Time 

Competition  is  a fact  of  life,  and  drugmen 
can  hardly  expect  immunity  from  it.  But  a 
new  drug  is  an  expensive  proposition.  It  costs 
upwards  of  $3  million  to  research  and  produce 
it.  Given  a few  years  of  market  dominance 
at  the  high  prices  prevailing  for  drugs,  the 
cost  can  be  recouped  with  a handsome  profit 
besides.  “But  all  too  often  a new  product  does 
not  get  the  market  time  to  recover  its  in- 
vestment before  it  is  rendered  obsolete  by  an 
improved  product,”  says  Raymond  E.  Snyder, 
financial  vice  president  of  Merck  & Co. 
“Some  estimates  put  the  average  life  of  a 
new  pharmaceutical  product  as  low  as  2.5 
years.” 

Quadrigen,  for  example,  will  have  only  six 
months  of  competition-free  sale.  Yet  it  is, 
says  Parke,  Davis’  President  Harry  J.  Loynd, 
“the  result  of  several  years  of  research  and 
development.”  Research  in  the  drug  indus- 
try comes  high.  At  7c  of  the  sales  dollar  it 
costs  about  double  the  average  for  the  chem- 
ical industry  and  more  than  three  times 
what  industry  at  large  spends  on  research. 

Racing  Obsolescence 

Net  profit  margins  in  ethical  drugs  have 
been  declining  for  the  past  18  months.  Mean- 
while, margins  for  their  humbler  cousins,  the 
proprietary  (i.e.,  non-prescription)  drugs, 
have  begun  to  climb.  Ethical  and  proprietary 
drugs  have  not  reversed  their  profit  roles  — 
at  least  not  yet.  But  the  trend  is  hardly  re- 
assuring. George  R.  Cain’s  Abbott  Labora- 
tories, which  netted  11.4c  on  the  sales  dollar 
in  1957  and  11c  in  1958,  netted  only  9.5c  in 
the  first  half  of  1959. 

Fifth-ranking  druggist  Pfizer  saw  its  net 
drop  3%  in  1959’s  first  half,  despite  a rise  in 


sales.  Pfizer’s  President  John  McKeen  was 
frank  to  admit  that  the  trouble  was  “due  to 
continued  weakness  in  the  prices  for  penicil- 
lin, streptomycin,  steroids  and  bulk  vi- 
tamins.” 

These  products  are,  of  course,  bulk  non- 
trademarked  products.  Yet  their  price  weak- 
ness clearly  shows  the  pace  of  product  ob- 
solescence in  the  drug  industry.  Penicillin  is 
certainly  the  eldest  of  wonder  drugs,  having 
been  in  general  use  for  over  20  years.  But 
streptomycin  and  the  steroid  drugs  have 
hardly  been  in  general  use  for  more  than  a 
decade. 

Narrow  Spectrum 

Though  the  ethical  drug  companies  as  a 
group  declined  in  profitability  in  the  past 
year,  not  every  company  in  the  group  fol- 
lowed the  trend.  Philadelphia’s  Smith,  Kline 
& French  was  a notable  exception.  In  the 
years  1956-58  Walter  Munn’s  company  has 
netted  an  average  17.3c  on  the  sales  dollar, 
the  next-to-highest  profit  ratio  in  the  group. 
In  the  first  half  of  1959  Munn  actually  raised 
his  profit  ratio  to  19.3%  on  the  sales  dollar. 
But  SKF  is  a rather  special  kind  of  company. 
Its  small  product  list  contains  less  than  50 
items.  Stimulants  and  tranquilizers,  an  im- 
portant group  of  drugs  affecting  the  central 
nervous  system,  accounted  for  70%  of  SKF’s 
sales.  By  concentrating  the  8%  of  sales  he 
spends  in  research  in  a specific  area,  Munn 
was  able  to  establish  and  hold  an  advantage 
in  them. 

Is  narrow-range  research  the  secret  of  suc- 
cess? It  has  worked  well  for  Munn.  But,  as 
Schering’s  Brown  points  out:  “There  is  a large 
element  of  good  fortune  in  every  successful 
product.”  Brown,  who  spends  up  to  9%  of 
sales  on  research,  should  know.  He  claims 
that  his  experience  with  cortisone  is  “a  per- 
fect example  of  risks  in  the  pharmaceutical 
field.”  After  spending  $1  million  for  a cor- 
tisone plant,  says  he,  “we  found  ourselves 
entering  an  unprofitable  market  of  which  we 
could  capture  only  10%  because  we  were 
competing  with  two  of  the  largest  companies 
in  the  industry.  Fortunately,  with  our  dis- 
covery of  the  ‘Meti’  steroids,  we  soon  over- 
came our  cortisone  competitors  and  found 
ourselves  holding  the  leading  position  as  a 
marketer  of  corticoids.” 

Unmatched  Success 

The  drug  industry  has  no  recent  parallel  to 
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match  the  financial  success  of  Brown’s  break- 
through. But  it  must  nevertheless  go  on 
spending  heavily  for  research.  Why?  Be- 
cause, says  Brown,  “the  drug  industry  grows 
through  research  discoveries.” 

Does  this  mean  that  research  and  rapid  ob- 
solescence will  continue  to  cause  profit  mar- 
gins in  ethical  drugs  to  sag?  That  is  certainly 
how  Merck’s  President  John  T.  Connor  sees 
it.  “Lower  profit  margins,”  says  he,  “prob- 
ably will  result  from  both  ever-increasing 
competitive  pressure  here  and  abroad  and 
rising  government  research  expenditures.” 
Abbott’s  Cain  argues  that  it  will  not.  “I  for 
one,”  says  he,  “do  not  believe  that  ethical  and 
proprietary  drugs  are  reversing  their  profit 
roles.”  Chimes  in  Allied  Laboratories’  Presi- 
dent John  McKee:  “It  is  only  fair  to  point  out 
that  this  trend  toward  lower  profit  margins 
has  been  most  noticeable  in  the  past  six 
months  and  may  represent  a temporary 
situation.” 

Temporary  or  no,  McKee,  has  not  neglected 
to  copper  his  bets.  Up  to  last  year  sales  of  his 
Allied  Labs  were  almost  equally  divided 
between  ethical  drugs  and  veterinary  drugs. 
In  1958  he  acquired  the  Campana  Sales  Co. 
line  of  proprietary  products  (Ayds,  a weight- 
reducing  candy,  Bantron,  a tobacco-habit 
cure,  etc.).  With  the  Campana  products  now 
accounting  for  17%  of  sales,  McKee  in  the 
first  half  of  1959  recorded  a 25%  increase  in 
net  on  a 3.4%  increase  in  sales. 

STATUS  OF  FAIR  TRADE  IN  STATES 

Thirty-one  (31)  states  now  have  fair  trade 
acts  which  are  fully  valid  and  enforceable, 
according  to  a report  on  the  constitutionality 
status  of  state  fair  trade  acts  recently  issued 
by  the  Bureau  of  Education  on  Fair  Trade. 

The  remaining  nineteen  (19)  states,  either 
have  fair  trade  statutes  which  have  been  ren- 
dered ineffective  by  Supreme  Court  rulings 
or  no  fair  trade  laws  whatsoever. 

Of  the  thirty-one  states  where  fair  trade 
is  now  effective,  eighteen  (18)  state  Supreme 
Courts  have  declared  their  respective  fair 
trade  acts  constitutional,  fully  valid  and  en- 
forceable. These  states  are  the  following; 


Arizona 
California 
Connecticut 
Maryland 
Massachusetts 
Mississippi 
New  Jersey 
New  York 
North  Carolina 


Delaware 

Hawaii 

Illinois 

Pennsylvania 

Rhode  Island 

South  Dakota 

Tennessee 

Washington 

Wisconsin 


In  the  other  thirteen  (13)  states  there  has 
been  no  Supreme  Court  tests  of  the  validity 
of  their  fair  trade  acts.  These  acts,  therefore, 
also  remain  valid  and  enforceable  in  the  fol- 
lowing states: 


Alabama 

Idaho 

Iowa 

Maine 

Minnesota 

Montana 


Nevada 

New  Hampshire 
North  Dakota 
Ohio 

Oklahoma 

Virginia 

Wyoming 


The  Supreme  Courts  of  thirteen  (13)  states 
have  declared  the  so-called  non-signer  clause 
of  their  fair  trade  acts  invalid,  thus  rendering 
fair  trade  ineffective  for  most  practical  pur- 
poses. These  states  are  the  following: 


Arkansas 

Colorado 

Florida 

Georgia 

Indiana 

Kansas 


Kentucky 
Louisiana 
Michigan 
New  Mexico 
Oregon 

South  Carolina 
West  Virginia 


In  two  (2)  states,  Nebraska  and  Utah,  the 
Supreme  Court  held  invalid  the  entire  fair 
trade  act. 

Four  (4)  states,  as  well  as  the  District  of 
Columbia,  never  had  a fair  trade  act.  These 
states  are  Alaska,  Missouri,  Texas  and  Ver- 
mont. 
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Fellow  Pharmacists: 

May  I extend  to  all  of  you  my  greetings  and  best  wishes  for  this  Holiday  Season.  While 
this  is  the  season  when  we  all  have  extra  business  and  an  increased  work  load,  I know  of  no 
time  of  the  year  that  can  be  more  enjoyable.  How  pleasant  it  is  to  visit  with  customers  and 
sense  the  holiday  spirit  as  they  shop  for  gifts  of  toys,  cosmetics  and  confections. 

A few  weeks  ago  your  president  made  a tour  of  stores  between  Aberdeen  and  Sioux  Falls. 
In  the  two  days  I was  able  to  visit  34  stores  in  20  cities.  It  was  a real  pleasure  to  spend  a few 
minutes  in  each  of  these  stores  and  meet  the  people  that  work  in  them.  I hope  to  visit  many 
more  stores  in  such  trips  after  the  first  of  the  year. 

Best  wishes  and  a Happy  New  Year. 

Willis  Hodson 
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CHARITY  BEGINS  AT  HOME 

What  has  in  the  past  amounted  to  a “cold 
war”  between  groups  raising  funds  for 
charity  is  gradually  growing  warmer.  Lined 
up  in  combat  on  one  side  are  the  United  Com- 
munity Funds  with  their  slogan  “Give  Once 
for  All.”  On  the  opposing  side  the  large,  in- 
dependent health  agencies  such  as  the 
American  Cancer  Society,  the  American 
Heart  Association,  and  the  National  Founda- 
tion have  closed  ranks  for  self-survival.  In 
the  middle  are  the  thousands  of  contributors 
and  voluntary  charity  workers  becoming 
more  and  more  confused  and  dismayed  by 
the  unethical,  undemocratic  and  uncharitable 
actions  being  exhibited  in  the  fight  for  the 
charity  dollar. 

Each  side  in  the  battle  is  championed  by 
men  and  women  of  outstanding  community 
service.  Each  side  is  firmly  convinced  that 
its  system  is  best.  The  intentions  of  each  are 
of  the  highest  order,  i.e.,  help  for  those  in 
need. 

Who  has  created  the  battleground?  Pri- 
marily, well-meaning,  enthusiastic  individ- 
uals have  drawn  these  lines.  Individuals 
whose  intense  devotion  to  their  own  method 
of  raising  funds  have  caused  others  to  follow 
their  devotion.  Now  great  groups  of  well- 


meaning peoples  on  either  side  are  creating 
havoc  in  an  area  where  human  life  and  suf- 
fering are  at  stake.  These  peoples  have  lost 
sight  of  the  important  fact  that  each  side  has 
done,  and  is  doing,  a tremendous  job  in  the 
relief  of  human  ills. 

It  is  not  the  purpose  of  this  editorial  to 
argue  all  of  the  pros  and  cons  of  United 
Funds  vs.  National  Health  campaigns.  An 
excellent  article  on  this  subject  can  be  found 
in  the  November  issue  of  Good  Housekeeping 
Magazine.  This  writer  is  greatly  disturbed, 
however,  by  the  undemocratic  actions  ex- 
hibited by  many  national  and  local  commun- 
ity United  Fund  leaders.  Over  the  past  two 
or  three  years  a noticeable  policy  has  ap- 
peared. This  policy  has  been  distributed  by 
national  leaders  down  to  the  voluntary  local 
level.  Essentially  it  is  this.  Either  the  in- 
dividual national  funds  should  join  the 
United  Fund  or  get  out  of  town.  This  attitude 
has  also  been  shown  by  some  who  ordinarily 
would  donate  to  worthwhile  causes.  The  sad 
part  of  this  is  that,  without  continued  ade- 
quate financial  support,  some  research  may 
have  to  be  curtailed  by  these  national  organ- 
izations. If  this  happens  probably  there  will 
be  pressure  for  greater  government  support 
of  health  research.  In  fact,  this  is  already 
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true,  as  we  saw  during  the  budget  hearings 
for  the  Department  of  Health,  Education,  and 
Welfare. 

Let  us  ask  ourselves  then  “Is  it  better  to 
give  the  democratic  way  as  much  or  as  little 
as  we  desire  for  the  causes  that  we  want  to 
support?  Or  would  it  be  better  that  our 
taxes  be  increased  for  more  government  sup- 
port? 

In  conclusion,  it  is  our  opinion  that  mem- 
bers of  the  health  professions  should  do  what 
they  can  to  stop  the  feuding  between  United 
Funds  and  the  independent  health  agencies. 
There  is  a definite  need  and  there  is  plenty 
of  room  for  both.  We  should  support  our 
local  United  Funds  and  we  should  support 
the  programs  of  our  national  health  agencies. 
In  addition,  we  should  do  what  we  can  to 
persuade  those  individuals  in  our  local  com- 
munities who  are  carrying  on  this  uncharit- 
able feud  to  call  it  to  a halt. 


MEMO  TO  NEGLECTFUL  PARENTS 

Most  American  parents  would  be  shocked 
and  offended  by  any  suggestion  that  when  it 
comes  to  loving  concern  for  their  children 
they  are  not  models  of  solicitude.  Yet  the 
Health  News  Institute  calls  our  attention  to 
some  figures  which  strongly  indicate  that  in 
one  vital  area  of  child  care  our  public  school 
systems  are  more  conscientious  parents  than 
the  parents  themselves. 

In  the  years  before  the  widespread  avail- 
ability of  Salk  vaccine,  according  to  the  New 
York  Health  Department,  children  from  five 
to  nine  constituted  the  age  group  most  sus- 
ceptible to  paralytic  polio.  Today,  in  con- 
trast, the  largest  number  of  cases  occur 
among  pre-school  youngsters  from  one  to 
four. 

The  reason  for  the  change  seems  obvious  — 
a systematic  program  in  the  New  York  City 
schools  to  see  that  every  child  receives  his 
three  Salk  vaccine  injections.  By  the  end  of 
the  school  year  1958,  nearly  600,000  had  been 
so  protected. 

Immunization  of  the  pre-school  group  de- 
pends, of  course,  on  the  initiative  of  the  par- 
ent. Millions  of  adults  have  procrastinated 
about  getting  their  own  shots.  But  for  them 
to  fail  to  make  sure  that  their  children  get 
the  lifesaving  injections  is  neglect  of  an  en- 
tirely different  kind. 


; (greetings  < 

> of  tf)e  < 
' Reason  J 

) f 

) are  brought  to  you  once  c 

^ again,  for  the  50th  time  in  ^ 

the  history  of  our  company. 

) We  at  Druggists  Mutual  — ^ 

) directors,  officers,  staff  and  C 

j fieldmen  — • wish  to  convey  ( 

hearty  wishes  for  a joyful 
^ Christmas  and  a sincere  ^ 

) hope  that  the  year  to  come  '' 

) may  bring  you  the  best  of  < 

everything! 


) c 

^ SERVING  DRUGGISTS  ^ 

IN  10  MIDWESTERN  STATES 
) ( 


— 553  — 


Advances  In 
Drug  Research 


y 


THE  SYNTHETIC  PENICILLINS* 


In  his  quest  for  health,  man  has  discovered 
micro-ecology. 

With  micro-ecology  — the  natural  balance 
between  such  species  as  foxes  and  field  mice, 
oysters  and  starfish,  frogs  and  flies  — man 
has  had  long  acquaintance  as  he  has  moved 
over  the  surface  of  the  earth.  He  has  himself 
caused  the  destruction  of  some  species,  the 
virtual  elimination  of  others,  and  moved 
others  from  one  continent  or  hemisphere  to 
another.  Examples  seriatim  are  the  dodo,  the 
American  bison,  and  such  unwelcome  mi- 
grants as  the  hare,  the  dandelion,  the  Rus- 
sian thistle  and  the  Japanese  beetle. 

With  the  advent  of  the  antibiotics,  man 
discovered  that  he  can  decimate  micropopula- 
tions as  effectively  as  he  slaughtered  the 
bison,  simply  by  poisoning  germs  with  the 
secretions  of  other,  tamed  and  cultivated 
microorganisms.  This  was  as  planned.  But, 
to  his  consternation,  unwanted,  overlooked 
micropopulations,  relieved  of  competition, 
have  overgrown  alarmingly  to  fill  the  en- 
vironmental niche  left  vacant  by  the  casual- 
ties. 

In  medical  terms,  though  penicillin  has 
markedly  reduced  diseases  caused  by  pneu- 
mococci, gonococci,  streptococci,  and  other 

* Published  through  the  courtesy  of  the  Medical 

and  Pharmaceutical  Information  Bureau. 


susceptible  bacteria,  staphylococci  — which 
were  relatively  more  resistant  to  penicillin 
from  the  beginning  — have  developed  re- 
sistant mutant  strains  which  are  virtually 
impervious  not  only  to  penicillin,  but  to  other 
antibiotics.  Nowadays  they  cause  gruesome 
epidemics  of  boils  and  abscesses,  atypical 
pneumonias  and  septicemias.  These  infec- 
tious wildfires  are  most  frightening  when 
they  occur,  often  fatally,  among  infants  in 
hospital  nurseries. 

In  addition  to  infections  caused  by  resist- 
ant bacteria,  allergic  reactions  to  penicillin 
have  been  on  the  rise.  There  have  been  cases 
of  fatal  anaphylactic  shock  resulting  from 
penicillin  allergy. 

Although  the  resistance  problem  has  re- 
volved mainly  around  staphylococcus 
aureus,  recently  there  has  been  additional 
cause  for  alarm.  Other  organisms,  once 
rarely  troublesome,  seem  to  be  turning  viru- 
lent. Aerobacter  and  pseudomonas  bacteria, 
for  example,  which  once,  as  their  major 
function,  worked  at  decaying  dead  matter, 
now  appear  to  be  dealing  out  death.  Accord- 
ing to  one  theory  these  once  “quiet”  bacteria 
may  have  been  harmless  in  the  past  only  be- 
cause they  were  held  in  check  by  toxins 
secreted  by  such  germs  as  strep  but,  with  the 
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latter  reduced  by  antibiotics,  the  barrier  has 
been  lowered. 

The  need  to  find  new  and  better  antibiotics 
has,  of  course,  been  recognized  for  years.  By 
1958,  nineteen  different  antibiotics  were  being 
made  and  used  for  medical  purposes  in  the 
United  States.  And  across  the  58,165,000 
square  miles  of  the  earth,  a treasure  hunt  has 
been  going  on  for  the  elusive  pinch  of  soil 
which  might  contain  the  source  of  a valuable 
new  antibiotic. 

At  the  same  time,  another  kind  of  hunt  has 
been  in  progress. 

Of  all  the  antibiotics  ever  produced,  peni- 
cillin has  been  considered  by  many  phys- 
icians to  be  the  most  valuable,  perhaps  the 
greatest  life-saving  drug  ever  known.  It  has 
had  its  drawbacks  — notably,  its  potentiality 
for  sensitizing  certain  individuals.  It  has  lost 
some  of  its  effectiveness  against  some  mi- 
crobe species.  It  has  never  been  effective 
against  others. 

But,  where  penicillin  works,  it  still  is  con- 
sidered the  best  drug  to  put  to  work.  Against 
rheumatic  fever,  gonorrhea,  syphilis  and 
pneumonia,  for  example,  and  even  in  staph 
boils  unless  resistant  strains  are  present,  it  is 
considered  the  drug  of  choice.  Where  it 
works,  it  works  dramatically;  no  other  anti- 
biotic works  so  fast  and  efficiently.  Except 
for  the  sensitization  problem,  it  is  a phen- 
omenally atoxic  drug. 

It  is  also  the  cheapest  antibiotic  to  give. 

To  many  physicians,  one  of  the  best  hopes 
for  continued  success  in  the  war  against  mi- 
crobes has  seemed  to  lie  in  finding  a way  to 
rejuvenate  penicillin,  of  finding  means  to 
accomplish  what,  almost  from  the  beginning 
of  penicillin’s  history,  has  appeared  to  be  im- 
possible — synthesize  the  compound,  change 
part  of  its  structure,  develop  new  compounds 
which  might  have  the  natural  drug’s  basic 
good  qualities  coupled  with  needed  new 
characteristics. 

Today  the  seemingly  impossible  has  be- 
come actuality  as  the  result  of  two  happy 
feats,  one  in  Britain  and  one  in  the  U.  S.,  and 
a working  combination  of  both  that  has 
moved  rapidly,  producing  striking  results  in 
less  than  half  a dozen  months. 

The  Dead  End  — There  is  no  need  to  dwell 
here  on  the  familiar  story  of  penicillin’s  orig- 
inal development. 

From  the  moment  in  1928  when  an  un- 


known bacteriologist,  Alexander  Fleming, 
noticed  in  his  laboratory  that  a penicillium 
mold  had  contaminated  a culture  dish  and 
inhibited  germs  around  it,  fifteen  years  were 
to  elapse  before  penicillin  came  into  wide 
medical  use.  Fleming’s  work  — • his  sub- 
sequent preparation  of  a crude  concentrate, 
his  finding  that  it  stopped  growth  of  certain 
germs  and  his  publication  of  the  finding  — 
was  ignored  until  World  War  II  presented 
desperate  emergencies  in  military  infections. 
Then,  in  an  Oxford  laboratory,  Sir  Howard 
Florey,  his  wife  and  Dr.  Ernst  B.  Chain,  a 
German  refugee,  worked  feverishly  to  extract 
an  active  substance  from  Penicillium  nota- 
tum  molds.  The  tiny  amounts  they  could 
produce  were  enough  for  a time  to  sustain  a 
London  bobby  dying  of  an  overwhelming 
infection,  but  there  was  no  more  to  save 
him  when  he  had  a relapse. 

In  1941,  when  Florey  came  to  the  U.  S.  to 
ask  for  help  in  producing  penicillin,  the 
Committee  on  Medical  Research  of  the  Office 
of  Scientific  Research  and  Development  or- 
ganized government  agencies,  universities, 
and  pharmaceutical  companies  to  attack  the 
problem.  Penicillin  was  in  mass  production 
in  1943,  in  time  to  play  an  important  role  in 
winning  the  war.  Deep  tank  fermentation 
was  the  method  of  production,  the  only 
method. 

Synthesis  was  tried.  So  urgent  was  the 
need  for  a synthetic  method  of  producing 
penicillin  felt  to  be  that,  to  the  original  group 
of  wartime  collaborators  in  the  U.  S.  effort, 
eight  more  industrial  research  laboratories 
and  ten  academic  laboratories  were  added  to 
investigate  the  chemical  structure  of  peni- 
cillin and  seek  possible  methods  of  synthe- 
sizing it.  On  January  1,  1944,  the  British  Med- 
ical Research  Council  set  up  a special  Com- 
mittee on  Penicillin  Synthesis.  Reports  be- 
tween British  and  American  investigators 
were  exchanged. 

Interesting  facts  about  the  structure  of 
penicillin  were  uncovered.  But  all  the  skills 
of  the  investigators  couldn’t  come  anywhere 
close  to  equalling  that  of  the  lowly  mold  in 
producing  a compound  with  antibiotic  activ- 
ity. 

One  pharmaceutical  company  alone  spent 
close  to  a million  dollars  on  fruitless  efforts 
to  produce  the  drug  by  chemical  synthesis; 
the  sole  result  was  a number  of  papers  in  and 
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a share  of  the  expense  of  publishing  a 1,094 
page  volume  on  the  chemistry  of  penicillin. 

To  chemists,  the  synthesis  seemed  impos- 
sible. Concentrated  efforts  to  accomplish  it 
finally  were  abandoned  — except  by  one 
man. 

Sheehan's  Work — John  C.  Sheehan’s  career 
began  to  take  shape  in  1937  when  he  received 
a B.S.  from  Battle  Creek  (Mich.)  College.  At 
the  University  of  Michigan,  he  took  his  M.S. 
in  1938  and,  in  1941,  earned  a Ph.D.  After 
completing  his  doctoral  thesis  with  Werner 
E.  Bachmann,  Sheehan  joined  Bachmann  in 
developing  the  latter’s  process  for  preparing 
the  high  explosive  RDX.  Following  this,  he 
joined  the  staff  of  Merck  as  a research  chem- 
ist and  worked  on  the  penicillin  production 
project. 

Sheehan  is  credited  with  a large  share  of 
the  research  which  led  to  synthesis  of  peni- 
cillamine and  with  significant  contributions 
to  the  synthesis  of  penillic  and  isopenillic 
acid.  But  synthesis  of  the  antibiotic  itself 
eluded  him  as  it  did  other  chemists. 

In  1946,  when  he  moved  to  MIT  as  assist- 
ant professor  of  chemistry,  Sheehan  was  still 
carrying  with  him  the  urge  to  lick  the  prob- 
lem. Two  years  later,  when  Bristol  Labora- 
tories asked  him  to  serve  as  a consultant  in 
organic  chemistry,  he  agreed  provided  Bristol 
would  help  support  his  efforts  to  try  to  put 
penicillin  together.  The  support  was  given. 

Sheehan  had  to  start  from  scratch  — and 
did  — to  develop  a new  line  of  chemistry.  In 
the  words  of  the  co-ordinator  of  the  wartime 
British-American  synthesis  effort.  Dr.  Hans 
T.  Clarke,  “the  (penicillium)  organism  has 
some  trick  of  putting  atoms  together  in  what 
I’d  call  a most  improbable  fashion.” 

There  is,  specifically  a four-ring  system  in 
the  penicillin  molecule  which  has  been  found 
nowhere  else  in  nature  — the  beta  lactam 
ring  system,  each  ring  having  three  carbon 
and  one  nitrogen  atoms.  A prime  Sheehan 
goal  was  to  synthesize  this  four-ring  mole- 
cule with  only  simple  side  chains  attached. 
It  wasn’t  until  1948  that  he  succeeded;  it  was 
one  clear  milestone. 

Now  to  try  to  attach  to  beta  lactam  the 
other  groups  in  penicillin. 

Finally,  in  1950  Sheehan  managed  to  con- 
trive a 5-phenylpenicillin.  It  turned  out  to 
be  inactive  — a walloping  disappointment. 

Sheehan  went  back  then  to  check  the  tech- 


niques he  had  been  using  to  hang  substi- 
tuents onto  beta  lactam.  He  had  to  find  new 
ways  of  closing  the  ring,  he  decided.  He 
found  the  right  ones  finally  only  two  years 
ago  when  he  succeeded  in  producing  peni- 
cillin V,  synthetic  all  the  way. 

But  what  was  the  significance? 

Here,  certainly,  was  proof  that  penicillin 
could  be  turned  out  from  chemicals  off  the 
shelf:  from  carbon,  hydrogen,  oxygen,  nitro- 
gen and  sulfur. 

But,  while  synthetic  V was  a creative  feat, 
a chemical  victory,  it  was  not  a practical 
one.  The  steps  to  synthesis  were  too  many 
and  too  costly. 

Along  the  line,  however,  Sheehan  had  ac- 
complished something  else.  In  arriving  at 
penicillin  V,  he  had  discovered  methods 
which  would  allow  the  synthesis  of  new 
penicillins.  The  techniques  were  complicated 
and  costly  but  did  allow  the  synthesis  of  a 
dozen  or  so  variations.  One  of  the  dozen 
turned  out  to  be  effective  against  a staphylo- 
coccus resistant  to  natural  penicillin.  None 
was  sufficiently  striking  to  warrant  commer- 
cial production  but  there  were  many  more 
to  be  tried.  Also  along  the  road  to  the  syn- 
thesis of  penicillin  V he  recognized  that  if 
one  could  obtain  another  interesting  inter- 
mediate, namely  6-aminopenicillanic  acid,  it 
would  allow  the  ready  synthesis  of  an  un- 
limited number  of  new  penicillins. 

The  ingenious  Sheehan  (who  was  awarded 
the  1959  American  Chemical  Society  Award 
for  Creative  Work  in  Synthetic  Organic 
Chemistry  in  recognition  of  his  penicillin 
synthesis  and  other  work)  went  on  next  to 
convert  a natural  penicillin.  Penicillin  G,  into 
6-APA.  Now,  it  became  possible  to  partially 
synthesize  new  penicillin  compounds  by  re- 
moving the  side  chain  from  a natural  peni- 
cillin and  replacing  it  with  a different  chain. 
The  recognition  of  the  possibilities  of  syn- 
thesis of  new  penicillins  through  6-APA  was 
at  this  time  an  intriguing  but  a frustrating 
realization  because  of  the  difficulty  of  ob- 
taining sufficient  6-APA  through  synthetic 
methods. 

At  this  point,  the  scene  shifts  to  England. 

There  could  be  no  doubt  that  the  key  to 
new  penicillins  was  6-APA. 

But  do  you  have  to  synthesize  it?  Must 
you  fuss  with  already-made  penicillins  to  get 
it?  Must  you  fuss  at  all? 
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Not  at  all,  British  researchers  were  able  to 
announce  early  this  year. 

What  they  had  discovered  had  been  before 
everybody’s  eyes  for  a long  time.  They  had 
made  the  discovery  largely  because,  being 
curious  scientists,  they  had  refused  to  take 
something  for  granted. 

In  London,  a few  years  ago,  Beecham 
Group,  Ltd.,  known  for  Beecham’s  Pills  and 
other  products,  decided  to  go  into  fermen- 
tation research.  Starting  from  scratch,  Bee- 
cham sent  several  talented  young  scientists 
to  Dr.  Chain  in  Rome  to  study  fermentation 
techniques  and,  upon  their  return,  organized 
a small  fermentation  set-up. 

It  was  while  working,  in  quite  conventional 
fashion,  with  penicillin  fermentation  broth 
that  the  English  chemists  became  puzzled  by 
a discrepancy. 

Two  methods  are  used  to  assay  the  penicil- 
lin in  a broth.  One,  a biological  technique,  de- 
termines the  overall  biological  activity  of  a 
sample  in  a Petri  dish.  The  other,  the  chem- 
ical method,  measures  the  amount  of  the  beta 
lactam  system  present  in  the  broth  and  as- 
sumes that  if  this  component  of  the  penicillin 
molecule  is  present,  the  whole  molecule 
must  be. 

What  puzzled  the  English  scientists  was 
that  the  two  tests  didn’t  always  agree.  The 
chemical  assay  often  turned  out  higher. 

The  discrepancy  was  well-known,  had  long 
been  attributed  to  impurities  in  the  broth. 
But  the  British  decided  to  check  the  assump- 
tion. 

It  was  a rewarding  decision.  What  they 
found  was  that  the  chemical  method  actually 
was  assaying  some  6-aminopenicillanic  acid. 
A fair  amount  of  the  nucleus  of  penicillin  was 
present  in  the  broth  along  with  the  whole 
penicillin.  Apparently  the  mold  made  6- 
aminopenicillanic  acid  in  the  process  of  mak- 
ing penicillin — 6 APA  was  there  for  the  tak- 
ing. 

Late  last  January,  the  British  scientists  re- 
ported in  the  journal  Nature  that  they  had 
succeeded  in  stopping  the  natural  fermen- 
tation process  immediately  after  formation 
of  the  nucleus  and  extracted  6-APA  quite 
simply  by  ion  exchange.  Here  was  a way  to 
let  the  mold  turn  out  6-APA  in  quantity  at 
very  low  cost. 

In  March,  Britain’s  superb  medical  journal. 
Lancet,  was  noting  with  some  excitement 


that  the  consequences  of  this  discovery 
“could  be  far-reaching.  Already  there  are  in- 
dications that  it  will  be  possible  to  produce 
readily  penicillins  which  do  not  cause  re- 
actions in  penicillin-sensitive  patients  . . . 
New  approaches  to  the  problems  of  the  re- 
sistant staphylococcus  should  now  be  feasible, 
and  means  may  be  found  for  enhancing  the 
activity  of  penicillin-type  compounds  against 
the  Gram-negative  bacteria.” 

The  Work  at  Syracuse  — Almost  at  the 
same  time  that  Lancet  was  making  its  com- 
ments, four  scientists  — two  British  and  two 
Americans  — were  meeting  in  New  York. 
Object:  to  take  practical  steps  toward  collab- 
orating to  open  a new  era  of  penicillin. 

The  British  scientists  were  Mr.  F.  P.  Doyle 
and  Dr.  G.  N.  Rolinson,  who  had  headed  the 
Beecham  research  team.  The  Americans  were 
Dr.  Sheehan  and  Dr.  Amel  R.  Menotti,  direc- 
tor of  research  at  Bristol  Laboratories  in 
Syracuse  who  had  supported  Sheehan’s  re- 
search and  also  had  cooperated  in  evaluating 
substances  synthesized  by  the  MIT  scientist. 

Already,  in  the  few  months  since  the  collab- 
oration began,  a combination  of  the  British 
fermentation  method  for  producing  6-APA 
and  the  American  technique  of  attaching  side 
chains  to  it  has  resulted  in  more  than  500  new 
compounds.  The  great  majority  have  been 
produced  at  the  Bristol  Laboratories  where 
a staff  of  some  150  people  are  at  work  on  the 
project. 

This  is  only  the  beginning. 

Microorganisms,  it  has  been  noted,  are 
skilled  organic  chemists,  and  they  work  long 
hours.  But  they  often  exhibit  an  independ- 
ence of  spirit  which  makes  them  difficult  to 
coerce. 

But  with  the  penicillin  nucleus  to  work 
with  — readily  available  in  quantity  — and 
with  only  the  imagination  to  limit  the  side 
chains  which  may  be  worth  trying  to  hang 
onto  it  (even  including  a tetracycline,  for 
instance),  chemists  can  turn  out  a staggering 
number  of  compounds. 

The  possibilities  include,  of  course,  less 
allergenic  penicillins,  penicillins  effective 
against  some  organisms  never  before  sen- 
sitive to  the  parent  drug,  penicillins  effective 
against  other  germs  which  have  developed 
resistance  to  the  older  forms.  It  would  not 
be  too  surprising  if  penicillin  compounds 
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should  be  produced  that  would  have  activity 
against  fungi — and,  conceivably,  even  against 
viruses. 

Already,  more  than  60  out  of  hundreds 
of  the  new  penicillin  compounds  synthesized 
in  Syracuse  have  shown  sufficient  virtue  to 
lead  to  preliminary  clinical  trials. 

Now,  about  to  be  released  for  widespread 
clinical  use,  is  the  first  of  the  “unnatural” 
penicillins  — potassium  penicillin-152,  which 
will  be  known  as  Syncillin. 

This  new  penicillin,  made  by  interacting 
alpha-phenoxypropionic  acid  with  6-APA,  is 
a mixture  of  two  stereoisomers  of  the  chem- 
ical alpha-phenoxyethylpenicillin.  The  two 
isomers  are  the  “backwards”  and  “forwards” 
images  in  space  of  the  single  chemical.  They 
are  formed  because  of  its  unsymmetrical 
nature.  Separation  of  the  two  forms  is  not 
feasible  for  large  scale  production  but,  for- 
tunately, early  bacteriological  tests  both  in 
vitro  and  in  vivo  indicated  that  the  two  to- 
gether do  better  than  the  more  effective  of 
either  would  by  itself  in  similar  quantity. 

Chemically,  syncillin  has  a structure  sim- 
ilar to  that  of  penicillin  V,  but  contains  an 
additional  methyl  group.  It  is  this  added  CHa 
which  provides  the  new  drug  with  its  in- 
triguing stereoisomerism.  (An  asymmetrical 
carbon  atom  in  a chemical  compound  is  one 
to  which  are  attached  four  different  atoms  or 
radicals.) 

Syncillin  is  a colorless,  crystalline  material 
which  is  very  soluble  in  water  but  relatively 
impervious  to  decomposition  by  acids.  The 
drug  is  not  hygroscopic,  does  not  pick  up 
much  water  from  the  air  around  it.  Neither 
is  it  appreciably  affected  by  air  or  light. 

These  characteristics  may  explain  in  part 
why,  given  orally,  it  appears  to  be  more  po- 
tent than  penicillins  V or  G,  to  provide  twice 
the  blood  activity  of  potassium  penicillin  V 
and  higher  blood  levels  than  those  normally 
obtained  with  penicillin  G given  in  the  usual 
way,  by  intramuscular  injection. 

The  new  penicillin  resists  destruction  by 
the  enzyme  penicillinase  to  a greater  degree 
than  other  penicillins  which,  in  turn,  may 
explain  why,  in  in  vitro  tests,  the  drug  des- 
troys many  clinical  isolates  of  staphylococcal 
strains  resistant  to  other  penicillins. 

Though  the  beginning  is  auspicious,  and 
the  potentialities  of  the  still-to-come  penicil- 
lins are  great,  it  is  not  to  be  expected  that 


the  continuing  battle  against  infectious  di- 
seases will  be  finally  won.  The  facts  of  life, 
the  basic  concepts  of  ecology,  deny  it.  The 
advantages  man  has  won  have  to  be  sustained 
by  constant  expenditure  of  scientific  energy, 
persistent  research,  patient  testing  — for 
bacteria  share  man’s  survival  drive,  and  the 
minimum  we  can  predict  is  that  they  will 
continue  to  do  so. 


Wanted:  An  old  doctor  wants  a brass  Mortar 
and  pestle.  Will  pay  reasonable  price  if  in 
good  condition.  Contact  the  South  Dakota 
State  Medical  Association,  Executive  Secre- 
tary, Sioux  Falls,  with  description  and  price. 
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(Continued  from  Page  547) 

CONCLUSION 

It  is  felt  that  the  employment  opportunities 
within  the  Fifth  District  may  be  reasonably 
calculated  on  a basis  of  replacement  needs. 
It  is  true,  however,  that  every  state  associa- 
tion secretary  claims  a shortage  to  exist 
within  their  state.  These  “shortage”  figures 
would  need  to  be  added  to  the  replacement 
needs.  It  should  be  pointed  out  that  some 
are  graduating  students  in  excess  of  our  re- 
placement needs.  These  graduates  are  ab- 
sorbed by  other  states  and  help  fill  the  in- 
creasing national  deficit.  Reciprocation  fig- 
ures for  the  year  1956-57  showed  that  99 
reciprocated  out  of  Fifth  District  states  while 
only  12  reciprocated  into  our  states. 
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SIOUX  FALLS  MAN 
PFIZER  REPRE- 
SENTATIVE 

Gerald  Glen  Schleicher  of 
1115  South  Phillips,  Sioux 
Falls,  South  Dakota  has  been 
appointed  a professional  ser- 


vice representative  for  Pfizer 
Laboratories  division  of 
Chas.  Pfizer  & Co.,  Inc.,  110- 
year-old  pharmaceutical  and 
chemical  manufacturer. 

In  his  new  position,  Mr. 
Schleicher  will  bring  infor- 
mation on  the  company’s 
new  products  and  research 
discoveries  to  professional 
medical  groups  in  the  Sioux 
Falls,  South  Dakota  area. 

Mr.  Schleicher  was  grad- 
uated from  the  University  of 
South  Dakota  with  a B.S. 
degree. 


BOARDS  AND 
COLLEGES  MEET 

The  annual  meeting  of 
District  5,  National  Associa- 
tion of  Boards  of  Pharmacy 
and  the  American  Associa- 
tion of  Colleges  of  Pharmacy 


was  held  October  18-19  at 
Iowa  City,  Iowa.  The  pro- 
gram of  this  22nd  annual 
meeting  was  held  at  the  Iowa 
Center  for  Continuation 
Study  of  the  State  University 
of  Iowa. 

Approximately  75  board 
members  and  pharmacy  fac- 
ulty were  present.  The  state 
boards  of  South  Dakota, 
North  Dakota,  Nebraska, 
Iowa,  Minnesota  and  the 
seven  colleges  of  pharmacy 
in  those  states  sent  delegates. 

Those  representing  the 
South  Dakota  State  Board  of 
Pharmacy  included  Bliss  C. 
Wilson,  Pierre;  Harold  Mills, 
Rapid  City;  Roger  Eastman, 
Platte;  A.  O.  Bittner,  Aber- 
deen; and  Inspector  Glen 
Velau,  Sioux  Falls. 

Delegates  from  the  Di- 
vision of  Pharmacy,  South 
Dakota  State  College  were 
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Kenneth  Redman,  Professor 
of  Pharmacognosy  and  Guil- 
ford Gross,  Professor  of 
Pharmacology. 


BOARD  OF  PHARMACY 
AMENDS  EXAMINATION 
REGULATIONS 

Since  1931,  it  has  been  the 
practice  of  the  South  Dakota 
Board  of  Pharmacy  to  admit 
graduates  of  recognized  col- 
leges of  pharmacy  to  LICEN- 
TIATE examinations  in  writ- 
ten subjects  prior  to  the 
completion  of  their  practical 
experience.  This  practice  will 
be  discontinued  after  July  1, 
1960. 

The  Board  of  Pharmacy 
Rule  and  Regulation  num- 
bered “5.”  under  Section  A - 
REGISTRATION  BY  EX- 
AMINATIONS has  been 
amended  to  read  as  follows: 

“5.  Prior  to  July  1,  1960, 

graduates  of  recognized 
colleges  of  pharmacy  who 
have  not  had  the  required 
practical  experience  may 
be  examined  only  in  the 
written  examinations  of 
(1)  Pharmacy,  (2)  Materia 
Medica-Pharmacology,  (3) 
Chemistry,  (4)  Pharmaceu- 
tical Mathematics,  and  (5) 
T oxicology  - J urisprudence ; 


after  completion  of  the  re- 
quired experience,  candi- 
dates must  appear  before 
the  Board  at  a regular  ex- 
amination to  be  examined 
in  the  subjects  required  to 
complete  the  Board  exam- 
ination requirements.  An 
affidavit  or  verified  cer- 
tificate reciting  the  facts 
as  to  such  practical  exper- 
ience shall  be  filed  with 
the  Secretary  but  no  ad- 
ditional fee  will  be  charged. 
No  candidate  who  files  an 
application  for  registra- 
tion by  examinations  after 
July  1,  1960,  shall  be  ex- 
amined in  any  subject  re- 
quired for  licensure  until 
such  candidate  shall  have 
completed  at  least  one  year 
of  practical  experience." 

It  is  understood  that  the 
Board  of  Pharmacy  will  offer 
complete  licentiate  examina- 
tions in  June  and  January  of 
each  year.  Candidates  may 
continue  to  file  applications 
for  registration  by  examina- 
tions thirty  (30)  days  prior  to 
the  date  of  graduation.  If 
one  year,  or  more,  of  prac- 
tical experience  is  on  record, 
they  will  be  admitted  to  li- 
centiate examinations  the 
day  after  graduation.  If  their 
experience  requirement  is 
completed  by  the  time  of  the 


January  examinations,  they 
will  be  admitted  to  complete 
examinations  at  that  time. 
No  candidate  should  have  to 
wait  more  than  one  year 
after  graduation  to  be  ad- 
mitted to  complete  licentiate 
examinations. 

This  new  regulation  will 
not  effect  pharmacy  college 
students  who  will  graduate 
before  July  1,  1960. 

In  announcing  the  change 
in  regulations.  Bliss  C.  Wil- 
son, Secretary  of  the  South 
Dakota  State  Board  of  Phar- 
macy said,  “In  28  years,  the 
Board  of  Pharmacy  records 
include  official  licentiate 
grades  for  many  candidates 
who  have  never  returned  to 
take  the  practical  examina- 
tions. In  two  cases,  a period 
of  twenty  years  elapsed  be- 
tween written  and  practical 
examinations.  Once  a licen- 
tiate grade  has  been  earned, 
it  cannot  thereafter  be  de- 
nied. Since  examinations  are 
intended  to  determine  the 
candidate’s  fitness  to  prac- 
tice pharmacy  at  the  time  of 
registration  as  a pharmacist, 
it  is  reasonable  to  demand 
that  all  other  qualifications 
for  licensure  be  completed 
before  admittance  to  any  li- 
centiate examinations.” 
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when  you  see 
signs  of 

anxiety-tension 

specify 

1 T.I  tUl 

brand  of  thiopropazate  dihydrochioride 

for  rapid  relief  of  anxiety  manifestations 


You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety -tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  & Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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Is  one  vegetable  oil 
a better 
cholesterol-depressant 
than  another? 


Yes... the  one  the  patient 
prefers  for  taste. 


Wfessoni 


No  leading  vegetable  oil  can  claim  superiority  over 
Wesson  in  its  serum  cholesterol-depressant  effect.  As  a 
diet  must  be  eaten  to  be  effective,  the  preferred  appetite 
appeal  of  Wesson  is  most  important.  Through  the  years, 
Wesson  has  been  consistently  favored  over  the  next 
selling  oil,  particularly  for  flavor  (blandness),  odor  and 
lightness  of  color*.  Wesson  encourages  the  patient  to 
stay  on  the  prescribed  diet. 

Quality  and  uniformity  you  can  depend  on.  Wesson 
has  a poly -unsaturated  content  better  than  50%  . Only 
the  lightest  cottonseed  oils  of  the  highest  iodine  number 
are  selected  for  Wesson  and  no  significant  variations 
in  standards  are  permitted  in  the  22  exacting  specifica- 
tions required  before  bottling. 

Each  pint  of  Wesson  contains  437-524  Int.  Units  of 
Vitamin  E. 


Where  a poly-unsaturated  oil  is  called  for  in  the  diet. 
Wesson  satisfies  the  most  exacting  requirements  (and 
the  most  exacting  palates!). 


Wesson's  Important  Ingredients: 

Linoleic  acid  glycerides  50%  to  55% 

Phyfosterol  (predominantly  beta  sitosterol)  0.4%  to  0.7% 
Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenated— completely  salt  free 


♦Substantiated  by  sales  leadership  for  59  years  and  reconfirmed  by  recent 
tests  against  the  next  leading  brand  with  brand  identification  removed,  among 
a national  probability  sample. 


For  the  first  time 


CONVENIENCE  and  ECONOMY 


for  that  jall-important  first  dose 
of  hroad-spectrum  antibiotic  therapy 
New 

TERRAMYCIN® 

brand  of  oxytetracycllne 

INTRAMUSCULAR 

SOLUTION 

Initiation  of  therapy  in  minutes  after  diagnosis 
with  new,  ready-to-inject  Terramycin  Intra- 
muscular Solution  provides  maximum,  sustained 
absorption  of  potent  broad-spectrum  activity. 

. ..and  for  continued,  compatible, 
coordinated  therapy 

COSA-TERRAMYCIN 

oxytetracydine  with  glucosamine 

CAPSULES 

Continuation  with  oral  Cosa-Terramycin 
every  six  hours  will  provide  highly  effective 
antibacterial  serum  and  tissue  levels  for 
prompt  infection  control. 

The  unsurpassed  record  of  clinical  effectiveness 
and  safety  established  for  Terramycin 
is  your  guide  to  successful  antibiotic  therapy. 

Supply : 

Terramycin  Intramuscular  Solution* 

100  mg,/2  cc.  ampules  • 

250  mg./2  ce.  ^mpules 

Cosa-Terramycin  Capsules 
125  mg.  and  250  mg. 


Cosa-Terramycin  is  also  available  as: 
Cosa-Terramycin  Oral  Suspension  — peach  flavored, 
125  mg./5  cc.,  2 oz.  bottle 

Cosa-Terramycin  Pediatric  Drops  — peach  flavored, 
5 mg./drop  (100  mg./cc.),  10  cc.  bottle 
with  plastic  calibrated  dropper 


Science  for  the  world’s  well-being'^'* 


Complete  information  on  Terramycin  Intramuscular 
Solution  and  Cosa-Terramycin  oral  forms  is 
available  through  your  Pflzer  Representative  or  the 
Medical  Department,  Pflzer  Laboratories. 

*Contains  2%  Xylocaine®  (lidocaine) , trademark 
of  Astra  Phannaceutical  Products,  Inc. 

PFIZER  liABORATORiES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
Brooklyn  6,  N.  Y. 
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EDWARD  C.  ROSENOW. 
JR..  M.D.,  F.A.C.P..  TO 
BECOME  EXECUTIVE 
DIRECTOR  OF  THE 
AMERICAN  COLLEGE 
OF  PHYSICIANS 
The  Board  of  Regents  of 
the  College  announces  the 
appointment  of  Dr.  Edward 
C.  Rosenow,  Jr.,  of  Los 
Angeles,  California,  as  the 
Executive  Director  of  the 
American  College  of  Phys- 
icians to  take  office  on  Jan- 


uary 1,  1960.  He  will  succeed 
Mr.  Edward  R.  Loveland, 
F.A.C.P.  (Ron.)  who  is  re- 
tiring on  December  31,  1959, 
after  nearly  thirty-four  years 
of  service  as  the  Executive 
Secretary  of  the  College. 

Dr.  Rosenow,  born  in 
Chicago  in  1909,  holds  the  de- 
gree of  B.A.  (1931)  from 
Carleton  College;  M.D.  (1935) 
from  Harvard  Medical  School, 
and  M.S.  (Med.)  (1939)  from 
the  University  of  Minnesota, 


Mayo  Foundation.  He  prac- 
ticed Internal  Medicine  in 
Pasadena  from  1940-1957. 
He  held  an  appointment  as 
Clinical  Professor  of  Med- 
icine at  the  University  of 
Southern  California  School 
of  Medicine.  He  was  a mem- 
ber of  the  attending  staff  of 
the  Los  Angeles  General 
Hospital  and  of  Huntington 
Memorial  Hospital  in  Pasa- 
dena. 

In  1957  he  accepted  the 
Executive  Directorship  of  the 
Los  Angeles  County  Medical 
Association,  but  continued  as 
Clinical  Professor  of  Med- 
icine at  the  University  of 
Southern  California,  the  Uni- 
versity of  California  School 
of  Medicine  at  Los  Angeles, 
and  the  College  of  Medical 
Evangelists. 

Dr.  Rosenow  has  had  spec- 
ial interest  and  experience  in 
Postgraduate  Medical  Educa- 
tion. He  was  Director  of  the 
Medical  Extension,  Univer- 
sity of  Southern  California  in 
1948;  Chairman  of  the  Post- 
graduate Activities  Commit- 
tee of  the  California  Medical 
Association  from  1949  to  1959 
and  Editor-in-Chief  of  Audio- 
Digest  from  its  inception  in 
1954  until  1959. 

He  has  been  an  active 
member  of  many  medical 
societies,  including  the  Los 
Angeles  and  California  State 
Heart  Associations,  the  Los 
Angeles  Academy  of  Med- 
icine, the  Symposium  Society 
of  Los  Angeles,  the  American 
Heart  Association,  the  Cali- 
fornia State  and  American 
Societies  of  Internal  Med- 
icine. He  is  a Diplomate  of 
the  American  Board  of  In- 
ternal Medicine  and  has  been 
a Fellow  of  the  American 
College  of  Physicians  since 
1942. 
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KREISER  SURGICAL  Inc. 
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Rapid  City,  S.  D. 
528  Kansas  City  St. 
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NEW. ..to  control  the  pain  and 
the  pathogen  in  acute  G.  U.  infection 

AZQKYNEX 

Phenylazodiaminopyridine  HCI-Sulfamethoxypyridazine  Lederle 


COMPLEMENT  FOR  KYNEX 

Adds  fast-acting  analgesia  of  phenylazodiaminopyridine  HCI.  Relieves  burning,  urgency  and  pain-spasm.  Eases 
voiding  and  retention  of  infected  urine. 

. . .to  unexcelled  sulfa  control  of  KYNEX.  Lower  dosage  of  just  V2  Gm.  daily . . . prolonged  action  without  hazard 
of  crystalluria . . . reduced  toxic  potential ...  not  surpassed  by  any  other  sulfa  drug,  singly  or  in  combination. 
Dosage:  Two  tablets  q.i.d.  first  day;  one  tablet  q.i.d.  thereafter.  Each  tablet  contains:  125,  mg.  KYNEX  in  the  shell 
with  150  mg.  phenylazodiaminopyridine  HCI  in  the  core. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  Depinar  special  repository  base  permits  slow  absorption 
from  the  injection  site,  thus  decreasing  the  need  for  frequent 
administration.  Depinar  continually  bathes  the  tissues  in 
vitamin  B12  to  provide  more  effective  therapy  and  make 
patients  feel  better  longer.  A recent  clinical  report*  shows 
over  98%  of  Depinar  is  retained  after  one  week  . . . and 
“Serum  level  vitamin  B12 . . . sustained  for  28  days  or  more 
from  the  single  dose.” 


Each  package  of  Depinar  consists  of  a multiple  dose  vial, 
containing  cyanocobalamin  zinc  tannate  (lyophilized)  equivalent  to 
2500  meg.  vitamin  B12.  The  vial  of  diluent  contains  5 cc.  Sodium 
Chloride  Solution  for  Injection.  When  reconstituted, 
each  ml.  of  Depinar  contains  500  meg.  vitamin  B12. 


ARMOUR  PHARMACEUTICAL  COMPANY  • KANKAKEE,  ILLINOIS 

Armour  Means  Protection 


*Thompson,  R.  E.,  and  Hecht,  R.  A.:  Am.  J.  Clin.  Nutrition 
7:311-317  (May-June)  1959. 


©A.  p.  Co. 


ARMOUR 
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New  from  Lederle 

a logical  combination  in  appetite  control 

BAMADEX' 

meprobamate  with  dextro-amphetamine  sulfate  LEDERLE 


meprobamate  eases 
tensions  of  dieting 

w 

d-amplietamine 
depresses  appetite 
and  elevates  mood 


. . .without 
overstimulation 

. . .without 
insomnia 

. . .without 

barbiturate  hangover 


Each  coated  tablet  (pink)  contains: 
d-amphetamine  sulfate  ....  5 mg. 

meprobamate 400  mg. 

Dosage:  One  tablet  taken  one«half 
to  one  hour  before  each  meal. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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CHOICE  THERAPY 
FOR  THE  "OLDER" 

PATIENT  WITH  MILD 
TO  MODERATE 
HYPERTENSION 


I^Veratrite* 

More  than  13,000,000  prescriptions  attest  that 
Veratrite  continues  to  be  the  antihypertensive  of 
choice  forthe  older  hypertensive  patient.  Veratrite 
can  be  prescribed  safely  and  routinely  for  those 
who  usually  cannot  tolerate  more  potent  drugs. 

Veratrite  now  contains  cryptenamine  which 
acts  centrally  to  produce  a gradual  fall  in  blood 
pressure,  yet  improves  circulation  to  vital  organs, 
relieves  dizziness  and  headache,  and  imparts  a 
distinct  sense  of  well-being.  Furthermore, 
Veratrite  achieves  its  effects  with  unusual  safety 
and  without  annoying  side  effects. 

Each  Veratrite  tabuie  contains:  Cryptenamine  (tan- 
nates),  40  C.S.R.*  Units;  Sodium  nitrite,  1 gr.;  Pheno- 
barbital,  % gr.  Dosage:  1-2  tabules  t.i.d.,  preferably 
2 hours  after  meals. 

*Carotid  Sinus  Reflex 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.^  To  protect  and  relieve  the  “cold"  patient... 
ACHROCIDIN. 


to  prevent  the  sequelae 
of  u.r.i.  ...  and  relieve  the 
symptom  complex 


'® 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeJite-free. 

i<  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  J.  Hygiene  71:122  (Jan.)  .1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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“A  Federal  compulsory  health  care  system 
can  lead  only  to  disillusionment  and  to  in- 
ferior medical  care  for  those  millions  of  older 
citizens  who  deserve  the  opportunity  of  mak- 
ing their  extra  years  rewarding.” 

— Leonard  Larson,  M.D. 

“Disclaimers  notwithstanding,  if  a single 
government  agency  were  to  buy  10  to  20  per 
cent  of  all  care  in  the  nation’s  general  hos- 
pitals, it  would  be  utterly  impossible  to  limit 
that  agency’s  power  to  influence  the  over-all 
operation  and  management  of  hospitals.” 

— Frederick  C.  Swartz,  M.D. 

^ 

“I  personally  feel  we  are  throwing  away 
quantity  and  quality  when  we  fail  to  put  our 
older  workers  back  into  jobs.” 

— David  B.  Allman,  M.D.,  Past  President, 
American  Medical  Association 
* * * 

“There  is  no  doubt  in  my  mind  that  thous- 
ands of  older  persons  can  be  helped  finan- 


cially through  employment.  And  by  work- 
ing many  thousands  will  be  able  to  live 
happily  in  their  later  years.  I am  sure  you 
will  agree  that  arbitrary  retirement,  pre- 
judice, fear  and  confusion  about  such  terms 
as  “old  age,”  “senility,”  “deterioration,”  and 
“fitness”  have  caused  thousands  of  older 
workers  to  be  dismissed  prematurely  from  a 
productive  life.” 

— David  B.  Allman,  M.D.,  Past  President, 
American  Medical  Association 

Hs  Hs 

“I  recommend  that  a jobs-for-the-aged  cam- 
paign and  program  be  initiated  on  a nation- 
wide basis  — in  every  city,  town  and  com- 
munity across  the  land.” 

— David  B.  Allman,  M.D. 

si;  ^ 

“We  must  fight  inflation  as  the  worst 
enemy  of  the  aged.  No  plans  for  old-age 
security  can  work  unless  savings  have  a 
sound,  stable  value.” 

— Bernard  Baruch,  American  financier 


/or  the  Highway  Traveler 


by  BILL  ROAMER 

CLEARWATER  BEACH,  FLA. 

Here’s  a wonderful  place  for  you  to 
stay  when  you’re  visiting  Florida  . . . 
the  LAGOON  APARTMENT  MOTEL  in 

Clearwater  Beach.  A thrilling  view  of  the  Gulf  of  Mexico, 
with  apartment  style  accommodations  . . . living  rooms, 
bedroom,  kitchen  and  bath.  Air-conditioned  . . . room 
telephones,  television  . . . and  a lovely  new  swimming 
pool  . . , everything  to  make  your  trip  a luxurious 

memory.  Reasonable  rates  the  year  round.  I know  you'll 
love  the 


• • ‘Member*  • * 

CONGRESS 


LAGOON 

APT.  MOTEL 

155  Gulf  way  Blvd.  South 

Clearwater  Beach,  Florida 


FREE>  Write  to  this  motel  for 

your  free  copy  of  the  1958  edition 
of  MOTOR  HOTEL  GUIDE  Lists 
over  700  fine  motels 

COAST-TO-COAST 
INSPECTED  and  APPROVED 


a 

logical 

combination 

for 

appetite  suppression 

meprobamate  plus  d-amphetamine 


. . . suppresses  appetite  . . . elevates  mood 
. . . reduces  tension  . . . without  insomnia, 
overstimulation,  or  barbiturate  hangover. 


Each  cooled  tablet  (pink)  contains:  meprobomoie,  400  mg.;  d-omphelamine  solfate,  5 mg. 
Dosage;  One  foblet  one-holf  to  one  hour  before  each  meol. 


LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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a 

snap 


dependable 
analgesia 
at  your  fingertips 
in  the  snap-open  ampul 

no  filing  • no  scoring  • no  sawing 


Novocain 

PIONEEK  BRAND  OF  PROCAINE  HYDROCHLORIDE 


the  local  anesthetic 

with  universal  acceptance 


Novocain  1%,  2%,  10%,  20%  Solutions  with  or  without  vasoconstrictors. 

Also  available:  Multiple  Dose  Vials  with  dual  purpose  caps  for  withdrawal  by  needle  or  pouring. 

LABORATORIES,  new  YORK  is.  N.Y. 
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Protection  against  loss  of  income  from 
accident  & sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
SINCE  1902 

Handsome  Professional  Appointment 
Book  Sent  to  you  FREE  upon  request. 


a 

logical 
adjunct 
to  the 

weight- reducing  regiuien 

meprobamate  plus  d-ampbetamine 

...reduces  appetite... elevates  mood  ...eases 
lensioris  of  dieting,..(vrr/(OMf  overstimulation, 
insomnia,  or  barbiturate  hangover. 


anorectic-ataractic 


MbPHOnAMATE  ^Itil  D-AMPlIETAMlNK  SULKATE  LEUEHLE 


Each  cooled  tablet  (pink)  contains: 
meprobamata,  400  mg.;  d-omphetomine  sulfote,  5 mg. 
OoSpge:  Ona  tablet  one-half  Jo  arte  hour  befarie-  each  me ol. 

LEDERLE  L.\BOR.vrORIES 

A Uivision  of  AMERICAN  CVANAMID  COMPANY.  Pearl  fiivcr,  .\A  . 


THAT 


’*  Distinctive 


FUNCTIONAL 

Leopold 
Document 
Desk 


The  Document  Desk  by  Leopold  is 
expertly  crafted  from  fine  restful 
wood.  Beautiful  grains  give 
individuality  to  each  desk.  Prize- 
winning styling  provides  maximum 
utility.  Truly  the  prestige  desk  that 
successful  businessmen  prefer. 
Write  for  Document  brochure. 


MIDWEST-BEACH  COMPANY 


7th  & Phillips  Ave. 


Sioux  Falls,  S.  Dak. 


UlMIAMlb 

brightens  life 
for  the  aged 


NIAMID  gives  the  depressed  elderly 
person  a new  sense  of  well-being. 
The  family  will  notice  a sunnier 
outlook,  an  alert  interest  in  group 
activities,  a renewed  awareness  of 
personal  appearance,  and  a return 
of  appetite.  Your  patient  will  be  more 
cooperative  and  less  demanding. 

You  can  expect  to  see  the  same  ex- 
cellent response  to  niamid  in  a wide 
variety  of  depressive  syndromes  — 
acute  or  chronic,  mild  or  severe, 
whether  associated  with  long-stand- 
ing or  incurable  illness,  or  masquer- 
ading as  organic  disease. 

NIAMID  side  effects  are  infrequent 
and  mild,  and  often  lessened  or 
eliminated  by  a reduction  in  dosage. 
NIAMID  has  not  been  reported  to 
cause  jaundice,  and  significant 
hypotensive  effects  have  rarely  been 
noted. 

DOSAGE:  Start  with  75  mg.  daily  in  sin- 
gle or  divided  doses,  and  adjust  accord- 
ing to  patient  response,  niamid  acts 
slowly,  without  rapid  jarring  of  physi- 
cal or  mental  processes.  Some  patients 
respond  to  niamid  within  a few  days, 
but  for  full  therapeutic  benefit,  most 
require  at  least  two  weeks,  niamid  is 
available  as  25  mg.  (pink)  and  100  mg. 
(orange)  scored  tablets. 

Already  clinically  proved  in  several 
thousand  patients— 

Complete  references  and  a Professional 
Information  Booklet  giving  detailed  in- 
formation on  niamid  are  available  on 
request  from  the  Medical  Department, 
Pfizer  Laboratories,  Division,  Chas. 
Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


NIAMID 

the  mood  brightener 
in  geriatrics 

* Trademark  for  nialamide 

Science  for  the  world’s  well-beina'r» 
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Eyes 

Right! 
if!^ 


the  advantages  of  oil  suspension 
rapid  even  coverage  on  eye,  lids,  fornices . . . 
resists  dilution  by  lacrimation  , . . maintains 
effective  antibiotic  concentrations 


the  effectiveness  of  ACHROMYCIN 
rapid  suppression  of  common  cocci  and  ba- 
cilli and  of  susceptible  viruses-whether  the 
primary  infection  or  a complication  of  irrita 
tion,  trauma,  or  inflammatory  disease ..  .fast 
resolution  of  swelling,  erythema,  and  lesions 
...  excellently  tolerated 


in  the  unique  dropper-bottle 
precise  measurement  of  dose  . . . clean  . , . 
minimizes  contamination  ...  4 cc.  plastic 
squeeze  dropper-bottle;  10  mg.  (1%)  ACHRO- 
MYCIN Tetracycline  HCI  per  cc.  sesame  oil 
suspension 


Tetracycline  lederle 

OPHTHALMIC  OIL  SUSPENSION  1% 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pear!  River,  N.  Y. 
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HEMORRHOID 

PRONE-  constantly 

on  his  feet 


Fontocaine®  hydrochloride  (10  mg.) 

*• ^ TO  RELIEVE  PAIN 

. . . long  acting,  nonirritating  anesthetic 

I I^eo-Synephrine®  hydrochloride  (5  mg.) 

’ ' TO  REDUCE  ENGORGEMENT 

. . . potent  decongestant 

Sulfamylon®  hydrochloride  (200  mg.) 

TO  RETARD  INFECTION 

. . . broad-spectrum  anti-infective 


bring  safe,  soothing  rectal  comfort 


Directions : 

1 suppository  rectally 
after  each 
bowel  movement 
and  on  retiring. 

How  Supplied: 

Boxes  of  12. 


with  bismuth  subgallate  and  balsam  of  Peru 


As  an  added  measure  to  promote  rectal  comfort  while  correcting 
bowel  atonicity,  add  MUCILOSE®-SUPER  to  the  patient’s  diet. 
This  lubricating,  nonirritating  bulk  laxative  and  stool  softener 
will  encourage  easy,  regular  evacuation. 


PNS,  Ponlocoine  {brand  of  tetracaine),  Neo-Synephrine 
(brand  of  phenylephrine),  Sulfamylon  (brand  of  mofe- 
nide)  and  Mucilose,  trademarks  reg.  U.  S,  Pat.  Off. 


lASOliATOiilES 

N*w  York  II.  N.  T. 


MANY  CANCERS  ARE  CURABLE . . . NOW.  These  are  words  of  hope 
for  the  thousands  of  cancer  patients  who  see  their  physicians  in  time. 

Tremendous  gains  can  be  made  . . . now  ...  in  three  of  the  most  common 
cancer  sites:  breast,  cervix,  rectum.  The  annual  health  checkup  can 
often  detect  early  cancers  in  these  sites  at  a time  when  presently  avail- 
able methods  of  treatment  can  effect  many  more  cures  than  are  being 
achieved  today. 

The  American  Cancer  Society,  therefore,  in  its  broad  public  education 
program,  emphasizes  the  importance  of  annual  physical  examinations 
for  all  adults. 

Together  an  alerted  public  and  the  medical  profession  can  win  a major 
victory  over  cancer . . . now. 


AMERICAI 

CANCER 

SOCIETY 
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whenever  there  is 
inflammation , 
swelling,  pain 

VARIDASE 

8TR6PTOKINASE-STREPTOOORNASE  LEDERLE 

BUCCAL 

Tablets 

conditions 
for  a fast 
comeback 


I 

f 


t 

L. 


as  in 

episiotomy 

VARIDASE  Buccal  provides  a sim- 
ple, natural  way  to  faster,  early 
healing.  By  activating  the  fibri- 
nolytic enzymes  responsible  for 
normal  recovery,  VARIDASE  short- 
ens the  catabolic  phase  of 
host  response  and  reverses  in- 
flammatory reaction.  Edema  is 
reduced. 

VARIDASE  is  not  an  anti-infective, 
but  by  increasing  the  perme- 
ability of  the  fibrin  wall,  it  eases 
penetration  of  natural  regenera- 
tive factors  and  fosters  healthy 
tissue  growth,  making  infection 
less  likely. 

VARIDASE  Buccal  Tablets  contain: 
10,000  Units  Streptokinase  and 
2,500  Units  Streptodornase. 

Supplied:  Boxes  of  24  and  100. 


LEDERLE  LABORATORIES, 
a Division  of  American  Cyanamid  Co., 
Peari  River,  New  York 


tranquilization  i 


greater  specificity 
af  tranquilizing  action 
— divorced  from  such 
"diffuse”  effects  as 
anti-emetic  action 
— explains  why 


THIORIDAZINE  HCI 


such  toxic 


"Thioridazine  [MELLARIL]  is  as  effective  as  the  best  available  phenothiazine,  but  with  appreciably 
less  toxic  effects  than  those  demonstrated  with  other  phenothiazines.  ...This  drug  appears  to  rep- 
resent a major  addition  to  the  safe  and  effective  treatment  of  a wide  range  of  psychological-  dis- 
turbances seen  daily  in  the  clinics  or  by  the  general  practitioner.’’* 


ii  new  advance  in  tranquilization: 

greater  specificity  of  tranquilizing  action  results  in  fewer  side  effects 


The  presence  of  a thiomethyl  radical  (S-CHs)  is  unique  in 
Mellaril  and  could  be  responsible  for  the  relative  absence  of 
side  effects  and  greater  specificity  of  psychotherapeutic  action. 
This  is  shown  clinically  by: 


CH, 


MELLARIL 


inimal  suppression  of  vomiting 

effect  on  blood  pressure 
nd  temperature  regulation 


Psychic  relax 


SYCHIC 


DAMPENI 

SYMPATHET 

PARASYMPA 

NERVOUS 


Dampen! 


of  vomiting 


parasympat 
nervous  sy 


;ning  of  blood  pressure 
imperature  regulation 


Other 

phenothiazine-type 

tranquilizers 


A specificity  of  action  on  certain  brain  sites  in 
contrast  to  the  more  generalized  or  “diffuse” 
action  of  other  phenothiazines.  This  is  evidenced 
by  a lack  of  appreciable  anti-emetic  effect. 


Less  “spill-over”  action  to  other  brain  areas  — 
hence,  absence  of  undue  sedation,  drowsiness  or 
autonomic  nervous  system  disturbances. 


3 

4 

5 


A notable  absence  of  extrapyramidal  stimulation. 

Lack  of  impairment  of  patient’s  normal  drive  and  energy. 

Virtual  freedom  from  such  toxic  effects  as 
jaundice,  photosensitivity,  skin  eruptions, 
blood  forming  disorders. 


INDICATION 

USUAL  STARTING  DOSE 

TOTAL  DAILY  DOSAGE  RANGE 

ADULTS:  Mental  and  Emotional  Disturbances: 

MILD  — where  anxiety,  apprehension  and  tension  are  present 

10  mg.  t.i.d. 

20-60  mg. 

MODERATE— where  agitation  exists  in  psychoneuroses,  alco- 
holism, intractable  pain,  senility,  etc. 

25  mg.  t.i.d. 

50-200  mg. 

SEVERE— in  agitated  psychotic  states  as  schizophrenia,  manic 
depressive,  toxic  psychoses,  etc.: 

Ambulatory 

Hospitalized 

100  mg.  t.i.d. 

100  mg.  t.i.d. 

200-400  mg. 
200-800  mg. 

CHILDREN:  BEHAVIOR  PROBLEMS  IN  CHILDREN 

10  mg.  t.i.d. 

20-40  mg. 

MELLARIL  Tablets,  10  mg.,  25  mg.,  100  mg. 


•Ostfeld,  A.  M.:  Scientific  Exhibit,  American  Academy 
of  General  Practice,  San  Francisco,  April  6-9,  1959 
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(brand  of  hydroxyzine) 


AJew  Forfe  J7,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


ANNOUNCING 

SCHERING’S 

NEW 


MYOGESIO’’ 


RELA 


EASES  STRAINS 
SPRAINS  & LOW 
BACK  PAINS...! 


CARISOPRODOL 


RELA-  a new  myogesic  for  better 


1.  Kuge,  T.:  To  be  published. 

X MYOGESIC 


muscle 


amm 


relaxant  and  analgesic  therapy- 
more  adept  management  of 
spasm  and  pain  in  strains,  I 
sprains  and  low  back  pains. 

RELA— though  a single  drug— is  a true 
myogesic  and  works  rapidly 
to  achieve  three  desired  effects..] 


Rela  relaxes  acute  muscle  spasm 

Relief  of  muscle  spasm  (96%  excellent 
to  good  effectiveness)^ 

Rela  provides  a unique  quality  of 
persistent  pain  relief  through 
its  relaxant  and  analgesic  actions 

“Relief  from  pain  Avas  usually  rapid 
and  sometimes  dramatic”  ^ 

Rela,  through  relaxation  and  analgesia, 
assures  daytime  ease  and  nighttime  rest 

. A number  of  patients  reported 
freedom  from  insomnia  which  they 
attributed  to  freedom  from  pain.’’^ 


indications:  rela  is  most  beneficial  in  those 
conditions  of  the  musculoskeletal  system 
manifesting  pain,  stiffness  and  spasm, 
safety:  Studies  of  more  than  1400  patients 
indicate  that  the  toxicity  of  rela  is  exceptionally 
low.  In  human  subjects,  respiratory, 
blood  pressure  or  blood  chemistry  changes 
and/or  renal,  hepatic  or  endocrine  dysfunction 
have  not  been  reported, 
dosage:  The  usual  adult  dosage  of  rela  is 
one  tablet  3 times  daily  and  at  bedtime. 

RELA  has  a rapid  onset  of  action,  with  relief 
usually  apparent  within  30  minutes,  and 
persisting  for  at  least  6 hours, 
supply:  RELA  is  available  as  350  mg.,  pink, 
coated  tablets  in  bottles  of  30. 


; J 
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MR.  EDWARD  R.  LOVELAND  RETIRES 
AS  EXECUTIVE  SECRETARY  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Edward  R.  Loveland,  B.S.,  F.A.C.P.  (Hon.), 
will  retire  on  December  31,  1959,  as  Executive 
Secretary  of  The  American  College  of  Phys- 
icians after  completing  with  distinction  near- 
ly thirty-four  years  of  continuous  and  de- 
voted service  to  the  College. 

He  became  the  Executive  Secretary  on 
April  4,  1926,  at  a time  when  the  College  was 
passing  through  a critical  period  in  its  his- 
tory. His  academic  background,  business 
training,  administrative  experience  and  per- 
sonality were  eminently  suited  to  the  exact- 
ing duties  of  the  position. 

Mr.  Loveland  was  born  on  July  13,  1893, 
and  spent  his  boyhood  among  the  farm  lands 
of  Southern  New  Jersey.  Here  he  developed 
a love  of  the  outdoors  which  has  persisted. 
He  received  his  higher  education  at  Banks 
College  of  Philadelphia,  The  Rochester  (N.Y.) 
Business  Institute,  the  University  of  Pennsyl- 
vania and  Temple  University,  being  awarded 
his  B.S.  degree  by  the  latter  institution  in 
1918.  For  nine  years  he  engaged  in  the  teach- 
ing of  commerce  in  the  public  schools  of 
Delaware  and  Pennsylvania  (Philadelphia) 
and  in  the  School  of  Education  of  the  Univer- 
sity of  Virginia.  When  in  1921  he  accepted 
the  position  of  Office  and  Personnel  Manager 
at  the  University  of  Pennsylvania,  he  gave  up 
formal  teaching.  He  early  demonstrated 
adeptness  in  medical  administration  and  edu- 
cational management.  He  published  a num- 
ber of  papers  and,  in  1923,  a well  received 
book,  “Office  Management.” 

Upon  appointment  to  the  American  College 
of  Physicians.  Mr.  Loveland  early  became 
aware  of  its  problems  and  understood  its 
purposes  and  ideals.  Without  delay  he  under- 
took his  primary  responsibility,  the  establish- 
ment of  the  College  Headquarters  in  Phila- 
delphia and  the  development  of  an  efficient 
administrative  program.  With  tactful  de- 
termination he  established  sound  financial 
principles  and  built  up  the  reserve  funds 
from  a mere  $8,000.00  to  over  $2,000,000.00. 
The  activities  and  services  of  the  College 
were  increased  many  fold.  He  welcomed  the 
academic  inplications  of  his  position  with  its 
opportunities  to  develop  particularly  the  edu- 
cational programs  of  the  organization  — post- 
graduate courses,  regional  meetings,  the  An- 


nual Sessions,  the  Annals  of  Internal  Med- 
icine, and  many  cooperative  relationships 
with  numerous  other  medical  and  educational 
societies  and  institutions. 

In  1954  Regents  and  Governors  of  the  Col- 
lege, together  with  a goodly  number  of  Fel- 
lows, engaged  a distinguished  artist,  Bjorn 
Egeli,  to  paint  Mr.  Loveland’s  portrait,  the 
portrait  to  hang  in  his  home  until  his  retire- 
ment, at  which  time  it  shall  be  transferred  to 
the  College  Headquarters. 

At  the  Annual  Session  of  the  College  at 
Los  Angeles  in  1956,  the  Membership  and  the 
Board  of  Regents,  as  an  expression  of  grate- 
ful appreciation  of  his  ability,  devoted  service 
to  the  College  and  “his  constant  adherence  to 
the  highest  traditions  of  the  Medical  Profes- 
sion,” made  him  an  Honorary  Fellow  of  the 
College.  Thus  he  became  the  first  and  only 
person  other  than  a physician  to  be  so  hon- 
ored. About  the  same  time  he  was  elected  a 
member  of  Alpha  Omega  Alpha  Honorary 
Medical  Society,  an  added  recognition  of  his 
influence  upon  American  medical  education. 
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loj^ical 

prescM'ipliori 

for  -s 

overweight  patients 

- meprobamate  plus  d-amphetamine 

. 4 

^ , . depresses  appetit  e . . . eie vaf.cs  mood . . . eases 
tensions  of  dieting . . . witiwut  overstimulation, 
insomnia,  or  baryturate  hangover. 


anorectic -ataractic 


BAMADEX 

&JRPHOBAAIATE  WITH  1>.AMPHKTAMJNK  SOLFAT.K  l,Ei?BRLE 


caolod  conloias.  mcpiobomoto,  400  ; d-a(T>phetCK»*ne  wtlotc,  5 » 
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■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  s OBI  A tic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropyl-2-methyl-2-propyl-l,  3-propanedioI  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SONIA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SOMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request. 

WALLACE  LABORATORIES,  NEW  BRUNSWICK,  N.  J, 


Substantiated  by  published  reports  of  leading  clinicians: 


• effective  control 

of  allergic 
and 

inflammatory  symptoms'"^® 


• minimal  disturbance 

of  the  patient’s 
chemical  and  psychic 
halance'"’^®'’^ 


Triamcinolone  LEDERLE 


it  anti-inflammatory  and  antiallergic  levels  ARISTOCORT  means: 
• freedom  from  salt  and  water  retention 


• virtual  freedom  from  potassium  depletion 

• negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite  — no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 

tdications:  rheumatoid  arthritis;  arthritis;  respiratory  allergies;  allergic  and  inflammatory 
ermatoses;  disseminated  lupus  erythematosus;  nephrotic  syndrome;  lymphomas  and  leukemias. 
‘recautions:  With  ARISTOCORT  all  traditional  precautions  to  corticosteroid  therapy  should  be  ob- 
3rved.  Dosage  should  always  be  carefully  adjusted  to  the  smallest  amount  which  will  suppress 
^mptoms.  After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
arried  out  gradually. 

applied:  Scored  tablets  of  1 mg.  (yellow);  2 mg.  (pink):  4 mg.  (white);  16  mg.  (white), 
•iacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of  5 cc.  (25  mg./cc.). 


References:  1.  Feinberg.  S.M.,  Feinberg,  A.R.,  and  Fiabermai 
E.W. : J.A.M.A.  167:58  (May  3)  1958.  2.  Epstein,  J.I.  and  She: 
wood,  H. : Connecticut  Med,  22:822  (Dec.)  1938.  3.  Friedlaender,  S 
and  Friedlaender,  A.S. : Antibiotic  Med,  & Clin.  Ther.  5:31 
(May)  1958.  4.  Segal,  M.S.  and  Duvenci,  J.:  Bull.  Tufts  North  Eoi 
M.  Center  4:71  (April-June)  1958.  5.  Segal,  M.S. : Report  to  th 
A.M.A.  Council  on  Drugs,  J.A.M.A.  169:1063  (March  7)  1951 

6.  Sherwood,  H.  and  Cooke,  R.A. : J.  Allergy  28:97  (Mar.)  1951 

7.  Duke,  C.J.  and  Oviedo,  R.:  Antibiotic  Med.  & Clin.  Ther.  5:71 
(Dec.)  1958.  8.  McGavack,  T.H. : Clin.  Med.  (June)  1958.  9.  Fre) 
berg,  R.H.;  Berntsen,  C.A.,  and  Heilman,  L. : Arthritis  and  Rhei 
matism  1:215  (June)  1958.  10.  Hartung,  E.F. : J.A.M.A.  167:97 
(June  21)  1958.  11.  Hartung,  E.F. : J.  Florida  Acad.  Gen.  Prac 
8:18,  1958.  12.  Zuckner,  J. ; Ramsey,  R.H.;  Caciolo,  C.,  and  Gan 
ner,  G.E. : Ann.  Rheum.  Dis.  17:398  (Dec.)  1958.  13.  Appel,  B. 
Tye,  M.J.,  and  Leibsohn,  E. : Antibiotic  Med.  & Clin.  Ther.  5:71 
(Dec.)  1958.  14.  Kalz,  F. : Canad.  M.A.J.  79:400  (Sept.)  1951 
15.  Mullins,  J.F.,  and  Wilson,  C.J.:  Texas  State  J.  Med.  54  rb'l 
(Sept.)  1958.  16.  Shelley,  W'.B.;  Harun,  J.S.,  and  Pillsbury,  D.M. 
J.A.M.A.  167:959  (June  21)  1958.  17.  DuBois,  E.F,:  J.A.M.A 
167:1590  (July  26)  1958.  18.  McGavack,  T.H.;  Kao,  K.T. ; Leak< 
D.A.;  Bauer,  H.G.,  and  Berger,  H.E.:  Am.  J.  Med.  Sc.  236:72 
(Dec.)  1958.  19.  Council  on  Drugs:  J.A.M.A.  169:257  (Jan.  17 
1959.  20.  Rein.  C.R.;  Fleisrhmajer,  R.,  and  Rosenthal,  A.R. 
J.A.M.A.  165:1821  (Dec.  7)  1957. 
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in  G.  I.  disorders 


VISTARIH 

hydroxyzine  pamoate 

takes  him  off 

the  tension  treadmill 

By  restoring  tranquility,  vistaril 
rapidly  helps  to  relieve  functional 
pain  and  discomfort  in  many  gas- 
trointestinal disorders.  Clinicians 
find  that  patients  on  vistaril  more 
\villingly  accept  their  condition  and 
adhere  better  to  their  regimen. 

VISTARIL  has  an  outstanding  record 
of  safety  and  is  valuable  adjunctive 
therapy  in  home  or  hospital  when 
administered  to  patients  with  pep- 
tic ulcer,  gastroenteritis, esophageal 
spasm,  and  nervous  dyspepsia. 

A Professional  Information  Book- 
let is  available  from  the  Medical 
Department  on  request. 

Supply:  Capsules— 25, 50  and  100  mg. ; 
Parenteral  Solution— 10  cc.  vials  and 
2 cc.  Steraject®  Cartridges,  each  cc. 
containing  25  mg.  hydroxyzine  HCl. 

Science  for  the  world’ a well-being™ 
PFIZER  LABORATORIES 

Div.,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 


S.D.J.O.M.  DECEMBER  1959  - ADV. 

POSTGRADUATE  COURSE  ON  DISEASES 
OF  THE  CHEST 

We  wish  to  announce  that  the  Council  on 
Postgraduate  Medical  Education  of  the  Amer- 
ican College  of  Chest  Physicians  will  present 
the  13th  Annual  Postgraduate  Course  on 
Diseases  of  the  Chest  at  the  Sheraton  Hotel, 
Philadelphia,  March  14-18,  1960. 

The  most  recent  advances  in  the  diagnosis 
and  treatment  of  heart  and  lung  diseases, 
medical  and  surgical  aspects,  will  be  pre- 
sented. A copy  of  the  program  is  enclosed. 

Tuition  for  this  five-day  course  will  be 
$100,  including  round  table  luncheon  discus- 
sions. 

Further  information  may  be  obtained  by 
writing  to  the  Executive  Director,  American 
College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11,  Illinois. 
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for  therapy 

of  overweight  patients 

• d-amphctamine 
depresses  appetite  and  elevates  mood 

• meprobamate 

eases  tensions  of  dieting 

(yet  without  overstimulation,  insomnia 
or  barbiturate  hangover ) 


MEPROBAMATE  WITH  D-AMPHETAMINE  SULFATE  LEDERLE 


is  a logical  combination  in  appetite  control 

Each  coafed  tablet  (oink)  contoins:  meprobomole,  400  mg.;  d-omphetamine  sulfate,  $ mg. 
Dosog©:  One  toblel  one-holf  to  one  hour  before  eoch  meal. 


LEDERLE  LABORATORIES 

A DiYision  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


ANNOUNCING 

SCHERING’S 

NEW 

MY0GESIG’‘ 


CARISOPRODOL 


^lYOeESIC 


muscle 

relaxant 


— analgesic 


DIRECTORY 

THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
Organized  1882  300  First  Nat’l  Bank  Bldg. 


Sioux  Falls,  South  Dakota 
OFFICERS,  1959-1960 
President 

R.  A.  Buchanan,  M.D - Huron 

President-Elect 

C.  Rodney  Stoltz,  M.D Watertown 

Secretary-Treasurer 

(1961) 

A.  P.  Reding,  M.D.  - Marion 

Vice  President 

C.  J.  McDonald,  M.D - - Sioux  Falls 

AMA  Delegate 
(1960) 

A.  A.  Lampert.  M.D Rapid  City 

Alternate  Delegate  to  AMA 
(1960) 

A.  P.  Reding,  M.D .Marion 

Chairman  of  the  Council 

R.  H.  Hayes,  M.D Winner 

Speaker  of  the  House 

Magni  Davidson,  M.D Brookings 

Councilor-at-Large 

A.  A.  Lampert,  M.D Rapid  City 

COUNCILORS 
First  District  (Aberdeen) 

E.  J.  Perry,  M.D.  (1962)  Redfield 

Second  District  (Watertown) 

J.  J.  Stransky,  M.D.  (1962)  Watertown 

Third  District  (Brooklngs-Madlson) 

M.  C.  Tank,  M.D.  (1960)  Brookings 

Fourth  District  (Pierre) 

L.  C.  Askwig,  M.D.  (1962)  Pierre 

Fifth  District  (Huron) 

Paul  Hohm,  M.D.  (1960)  Huron 

Sixth  District  (Mitchell) 

P.  P.  Broddon,  M.D.  (1960)  Mitchell 

Seventh  District  (Sioux  Falls) 

N.  E.  Wessman,  M.D.  (1960)  Sioux  Falls 

Eighth  District  (Yankton) 

T.  H.  Sattler,  M.D.  (1962)  Yankton 

Ninth  District  (Black  Hills) 

J.  D.  Bailey,  M.D.  (1961)  Rapid  City 

Tenth  District  (Rosebud) 

R.  H.  Hayes,  M.D.  (1961)  Winner 

Eleventh  District  (Northwest) 

H.  E.  Lowe,  M.D.  (1961)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1961)  Milbank 

STANDING  COMMITTEES—  1958-1959 
Scientific  Work 

C.  J.  McDonald,  M.D Sioux  Falls 

R.  A.  Buchanan,  M.D.  Huron 

A.  P.  Reding,  M.D.  Marion 

C.  R.  Stoltz,  M.D Watertown 

Legislation 

H.  Russell  Brown,  M.D.,  Chr.  (1960)  Watertown 

M.  C.  Tank,  M.D.  (1962)  Brookings 

E.  T.  Ruud,  M.D.  (1962)  Rapid  City 

Paul  Bunker,  M.D.  (1960)  Aberdeen 

C.  L.  Swanson,  M.D.  (1961)  Pierre 

H.  R.  Lewis.  M.D.  (1961)  Mitchell 

Publications 

R.  E.  Van  Demark,  M.D.,  Chr.  (1961)  Sioux  Falls 

G.  S.  Paulson,  M.D.  (1962)  ..  Rapid  City 
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“Since  1900,  better  medical  care  has  in- 
creased the  life  expectancy  of  the  average 
American  by  20.5  years.  We  are  proud  of 
this,  and  are  convinced  that  we  can  meet 
future  challenges  in  the  same  way,  with  the 
same  success  and  with  the  same  benefits  to 
mankind.  Certainly,  this  applies  to  the 
challenges  facing  the  aged.” 

— Leonard  Larson,  M.D. 

* * * 

“We  must  remember  that  old  people,  like 
all  other  age  groups,  have  no  desire  for  a 
handout.  Let  us  rather  help  the  aged  help 
themselves.” 

— Louis  M.  Orr,  M.D. 

* * « 

“Constructively  there  are  far  more  sensible 
alternatives  (to  the  Forand  bill),  some  now  in 
effect,  to  provide  medical  care  for  the  aged.” 

— Rep.  Bruce  Alger  (R.,  Texas), 

member.  House  Ways  & Means  Committee 

=!:  :i:  * 

“One  man  on  his  feet  is  worth  two  on  the 
seat.” 

— Edward  L.  Bortz,  M.D.,  Past  President, 
American  Medical  Association 


“Care  for  any  segment  of  our  population  — 
the  aged  included  — calls  for  a cooperative 
attack  on  the  problem  of  nurses,  doctors,  hos- 
pitals, social  workers,  insurance  companies, 
community  leaders  and  others.  It  requires 
flexibility  of  medical  technique  — an  in- 
gredient which  would  unquestionably  vanish 
the  moment  government  establishes  a health 
program  from  a blueprint  calling  for  mass 
treatment.” 

— Frederick  C.  Swartz,  Chairman  of  the 

Committee  on  Aging 

❖ ❖ ❖ 

“The  AMA  is  not  content  with  talking 
about  its  program  for  the  aged.  It  is  taking 
vigorous  action  to  see  that  all  the  nation’s 
aged  will  be  able  to  lead  productive  and  re- 
warding lives.” 

— F.  J.  L.  Blasingame,  M.D., 

Executive  Vice-President,  A.M.A. 

H=  * 

“Medical  progress  is  linked  irrevocably 
with  the  opportunity  of  medical  researchers 
and  practitioners  to  work  with  complete 
freedom.” 

— Leonard  Larson,  M.D. 
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